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* in 3 years has pushed millions

-

-either, however, for rich and poor alike are tem

. i

FOREWO,}’D
. K M . \
When we talk about health, nutrition and agricultural policy in the
United States we do so in & global context in which food, like oil, is
being rationed by price, not human needs. The rich eat well, the poor
not so well or not at all. .
In the United States, the r

.

ige in food prices of more than 40
further from an adequate diet. The food

stamp program and other food assistance proframs have helped easé

the strain on the poor,
groups has guffered is not known.

Americans who can afford an adequate diet may not be getting one
ted daily by a food

stem striving to expand demand by tempting t

sy ' , 100€
and salt, low in natritive. value, high in

overlogded with fat, sugar

leasure value. Qur eating
ave
what is happening
We-do know that millions

changed radically, but we
to the Nation’s nutritional health.

habits and the composition ef our food
do not have any-qetailed measure of

.
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ercent = |

but the extent to which the diets of vu nemble‘,g

e palate with foods

of Americans are literally sick with diet- -

related illnesses. Five of the 10 leadin

g causes of death in the United

States have been connected to diet.
And we do knew that m
their full poten

tial because they do not have a proper diet. A

illions of Americans are failing to realize

study
of dollars in economic benefits (to

. done in 1969 estimated that billions

say nothing of spiritual benefits), are lost nationally each year becanse
of improper nutrition.
In short, we find the United States, anid a world with a cruel im-
balance in food distribntion, pursuing a business as usual policy which
is not only wasting food and the non-renewable resources nceded to
produce it, but is contributing to ill-health and the short fall of human
potential. The perpetuatiorf of this policy is founded at least partly
on the prevalgnce of public ignorance about nutrition. .
blind. Medical
that the typi-

This report shows that the American public is®atin
schools have underemphasized nutrition with the resl,ﬁt
cal physical examination does not involve thorough nutritional evalu-
ation or counseling. The starkest evidence of medical neglect of nutri-
tion i8 the finding of malnutrition in hospitals. Doctors traditionally
have relied for nutrition examination and counseling on dietitians and
imté'itionists who simply are not large enough in number to handle the

oad.

The result is that the American people know more about what their
cars need than what their own bodies need. The result is an .American
public tempted by unhealthy food on one hand and weight redncing
gimmicks on the other. The result is a physically unhealthy Nation.

The needs for better education of doctors in the area of nutrition and
for expansion of nutrition manpower were covered amply in the rec-
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ommendations of the 1969 White' House Conference on Food, Nutri-

~ tion and H¥alth. Experts inside and outside $8e Government’ have

lmown about these problems for years. In 1971, & group of concerned
officials within HEW proposed a program for improving the Nation’s
nutrition, including expansion of nutrition manpower and greater ef-
forts in nutrition edueation. These proposals have been neglected.

. The inaction.of the Executive ancﬁ has helped to pro ong public
ignorance of the impact of diet on health. The reason for this inaction

-cannqt be stated with tertainty. It may be related to traditional eon-

cepts of the marketplace, in which the public is’supposed to base
decisions on the respective values of product price and product need or

- desirapility. This 1s not, hawever, a free marketplace in the sense.

which appeals to most of us Americans. Rather st is an anarchic
marketplace, where consumers may be uninformed of other variables
more important than price or taste or color, variables as fundamental
as health and lifeits'elf. _ .

Dr. Arnold Schaefer, director of the Ten-State Nutrition Survey,

" testified in detail about the location, mcidence, and effects of malnu-

trition in the United States. That testimony, presented to this Select
Commitfee, was invaluable evidence for those in Congress fighting to

- expand food assistance programs. But the Administration apparently

siw greater knowledge as'a threat rather than a help. The problem
of hunger could not be ignored so easily if it was documented so com-
pletely. The Ten-State Survey. was almost ifnmediately reorganized to
msure that its final report would discus$ mitritioh only in general
terms, concealing groups at high riék in broader categories. Dr.
Schaefer resi e‘g. . <

The expedient of non-specificity, of masking areas of malnutrition
in generalization, has been carried forward into the successor to the
Ten-State Survey, the Health and Nutrition Survey (HANES).
HANES has been crippled further by severe. under-staffing. Conse-
quently, data collection alone takes 214 to 3 years and the drafting of
reports dnd statistical analyses, which is dassigned to a tiny staff,
requires another year or more. . 4 <

The Administration’s prictice of permitting and even perpetuating
nutritional ignorance apparently extends to the Department of Agri-
culture’s Household Food Consumption Survey. Formerly scheduled
to start in January 1976, the survey was delayed.at least a year by the
Office of Management and Budget suppose(ﬁy for technical reasops.

" But one official reports that, in faet, the Administration did not want

to be embarrassed in an election year by preliminary findings which
m'ig}cllt very well show a decline in the nutritional quality of the Ameri-
can diet. »

The Household Food Consumption Survey is importdnt not only
as a general indicator of the content of the American diet, but as the
data base for food stamp allotments. Therefore, the delay of a new
survey permits contitued use bf data which may keep allotments lower
than they should be. = = - - . , .

In addition, the Household Food Consumption Survey as it is pres-
-ently structured, does not provide the best basis for establishing food
assigtance allotments becauso it measdres only nutrient intalke, not the
actual nutritional health of the respondents. Experts insist that proper
analysis of nutritional_health must include physical examination and

-
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biochemical testirig as well as a measure of nutrient intake. The House-
hold Food Consumption Survey a4 currently planned has no nutri-
tional health component, and therefore, can study what is eaten but
net the effects of t}?eeia‘consumpt.ion phtterns.

There is no system for measyring in a timely, effective manner the

nutritional health of Americans. As resources become more dear, it 18"

mandatory that decisions in agricultural production and food process-
ing and retailing be guided predominantly by their impact on health.

An effective, compassionate, healthful food polic;7 must be informed -

.

by a continuous,.detailed moniforing of the Nation’s nutritional health.

This fundamental prémise hag been understood for years. Improved

nutritional surveillance was one, major recommendation of the White
House Conference. HHIEW officials in 1071 urged and. outlined a de-
tailed plan for nutritionnl monitoring. Yet today HEW has only a
shadew of a monitoring system. That piece of a system may, in fact,
subtract from the nutritional health of the Nation to the degree that it
stands in for something that it is not. : : ’

The weal, ill-tended nature of the FIEW mutritien monitoring effort
characterizes the Department’s traditional approach to nutrition pol-
icy. This report documents a history of inadequate nutrition planning
and coordination, characterized for at least'8 years by continuous ne-
glect and a reluctance to face the nutritional health implications of
agricultural or economic policy.’ :

Tn 1045, the Burenu of the Budget recommended a continued coordi-
nation of nutrition policy amohg Federal and State agencies in the
manner which had been developed during World War IT. The White
House Conference made the same recommendation in 1969, as did
HEW officials in 1971. An I'EW coordinating cemnmittee wgs formed
in 1972, but it was disbanded in 1975. » A g

_,Woe confront, in short, a situatien in which ﬂcom‘emed nutrition ex-
perts and officials have made-repeated attempts to secure for nutri-
“tional health a proper place in food policymaking.and to improve
nutrition services, only to be met by the systematic indifference of the
Executive Branch. : )

Nutrition programs can be expensive, and changed enting habijts
can require changes in the food industry. But we have renched the
point where nutritipn, ar the lackK Br the excess or the quality of it,
may be the Nation'$ number one public health problem. The threat is

not beriberi. pellagra, or scurvy. Rather we face the more subtle, but -

also more deadly, reality of millions of Americans loading their

“stomachs with food which is likely to make them ohese, to give
them higlf blood pressure. to induce henrt disease, dinbetes, and
cancer- - in short., to kill them over the long term. We face the
tragedy of anemic children fni}ingix school and repeating that pat-
tern of failure throughout their shortdned lives. .

The remedies will not all be obvious, or easy; they demand the re-
thinking of established economic patteétns and assumptions. For ex-
ample, ns u representative of a State in which there are cattle-growers,
I know very well that many livelihoods gre tied to the cattle industry.
I also recognize that concerns over mi& feeding cannot he dismissed
out of hand, that such issues must be faced squarely and that, if the
facts require change, then we must change in o manner which protects
the interests of food-consumers and producers alike.

.
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‘Our hope as a Nation rests now, as it always has, on the active, in-
formed inhvolvement of our citizenry, as much in the area of food
policy as any other. The public must have access, and it does have a
right, to proper nutrition evaluation and counseling. The Nation
meeds continuous monitoring of its nutritional health.'And all Govern-
ment nutrition activities must be given coordination and direction.

The strength of the Nation is based on the health of its people.
‘We must realize that the simple act of choosing our diet, day u?ter
daY determines our personal health and national health and may
we { affect the health of other nations. Americans eat on 95 they have

at their peril. - :
: , Grorae McGovERN, *
. . g “ rman.
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'NOTE

The Senate Select Committee on Nutrition and Human Needs held
- hearings in June 1974, to measure the progess that had been made in
achieving the godls set &t the 1969 Whité House Conference on Food,
Nutrition and Health and to focqﬁ attention on the need for a compre-
hensive national putrition policy. ) ©
This report is the fifth in the series of staff studies expanding on
recommendations and testimony offered at the hearings and intended
to set specific objectives for United States food and nutrition policy.
 This report will concern itself primarily with America’s gelf-
~“knowledge about its nutitiorial health; more specifically, the avail-
ability of nutrition evaluation and counseling to individuals and the
adequacy of our national nutrition monitoring system. The bureau-¢
_cratic and political problems of applying nutritional health consid-
erdtions to food policy are also examined. Nutrition education outside
edical setting, the status of nutrition research and the nutritional
quaNtyrand safety of food are topics left to further inquiry.
her reports in thestaff series are: Nutrition and the Interna-
tional~§ifvation—September 1974; Nutrition and Food Availability
(discussing food production and retailing)January 1975; Nutrition
and gpe,cial Groups, Part [—Food Stamps—March 1975; Nutrition
and_Government—Towards a National Nutrition Policy—May 1075.
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EATI IN THE DARK <

The problem of disease pfeventipn itself has changed radically since

. . 1000 when pneumontla, inffuenza and tuberculosis were the leading kiil-
.Y ers. Today, hentt disease, pancer axd stroke . , . cinim our attention . . .
there is much greater itlon Yodny that the kinds and amounts of

food and llquor we consume e style of Uiving of our sedentary so-

clety are major contributing factors to the development of chronic

{llness and to change these patierna of behavior requires the active In-

volvement of the individual.—The Department of Health, Education,

. ‘and Welfare's Forwcard Plon for Hoalth, flscal your 107181, - - _ A
One in three men in the United States can be expected to die of heart

disense or gtroke before age 60 and one in six women. It is ctimated N

*  that 25 million Americans suffer from high blood presstre and that
about 5 million are afllicted by diabetes mellitus. These discases have
been directgy related to oyer-consumption of certain foods.' ..

At the same time, millions of Americans are not receiving the nu-
trients they need. The Department of Health, Education, and Wel: -
fare’s Health and Nutrition ¥valuation Survey HANEs) reported
in 1074, for example, that significatit numbers of children are deficient:
in iron. The hi%hest incidence of thig learning.impeding deficiency was
found among black children, ages 1 to 5, above the poverty line, where
92 percent: were affected. Protein deficiency was found to increase with
age, hitting hardest among whites age 45 to 59, where 15 percent of
the safple was found affected.

The consequences of malnutrition both through the over- and under-
consumption of nutrients ig expensive not only in termg of human
suffering and wasted potential, the mongbary cost is staggering.

Dr. George M. Briggs, professor of/nutrition at the' University of
California at Berkeley told the Seleci Committee at hearings in,De-
cember+1972, that the annual health }jll to the country from hunger
and improper eating habitg might be fis much as $30 billion, or at that
time, ugout one third of the Nation’s health costs. HEW roported the
~____ héalth caro costs to be $104 billion if 1974. Dr. Briggs’ cstimate was

based on a report issued in 1971 by, jthe Department of Agriculture,
Benefits of Human Nutrition Reseaych (Appendix'A). Dr. John W.
Farquhar, of the Stanford University Medieal Center, told the Na-
tional Nutrition Policy hearings that the elimination of obesity in the
United States might cut in half the $24 billion being spent on treat-
ment of premature cardiovascular disease.

In o paper prepured forshe Jelect Committes in 1069, Keonomio ’

-

t Statistics from reports and testimony presentod to the Hcleet Committec’s Natlonal
Nutrition Poll? hearings, June 1074, Anpcnrlng in National Nutritton Polic; ﬂtm}{. 1074,
pmﬁo. June 41, 1074, Ileart disease, p. 2633 ; high blood pressure, D. 2020 ; diabotes,

p. 2623,
(3) ' .
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'Benefits from the Elimination of Hunger in America, Barry M. Pop-
kin, of the Institite of Research on Poverty at the University of Wis-
consin, made the following estimates of economic benefits that might
flow from eliminating malnutrition among the poor (Appendix B).

Ediication—Improved nutrition improves learning, prevents an in-
terruption of cognitive development and increases the ability to con-
centrate and work ($6.4-19.2 billion). :

- Physical Performance—TImproved nutrition-increasés the-capacity
for prolonged physical work, rajses the productivity of workers and
increases, the motivation to work ($6.4-25.8 billion). ‘

- Morbidity—Improved .nutrition results in higher resistance to dis-
se and lowers the severity of disease ($201+502 million). -
Mortality—Improved nutrition decreases fetal, infant, child and .

certain types of mhternal mortality ($68-157 million). -
Intergenerational Ejfects—Improved nutrition makes healthy
mothers who have healthy children. Also, better educated parents lead

to.better educated childreq ($1.3-4.5 billion)., o

. __Ttis clear that poor nutrition is a major public health problem in the

United States. Its cause is rooted in our habits and our economic sys-

tem, and it is a problem greatly aggravated byl,ignora.nce.

ThE. Diseasgs oF .Ovim-ABUy_J)ANCE '

Testifying at.the National Nutrition Policy hearings, Dr."William
E. Connor, co-chairman of the Select Committee’s panelsh nutrition
- and health, reported : P " '

The vast majority of Americans suffer from over-abundance of food. The
changed ecology of our land . . . has led*o a whole new spectrum ¢f diseases in
which nutritional factors &ither piay the prime etiological role or else are highly
contributory to the development of the given disease state, that is coronary heart
disease, obesity, and so on. » o “

'He pregented the following list of primary or contributing dietary
factors in some of the most widespread diseages. )

1. Coronary heart disease—An excessivzagmmgt of cholesterol, sat-
urated fat and calories in the diet. e v }

2. High. blood pressure—Dietary salt and excessive calories cgn-
tributing to obesity. , :

8. Diabetes mellitwe—Excessive calories. with associated obesity
(also high dietary cholesterol and saturated fat intakes may predis-
pose to the vascular complications ofrdiabetes). :

' 4, Obesity—Excessive calories and lack of physical activity with
the result tgat caloric intake exceeds caloric expenditure.. -

5. Dental caries—High intake of sugar. ' o

6. Liver disease=—Excessive usage oglcohol. : ;

Table 1 shows the 10 leading,_c uses of death in the United States,

~ with the diet-related illnesses ndﬁ‘% N
R . LY

o
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TABLE A —DEATH RATEé FOR THE 10 LEADING CAUSES OF DEATH, UNITED STATES, 1972
. Based on 10 percent sample of deaths; rates per 100,000 population] ) .
Death Percent of
Rank and cause of death . rate total deaths |
All causes. oo meeooaes - 942.2 100.0
1. Diseases of heart 1_ 361.3 38.3 ¢
- ____2. Malignant neop 166.6 17.
. Cerebrovasculal diseases 1_ 100,9- - - 10,7
4. Accidents_________ e 54,6 5.8
5. influsnza and pneumonia. . 29.4 i1
6. Diabetes mellitus - ..o _._.. - “18.8 2.0
7. Certain causes of mortality in early infancy. 16. 4 1.7
8. Arteriosclerosis to o oo coooiooeoeoeen . 15.8 1.7
9. Cirrhosis of liver 'c_—cuocconooae- 15.7 1.7
10, Bronchitis, emiphysema and asthma. N&.a 15
Alt other causes._ ... S 9 15.8

’. t Nutrition related causes, , -

" These illnesses, even though they are related to the over-consump-
- tion of certain foods, are not peculiar to any one income level. Figure 1, -
from the HEW Health and Nutrition Evaluation Survey (HANES),
shows that obesity, one of the nation’s major health problems, is suf- ’
. . Afered almost equally it almost all income levels.

-
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Experience in other nationg as well as our own indicates that a gen-
eral reduction of certain foods in the diet is likely to lead to improved
health. Figure 2 shows, for example, that there 1s a greater incidence

~ of death from heart disease in the more affluent nations where the in-
take of cholesterol is higher. . . o

‘

« Goof- ) . United ..S‘Iaks
. @ Aus/rolia
- 300t ’ .ca'ﬂodo . )
% United Kingdom .
2 ®  eMwZeoland - [
g ~ eSweden . .
~ 4001 . ° " : :
¥ A owitrerkong o™
- o fronce 'Y
« Z .
é i Sl -@Germany, Western - . .W
3001 giume o , .
‘é Netherknds @470
g ° @ /sroel )
. N \4
200} itoly
. ® oChite
oy
L A
100k ugosiavia
®Japan
’ ® Ceyion
: ! 1 1 1 1 L \ I 1
100 800

200 300 400 500 €00
DEATH RATE PER 100,000 MALE POPULATION ( Age 55-59)
{ANTERIOSCLEROTIC ond BECENCRATIVE WEART DISEASE )

Figure 2.—The death rates from coronary heart disease (arteriosclerotic-and
degenerative heart disease, category B26) compared with mean daily intake
of cholesterol in diet for 24 countries. The death rate ig expressed in deaths
per 100,000 population in men aged 55-59, 1956-1956. The mean cholesterol in-

take in milligrams per day per person was computed from food balance sheets -
for years 1952 through 1056. The correlation coeflicient (r) was 0.83 d was

highly significant (p < 0.01). (4). -

_ Buropean experience during World Wars I and IT offers further
evidence that reduction in consumption can be healthful, A Library
: of Congress report, Hunger and Malnutrition in the United States:

. Il ow Much?, pubished in May 1975 says: , '

The burden of serious American dietary deficiency, falls on the poor, disad-
vantaged children, the incapacitated elderly, Indians on isolated reservations,

_ and upon those in need who have no knowledge of the various food-assistance
programs or who live in jurisdictions which are unsympathetic to the problem.
A more fortunate situation could be one in which the entire population was
tightening- its nutritional belt in total calories and in selection of feods. .

The basis for this statement lies in certain results observed during generally
diminished or inadequate food supplies associated with war, including seiges

60-843—76—2 , , :
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g these lines Gert H. Brieger has woted that there was a

reduction o incidence of heart dikease during World War 1. There wias also

2 decrease in morhidity and mortality from diabetes in Germany and Aus-

tria . . . also during the gevere shortage of food at the World War 11 seige of

-+ Leningrad, cardiovajscular diseases declined. A gimilar drop in thig class|of dis-

eases also occurred in Sweden and Norway. (D. Mark) Hegsted makes a leilnr
observation concerfing the British during World War 11: i

“We should alsg remind ourselves that a food crisis does not necessaril ﬁnenu

a deteriorationAn the nutrition of the population. One of the g¥eat n trl?n

erimen all time—that conducted by the British during World War 11—
deéonstrated that in the face of an extremely limited food supply and
considerable opposition, the nutritional status of the population aptually
lmproved . . .”

Diet and Ewercise, a report issued by the Swedish gove
- 1972, says: ’ '
. We currently obtain nearly 60 percent of our energy requirements from fat and
sugar as compared with less than 30 percent at the turn of the centu
higher the fat—and/or sugar content of a diét or a foodstuff, the lower the con-
tent of important nutrienty such as proteins, minerals and water-soluble vita-
mins, Today's diet thus contains less of many essential nutrients per| unit of
energy. Moreover the trend in modern western societies is toward less and less
physieal activity. ) '
The trend in nutritional content of America’s food is similpr. The,
national food consum?tlon survey conducted in 1965 by the Pepart-
ment of Agriculture found that the number of Americans ceiving
a htritionally adequate diet had declined from 60 to 50 pe cené in ~
10 years. As will be noted later in this report, some fear that {He hext
copsumption survey will show the decline continuing. ' )
Verage

The Swedish report gave the following advice “as regards
iets in Sweden”: .
—Thée fat content should be reduced . . . : -
. —The consumption of sugar and sugar-rich products should be redude by at
. least a quarter. ]
r —Satutated fat should as far as possible be replaced by polyunsaturated fats.
—The consumption ,of vegetables, fruit, potatoes, dairy products with.a loy
fat content, fish, léan meat, poultry, bread and other cereal products should
be proportionately increased in accordance with proposals from the Na-
tional Institute of Public Health. i
The diet is very similar to the “alternative” diet for reducing fat
and cholesterol consumgtxon recommended by the Select Committeo’s
panel (Appendix C). : !

UNpER-NUTRITION T ‘

9,

s

nutrition problem, is widespread, and it affects many of those|also
afflicted by diseases just mentioned. Dietm'Iy deﬁcienk may affect
stamina, outcome of pregnancy, learning ability, growth and suscpti-
bility toillness. \
The 1965 Household Food Consumption Survey, conducted by the
Depydrtment of Agriculture, found insufficient dietary intake of vita-
‘mins.:A and C, B,, thiamine, riboflavin, iron, and calcium among sip-
.nificant numbers of its sample population. .ll‘he Ten-State Nutritjon
Survey, directed by HEW and gathering data from 1969 to 1970, a s§

The under-consumption ézf nutrients, the other half of the naE’%

found substantial nutrient deficiencies, as did the most recent nutriti
survey, HANES. The preliminary HANES report, based on d

. gathered between 1971 and 1972, found great deficiencies in nutrig}n
intake, especially among persons below the poverty level (Table 2).. |

— 1
. . !\
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TABLE 2.—COMPARISON OF PERCENT OF PERSONS WITH NUTRIENT VALUES LESS THAN THE STANDARDS AND
MEAN NUTRIENT INTAKES AS A PERCENT OF STANDARD BY RACE, AGE, AND SEX FOR INCOME LEVELS: UNITED ~
STATES, 1971-72 (HANES PRELIMINARY) .

~ ' White Negro
Petcont of ... Percent of
R ‘' persons - persons
N with intakes Maan 1ntake ‘with intakos Mean (ntake
tess than as percent lass than as percent
Ate, sox, and nutrient standard of standard standard of standard '
INCOME BEL{W POVERTY LEVEL!
1to 5 ysars, both sexes: . *
Calcium .- 14.42 197 35.26 148,
fron.....- 94.46 67 93,01 60
Vitamin AL o.---- 51.51 160 46.07 187
vitamin C.__oeuoooaaao- - 58,23 138 48.54 161
18 to A4 years, female: .
Calclum. .....- - 56.39 - 110 74.50 80
L Wnu 57 94, 66 . A9 /
73.54 82 64.42 : 149 ’
72.26 108 59.37 ’ 132 /
40.43 121 .67 08 /
62.66 95 67.31 93
61.45 fo2 62. 40 163 4
59. 18 119 54,65 141
INCOME ABOVE POVERTY LEVEL! “
1 to 5 y#ars, both sexes:
T PR PPP PP LI 1218 .20 168
[Ty T . 94.88 . 69 66
Vitamin A - 36.91 {57 199
Vitamin Coe o oot e 42.82 189 160
18 to A4 years, female:

\ Cilc{um..... 5. 59 110 n
fron..... . 9’13 59 55
Vitamin A__ R 64,90 114 116
Vitamin C._ .4 .oo-- .- 49.04 150 127

0 years and over, both sex
Calcium..._. 34,41 142 117
fron.....-- .- 46.97 114 109
Vitamin A_ . 5. 196 226
Vitamin C.....- 38 174 165

1 Excludea persons with unknown income.

The following figures show HANES’ biochemical mensdremqnts of
nutritional condition, perhaps a more accurate measuro of nutritional
statns than that offered by data in nutrient intake. ‘ .
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- While nutrient deficiencies strike at most income levels, the fore-
. going figures show that the poor aré at greatest nutritional risk. This
vas also n finding of the Household Food Consumption Survey and
the Ten-State Survey, which said

. . . persons with lower income. with lesser parental education, blacks, Span-
{sh-Americans, and persons from low-income areas tend to have a higher preva-
lence of multiple deficiencies. .

Otirer FacTORS AFFECTING NUTRITIONAL Heart STATUS

Perhaps the most significant factor affecting the composition of the
Aunerican diet is food prices. Food prices rose 43 percent between Sep-
tember 1972 and Septembor 1975. This rapid increase has led families
to trade down on the food scale, for instance from meat to beans, caus-
ing an increase in the prices of staples. At the same time, shoppers are
reported to be buying less convenience foods and returning to basics.

Another significant factor is the shift to cajng more meals away
from home. Between 1971 and 1974 the percent of personal 1ncome

Sent on meals away from home rose from 3.4 to33.5 percent, and the
trend is expected to continue. ‘

An HEW internal report on nutrition, written in 1071, What Should
be the Department’s Role in Nutrition and Diet Pertaining to Health?
(Appendix D), to be discussed throughout this report, sal that chang-
ing patterns of consumption have “made obsolete some of the food for-
tification and improvement practices initinted by regulations over the
last 20 to 30 years . . .’ X

Still another factor is the change in composition of foods and the
use of food ndditives. In many cases, we possess inadequate knowledge
of food composition, and we are unable to measure its impact. In testi-
mony before the Agriculture Subcommittee of the House Appropria-
tions Committee, in April 1074, T. W. Edminster, director o %q As
Agricultural Research Serviee, snid that there were serious inadequa- o
cies in data on nutritive value of foods. In answer to a question from
Qubcoinmittee Chairman Whitten on the seriousness of the problem of

o out-dated information, Mr. Edrhinster said : :
':V“,' We nre getting n great den) of pressure from both Government agencier and
. Industry to extend nnd revise our reference tables, of which Agriculture Hand-
book &, on the Composition of Foods, ia the major source reference. It waa st
roviged in 1063. The only reference tabie dealing with amino acid content of foads
dates back to 10537. The only one summarizing data on three of the more recent
B-vitamjns was issued in 1069. And ip many of these, only n few hundred food
items mny be listed, in contrnst to the reveral thousand now in the market.

Various curative and biological control preparations, increasingly
being introduced into the market, also affect nutritional health. For
example, use of contraceptive steroid pills may affect Vitamin B, .
nutrition.

NrurrrTiox KNOwWLEDGR

In spite of the evidence relating nutrition to health, the obvious
changes in eating habitg and in food itself, Americans have almost no
access to o means of mensuring their individual nutritional health,

Although thero is ample evidence of widespread riutrient deficiency
and imbalance, the average medical examination does not thoroughly
inquire ‘into the nutritional status of the patient. The rate for heart

-
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nf:tng‘k among menvfrom 35 10 44 years is five times greater when'the = ..

. "blogd cholesterol lével isover 260 mg% than if it is under- 200 mg%, =
: yethow many men Imow their cholesterol level ? Iron deficiency anemin-... ;
- 18 widespread among children and can affect lea,rmnggr,thrJ:mv,,m‘a‘mg%zﬂ_~—w
1 SUAGH “o. ’

" motherg know ta:c‘; iron status of their children? y

.. A droft repoft on nutrition research -now being . pre a.ned
"7 Nufrition Interdisciplinary Cluster of the President’s Biomedi¢ilKe->
.. setrch Panel of the National Academy of Sciencessays: ... P

In general, our approach to good nutrition has been to pFovide .the récdom- . -
mended dietary allowance’of, nutrientsfor everyone and Jgre ¥ecently t0 restrict
exceds caloric'intake to reduce the rigk for -certain disesses. Hven. though this
approach: through public health measures apd ‘education -has been extremely
benefi¢ial, it is inadequate in prowiding optimal nutrition fop the individual. - =

Chapter I of this report, will show that the medical profession has
been extremely slow to take natrition seriously. Doctors and nutri-
tionists consulted in the'preparation of this report said upiformly that -
nutritional svaduation in most physieal examinations is‘'done in a cur- -
sory fashion, if at all; that no uniform standards are currently being
a,p’]]jhed?.‘,m nutritibleul assessment ; and that doctors generally do not
. follow up on prescribed diet changes even'though experience indicates

‘that the importance a physiciar’attaches to a diet is a major factor in
its'success. Possibly the most striking evidence of the me&icnl profes-*

sion’s disdain for nutrition, however, are the findings of malnutrition .

in hospitals.. . :

- In addition to those ignorant of their nutritional status, there are
millions of people suffering diet-related chronic’ illnesses who need
proper diet management but who are not réceiving it, largely becanse  *
of a shortage of qualified nutrition counselors. An article )y Dr. Law-
rence Power, chief of medicine and chief of endocrinology at Detroit
General Hos;iita,l, offered in testimony at hearings on natlonal health -
Insurance, held in July 1974 by the House and Ways Means Commit- -
tee, discusses this problem : . S

. ». the average patient today is disabled by a diséase that has been present for _
five or ten or more years. The leading causes of ‘dexth in the United States are
nOwW coronary arte;y digease, obesity, emphysema, hypertension, diabetes and
cerebral vascular disease. They are all ;Gharacterized by progressive (often

\asymptomatic) stages of development evol g over many years, Yet “the sys-

4hem” continues to address itself to “the crisis.” Its emphasis, for example, is on

A j‘k e heart attack and its management, né&the coronary artery disease that leads:
-~ z"tot and 1ts prevention. :
< "Most patfents presently in need of ‘medical care do not have traditional dis-
. ~reasellnesses . . . . Most patients have'long term, quietly g bling disabilities
that dve manageable for protracted periods of time. Dlabetguzﬂd arthritis come
‘readily\to mind. Sach patients require the kind of supportive services that few
existing“health care centers are sble to give. Such patients need a new kind of
health provider. They need new ways of being instructed in the management of
their disorders . ... The average patient is taught little or not ing about his"
medication and even less about the aims of therapy. As an example of these
shortcomings in the diabetic section area, many patients recently selected at

random from within our own waiting room population could not indicate what a

food exchange was, why they ‘were testing, their urine for sugar, and the mean-.

ing of ketones if thaéy,\ found them, , ' ’

-~ As will be discussed, the HEW internal réport, What Should be the
yDepartment’s Role in Nutrition and Diet Pertaining to Health? (Ap-
.pendix D), indicates that FTEW has .been aware of the shortage of

ma‘.némwer in nutrition counseling gt léast since 1971, but it has not

acted on the study’s recommendations, - - - '
-
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Monrroring Natronar NurriTioNAL HEALTH

»" Chapter IT of this report discusses the failure to establish an effec-
tive nutrition moniltoring system in the United States and the con-
is-failyre.

We find, for example, that the nutrition data being used to’establish.
the allotment for the Food Stamp program, as well as standards for
othér public and private users, are inadequate, being drawa solely from
the USDA’s Household Food Consumption Survey, which measures
-consumption patterns but does not measure the impact of consumption
on health through physical examination.and laboratory testing of bio-
chemical condition. =
. The first’ survey to measure both consumption and nutritional

-health—the Ten-State Nutrition Survey—was conducted from 1969-
1970 and was prematurely dismantled when its findings of malnutri-
tion began to force expansion of Federal feeding programs. Its suc-
cessor, the Health and Nutrition Evaluation Survey, hasprovided use-
ful information, but its use is extremely limited because- it does not
- W, ¢ - - - - -
identify at-risk groups by location nor are data provided in a timely
faghion: :

Furthermore there is a need for a continuing monitoring system
aimed especially at groups at high nutritional risk that would not
only «check physical and biochemical status but measure and report
on the pxobdble impact of changes in food prices and other important
variables. . .
¢ The internal HEW report mentioned above indicates that the De-.
partment was advised by its own officials as early as 1971 of the need
to improve nutrition surveillance, but it has not followed the steps
recommended.

: Froane tHE Vacoom

The vacuum in individual and collective nutrition knowledge leaves
the field open for “painless” diet plans and fraudulent reducing
devices. It also allows the food industry throygh advertising to guide
diet choices toward the most profitable foods and toward ever-increas-
ing food consumption. The repo?; of the Select Committee’s subpanel
on obesity and disease said : )

Since promotion of food is relevant to obesity, it s 1mi)5rtant to know the
magnitude of expenditures for food advertising. Ulrich and Briggs (J. D.
Ullrich and G. M. Briggs in “The General Public” in U.8. Nutrition Policies in the
Seventies) state that this amount is about four billion dollars yearly. In contrast,
the Nutrition Foundation, an agency to which many food industry groups belong
and which has unbiased and sound nutrition as one of.its aims, has only about
$100,000 per year available to it for this purpose. Educational materials prepared
by the National Dairy Council and National Livestock and Meat Board are in
wide use in many classrooms around the nation. ¥

How much.money is available for education in obesity prevention to a repre-
sentative consortium of consumers and health scientists, freée of even indirect
obligation to the food industry? How much of the public’s current attitudes and
information are determined by the nature of the advertising to, which they are
exposed? . o

Not only do television networks find great economic advantage in
food advertising, they would find considerable economic peril in run-
ning ads attem%ting to counter heavy consumption of the foods found
related to health problems. A television executive said in an interview
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he-was free to run nutrition spots showing the virtues of eating nutri-
tious foods that would be alternatives for food such as candy but that
pressure from advertisers would not 1permjt "spots advising reduced
consumption of foods ¢ontaining high levels of cholesterol or sugar. A
recent article in the Wall Street Journal reported that “a large soft-.
drink company” had pulled -its ads off WBZ in Boston for a month '

after tHe station’s consumer reporter read a list of “10 terrible foods,”
p 3

“produced by the Center for the Study of Sciencdin the Public Interest.

ncluddd in the list were: Pringels potato chips, Wonderbread, bacon,
Gerber baby food and Coca Cola. ' v :
Attempts to solve nutrition problems through greater Eeneral infor-
mation, such as nutritional labeling, are important, but even this
information may be overridden by advertising. The Federal Trade
Commission has attacked various erroneous nutrition claims and is,
now considering a trade regulation that would require food advertis-’
ers to provide nutrition information in gny ad -making a nutritjonal

- claim.

The commission rejected, however, a staff proposal for a regulation”
that would require nutrition information to be included in every food
ad. . - *

The report Supporting the. staff position strongly implied that
although certain foods are required to have nutrition labelling, this
does not provide adequate protection for the consumer : -

The existence of nutrient labelling is itself an affirmative reason in support of
advertising disclosure. Without advertising disclosure, massive food advertising
may well undermine or even defeat the intended purpose of nutrient labels. Mas-
sive food advertising which avolds the subject of brand—specific nutrition infor-

mation—and instead attempts to sell food products solely for such factors &s
taste, appearance and association with social pleasures—has the capacity or

- tendency to obscure the importance of nutrition and to reduce the importance

or relevance of nutritional labels to consumers. .

The report furthet noted s study which indicates that “in the ab-
sence of information to the contrary from an authoritative source,
consumers believe that heavily advertised name brands are good prod-
ucts, high in nutrient value.” . :

Hearings on the new regulations will be held in January or Feb-
ruary 1976. But there is almost no-chance that the Commission will
reverse itself and accept the staff-proposed rule. An official said the -
food industry “i¢ lined up to fight World War III if necessary’ to

prevent it.
* L 4
Foop Propucrion anp Nurrrtion Poricy

Until recently it was assumed that traditional patterns of agricul-
tural production and food marketing could be relied upon to provide
the majority of Americans with a nutritous diet.

The rise in food and energy prices, starting in 1972, is changing that
viewpoint, however. Conservation of resources is replacing consump--
tion as a guide, and the worldwide trend 1s toward the most effective
use of all reSources, including food. Whereas resources were perceived
to be adequate to provide unlimited selections of all foods, 1t is now
becoming clear that choices must be made between types of food to be
grown. Whereas the choice of food to be krown has traditionally been.
left to the agricultural community, the reduction of plenty is tequiring

[
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P food producers and manufacturers to share with others in the de-
SR cisions of how limited resources will be used. o
'+ This is the challenge of Frances Moore Lappe in Diet for g Small

Planet in which she argues that continued high consumption of grain-
- fed beef in the United States and other nations may {))e leading not
only to health'problems because grain-fed beef has a high fat content
- but to the-wasting of food resources since it is more efficient to con- -
;7 sume grain directly than through livestock. Lappe estimates that the
S United States feeds about 90 percent of its oats, corn, barley and
sorghum to animals as well as “considerable” quantities of milk
roducts, fish meal and wheat gefm. Quoting an official ofthe USDA’s
conomic Research Service, she reports “we in the developed countries
© use practically as much grain as feed as those in the poor countries eat
directly as food.” (The high price-of grain recently has brought some
-reduction in cattle feedlot operations. A' USDA ;economist estimates ‘
that about 54 percent of U.S. cattle were grain-fed in 1975 compared -
to about 70 percent in 1974. He expects, however, that grain-feeding
will rise to about-60 percent by the end of 1976.) '

In his conclusion to U.S."Nutrition Policies in the Seventies, a ¢ol-
lection of reports by experts, based on the findings of the White House
Conference, Dr. Jenn Mayer, organizer of the conference and the Select ™
Committee’s hearings says:- ‘ ‘ '

. . . the complex food supply of a country of over 200 million can no longer be
allowed to evolve solely in response to “the forces of the mprket."” .

The challenge to the traditional formulators of food policy was
acknowledged by the Department of Agriculture’s chief economist
Don Paarlberg, in a speech given in September 1975 to the Nationa
Public Policy Conference (Appendix E). He said: '

The biggest issue of agricultural policy is this: Who is going to control the
farm policy agenda and what subjects will'be on it ?u . -

Heavrh, Tie GoverNiNg Facror

In times of shortage, health must be the governing factor in the allo-
cation of resources. The importance of this principle ig made clearly in
a ss;eech by Dr. C. E. Butterworth, former head bf the American Med-*
ical Association’s Council on Food and Nutrition and director of the *
Nutrition Program at the University of Alabama Medical Center,
delivered in May 1975 to the American Society for Clinical Nittrition :

. . . Shall the farmer plant his crop oblivious to the health needs of the nation?
Must the consumer depend on cleverly contrived television commercials to diag-
nose his symptoms and formulate appropriate treatment? May the State Depart-
‘ment permit overseas shipment of food without- first determining the potential
effect of such shipment on the health of both the donor and recipient nation?

Under circumstances of reduced resources and increased complexity
it beeomes essential that a nation have the best possible knowledge of
its nutritional status so that héalth considerations can properly guide

2 food policy. . - :

ConrtroL or NutrrrioNn Poricy

Chapter TIT of this report describes the random efforts of the De--
Enrtment of Health, Education, and Welfare to coordinate nutritional
ealth policy. :
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- _It.is apparent from the internal repvrt mentioned earlier, What |
Should be the Department’s Role in Nutrition and Diet Pertaining to -
Health? (Ap ix D), that HEW officialg had, as early ag 1971, a
clear, comprehengive descri;frtion of nutrition problems and possible
solutions, but for a variety of reasons, the Department has yet to either
organizé internally around & nutritional health, policy or provide
leadership in food policy in general. - - - Lo
- _ Key factors in the inability to ofganize nutrition activity within the
department have been the fear of %ursuing nutritional health policy
into areas traditionally dominated: the
“ fear of developing dets would challenge the effectiveness of Adminis- .
tration economic K‘ohcies and support spending for food assistance. .
Failure to settle fundamental questions gt the top of the Executive
- "Branch and the top of HEW have made it impossible to formulate
and coordinate policy in the ranks within the responsible agencies.

=)
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] CHAI'TER I - -
ACCESS TO INDIVIDUAL NUTRITION ASSESSMENT
. . M ) . “

The greatest present need is for physicians to educate themselves in
the whole area of nutrition. It 15 not enough to know simply that there
are four basle foods; and physiclans, particularly medical educatars,
should accept the criticisms of some laymen and women that there are
few full-time departments of nutritiop in.medieal schools . . . physi-
-‘clans should educate themselves, and hence their patients.—Dr. Edward -«
. H. Rynearson, from an address delivered to th¢ meeting. of the Amer-
fcan Medien) Associntion, June 26, 1078. ' '
There has been a drive for more thap 16 years to make nutrition a
respected element of education in all medical schools. In 1962, the
Council on Foods and Nutrition of the AMA and the Nutrition Foun-
dation, an ofganization sup’gorted by the food industr¥, sponsored 2
conference on the tenching of nutrition in medical schools, at Chicopes
Falls, Massachusetts, after an AMA. survey found that “medical educa-
tion and medical practice have not kePt abreast of the tremendous ad-
vances in nutritional knowledge” and “there is inadequate recognition,
support, and attention given to this subject in medical schools.”
" A number of studies in' addition to the AMA’s have documented
this failing. In 1058, E. G. High reported in the Journal of Medical
Education that nutrition was not being adequgtely covered in medical |
school' curricula, based on questionnaires received from 60 schools. A
study by Chi-Pang Wen, Hayleon D. Weemsin){_ihe and Johanna T.
Dwyer, Nutrition Education in U.S. Medical Sohoals, reported in the
Journal of the American Distetic Association, October 1978, surveyed
catalogs of medical schools as current as 1972 and studied questions on
nutrition appearing in review books for medical exams. The research-

. ers acknowledged thint the study of catalogs had limitations, but they

found:

. . . 20 percent of the medical schools surveyed provided some nutrition edu-
cation tn the core curriculum; however, only one-fifth of them—representing 4
percent of all medical schgols—offered amr independent course. Nutrition “topics”
were ustally included in descriptions of biochemistry courses in the basic science
curriculum and were seldom mentfoned as components of clinical courses, The
sm‘mtion apparently hasn’t changed since the last survey in 1058,

The study found that the nutrition questions in the review books
were-inadequate in quantity and qual¥y, and it said : ‘

Thus to improve nutrition education in medical schools and/or upgrade the
competency of mee(gcnl practitioners in nutritiohal Counseling and referral, it may

be necefsary to ediicate those who construct medical board and licensing ex-
amingtions a8 to what nutritional information s needed by physicians in their

daily practice. - A :

A report by Dr. Margaret G. Phillips, The Nutrition Knowledge of
Medical Studenis, published in the January 1971, Jowrnal of Medical
Education, foulld that the performance on a nutrition exam given in

1967 to second year medical students in four Massachusetts medical

sthools iridicated the majority “were not familiar with many of the
: (28)’ o
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basic concepts and information, related to nutrition that the panel of
experts considered to be important for them to know.” Qut of a pos-
silsg 100 points, School A scored 46; B, 35; C, 37; antd D, 39.
- The Chicopee Falls conference recommended that eanch medical
school designate n person or committee to be responsible for nutrition,
" education and tnke other steps to raise consciousness about, and greater
financial support for, nutrition education. .
Ten years later, the snme groups held a similar conference in Wil-
linmsburg, Virginia, and the summary of the proceedings reported: -
While progress has occurred in some schools since that time (1962), the tench-

-ing of nutrition has not-generally been integrated into the curriculum of the
medical student, the training of the house staff or the allied -health profes-

I3

sfons . . .
There were “a few identifiable teaching units in nutrition within American
medical schools . . . with a formally named dlrector, coordinator and staff.

2= Sbme of these present required courses in nutrition supported by electives. In

other schools the nutrition content s Interspersed within the curriculum of the

usual departmerrtal teaching programs and specifically defined nutrition courses
exigt only as electives . . . ’ :

.. Rarely does there exist funding specifically assigned to support nutrition train-

ing of medical students. Federal funding for thig purpose has not been allocatel.

The existing training grants in nutrition provided by the National Institutes of

IHealth are designated for research training. not for teaching applied nutrition

to medical students. ‘

Dr. Philip White, head of the AMA's Department of Foods and
Nutrition, the successor of the Council on Foods and Nutrition, reports
that there has heen “very definite progress since the 1972 conference.”
A report compiled in 1974 by, the AMA's Department of’ Foods and
"Nutrition sui(rtlmt of the 85 mediceal schools responding to a ques-

* tionnaire (there are about 110 medieal schools in the Unie(l States).
57 had identifinble course materinl in-unutritien in their curricula,
Twelve of these lind nutrition courses only in the basic science courses:
33 had nutrition training in tlie nore important ~linical education : and
12 had it in both ¢tnical and pre-clinical courses, Thus, 47 schools out

.of 83, or better than 50 percent, offered some significant nutrition train-
ing, Dr. White said. L. -

The report said : “It ig evident that continued efforts are required to
ohmin/nc?(*quuto infiltration of nutrition into-the curricula of most
schools.” The AMA sponsors visiting professors to nsgist medical
schools in nutrition training and is planning to provide a scholarship
for nubrition research for medienl students. )

Senator Richard S. Schweiker, a memler of the Select Committee,
introduced legislation, most recently in 1973, that would have provided
grants of $10 million for each of 5 yenrs to nssist medical and dental
schools in strengthening nutrition education in their curricula. The
bill has not subsequently been regsubmitted by Senator Schweiker. Its
intent has been accomplished under the Special Projects section of the
Public Health Service Act. This section has provided grants to stimu-
lnte training in various areas, including nutrition. However, the Pub-
lic Hedlth Service Act ns passed by the House in July 1975, dropped
the Special Projetts section. It continues in the,Benate versions, SP 989

and é) 3157. The Administration bill, introduced in December 1973,
includes grants to schools for graduate training in public health
nutrition. & )

The Specinl Projects section may not be inéluded in the bill finally

reported out of the Health Subcommittee of the Senate Labor and

Public Welfare Committeq ns competition for funds is great and the

" 't lKkl‘Cvn]ue of the Specinl Projects section is doubtful to some. It is con-

~ s .
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" coivable however, that a special section on nutrition training could
be included in the bill, given adequate supgorb. :

\
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In hearings on ‘nutrition education held by the Select Committee in
1073 and chaired by Senator Schweiker, Dr. Stanley Schultz, of the
University of Pittsburgh School of Medicine offered some insight into
medical schools reasods for failing to embrace nutrifion education.

Perhaps the most important element of education in nutrition ; namely the use
of nutritional- counscling s an instrument of preventive medicine, .has Leen
grossly understressed. .

" Most deficlency stites can be readily diagnosed and equally readily treated,
but in this country they should néver have occured in the first Dlace.

The reasons for these‘occurrences are multiple, and many ot them, for example,
economlc pressurey, are beyond the scope of medical education.

Nevertheless, medical education. istnot entirely without fault. Its focus I8
largely on diagnosls and treatment and the well-known proverb “an ounce of
prevention 1s worth a pound of cuxg” is just veginning to see the Mght of day;
glven the skyrocketing costs of medical care today one might well paraphrase this
statement to read “an ounce of prevention is worth & ton of cure”. - .

In short, few wmedical school curricula adequately stress the potential preventive
accruements of proper nutrition in a systematic fashion. '

Although every well-trained physieian will question their patients with re-

speet to whethier or not they smoke cigarettes and how much alcohol they con- .

sume, dietary habits are fer the most part ignored unless indications of under-
nutrition or overnutrition are already apparent.

One of the reasons for the lack of systematic emphasis on nutrition counseling
in medical education is that too litle is known with respeet to the way in which
long-term and presumably nprmal nutritional habits may predispose individuals
to ficyte as well as chronic diseases.

Far more research. is needed in these areas and it is.not unreasonnble to expect
that teaching effectiveness will parallel the acquisition of knowledge.

But, perhaps equally important, current curricula tend to underplay preventive
mediecine in general and; the role of nutritional counscling as an instrument of
preventive medicine in particular. ) .

For the most part, this subject is taught within the contextf™of acquired dis-
enges 80 that the inevitable emphasis is one of “¢risls medicine” rather than
“crisis prevention.” . . .
ExAMINATION . FAILURE

A L

One of the most impoyant consequences of this flaw in mgdicu.l
education is the failire of many doctors, if not most, to do a thorough
evaluation of patients’ nutritional status, conducting physical exam-
inations with an eye for nutrition-related illnesses and perfo*ming
tests that will revea{nutritionul condition. .

Doctors and nutritionists interviewed for this r?oirt each offered
differing criteria for judging nutritional status, and there 1§ no tom-
monly agreed upon standard checklist for measuring it, but all agreed
that nutritional evaluation is tep often not done at aﬁ in general physi-

* cal examinations. Attempts are being made, however, to develop stand-
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ards for this evaluation. The National Acm’iemy of Sciences' Food and
Nutrition Bodrd is working on a handbook that will previde doctors
with guidelines for nutritional assessment, and the g)epurtment of
Health, Education, and Welfare is writing nutritional screening
guidelines for its community health clinics.

One of the most complete listings of criteria for both individual
and commaunity nutrition assessment is provided in Nutritional Assess-
mént in Health Programa, compiled from the proceedings of a confer-
ence sponsored by the American Public Health Association under
contract from HEW and published first in 1973. Fable'3, from that
n&port,' R}resent.s a plan for various levels of nutritional assessment for
adults that might be undertaken for an individual or for a group
gurvey. Data gathered at each level is used as a basis for the next
level of examination. - )

e ,"“ 84.
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Dr. George Christakis, editor of the report, recommends that an
f,‘enera.l hysical examination involve evaluation at least up to the mid-
gvel indicated in the table. He saYs that most physicians do not give
this kind of attention to nutritionsl status. Appendix I provides other
charts from the nutritional assessment report for the evaluation of
, infants and children; adolescents and the elderly. It is clear from the
lengthy list of tests for the elderly that they are a group at special
. risk and probably the &:rc_mp most neglected in nutritional assessment.
‘ - Another set of guidelines for assessment, prepared by Dr. C. E.
Buttorworth, director of nutrition at the University of Alabamac
Medicsl Center and Dr. George C. Blackburn, assistant, professor of -
surgery at Harvard Medical School, appear in the March~April 1975
issug/ of Nutrition Today. The guidelines wore developed in response
conditions found in o number of hospitals and discussed by Dr. But- -
terworth in the March-April 1974 issue of the same magazine.

I am convinced that {atrogeniec malnutrition has become a significant factor in
determining the outcome of illness for many patients. (Since “latrogenic” s
merely a cuphemism for “physician induced,” perhaps it would be better to speak
forthrightly and refer to the condition as “physiclan-induced malnutrition.”) I
suspeet, as a matter of fact,“that one of the largest pockots of unrecognized mal-
nutrition in Amerfea, and Canada too, exists, uot in rural slums or urban
ghettos, but 1n the private rooms and wardy of big clty hospitals. -

Dr. Butterworth, who has trained medical stndents and house doc-
tors, presented five case histories of patient malnutrition that pro-
longed illness, and said : “I have had the opportunity to visit a number

L3

of hospitals, and to discuss the situation with many physicians and
nutrition scientists, Ag a result, I am convinced $hat the problem of
hospital malnutrition is serious and nationwide.” ‘

ho brticle then lists the following failings affecting the nutritional
health of hospital patients. ‘ '

. Fallure to record height and weight.
Rotation of staff at frequent intervals, .
. Diffusion of responsibility for patient,
. Prolonged use of glucose and saline intravenous feedings.
. Failure to observe patient’s food intake,
. Withholding meals because oftdiagnostic tests, .+ .
Uso of tube-feedings in inadeduate amounts, of uncertain composition~and
under unganitary conditions. . t
Igggmcxtg:o of the composition of vitamin mixtures and other nutritionnl
products.. .
. Fallure to recognize incrensed nutritional needs due to injury or illness.
. Perlormnmice of surgical procedures without first making certain that the
. patient 1s optimally nourlshed, and fallure to give the body nutritionnl
sitpport after sUrgery. .
11. Fallure to appreclate the role of nutrition in the prevention and recovery
from infection; the unwarranted reliance on antibioties.
12. Lack of communication and interaction between physician and dietitian.
’ As staff professionnis, dietitiang sliould be concerned with the nutritional
. health of every hospital patient. - T
13. Delay of nutrition support until the patient ls in an advanced state of
depletion, which is sometimes irreversible, .
14, Limited availabllity of laboratory tests to nssess nutritional status; fall-
ure to use those that are available.

In the more recent article, Butterworth and Blackburn say:,

: It is 'our bellet that malnutrition has for too long been ldentiflied with the
“olassical” vitnmin deficiency syndromes by physieifins and other henlth profes-
> slonals. Although these far-advanced syndromes are occasionally encountered

@-/
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and should not be missed, overt vitnmin deficiencies are best regarded as rare
medical curiosities. By contrast. protein-calorie malnutrition, which hencefor-
ward will he referred to by the abbpevation “PCM,".which develops in the hos-
pital, has been found to affect from one-fourth to one-half of medical and sur-
gical patients whose illnesd bas required hospitalization for two weeks or more.

The standards used in accreditation of hospitals deal with nutrition,
but primarily in relation to food preparation and the duties of dieti-
tians in nssuring that patients have a proper diet, As will be discussed,
dietitians rarely have time to perform all the duties specified in the
accreditation standards. The AMA has proposed to the Joint Commis-
sion‘on Accreditation of IHospitals revised standards for nutritional
care that wofllgl place greater emphasis on nutritional assessment and
mepitoring. -

Appendix 3 contains the Butterworth-Blackburn article and tables
for patient evaluation, offering standards that would be useful for
examinations in doctor’s offices as well as hospitals.-It is apparent that
since thig kind of information is needed fer hospitals it is not being
used generally by doctors outside the hospital. - '

Butterworth and Blackburn place the responsibility for nutritional
health of hospital patients squarely on the doctor. ,

The attending physleinn must bear the ultimate responsibility for determining
the patient's nutritional requirements and providing a means to supply them
Ainder the circumstances dictated by the clinicai situntion. His function is cat-
alytic since without his initiative the anciliary resources of the hospital cannot
be actlvated on bhehalf of the patient, Only on his gignal can the apecial gkills of
nurses, dietitians, phfrmacists, and @onsuitants be brought to bear on the prob-
lemn at hand. If these services are fhadequate. the physician resolutely sbould
gsend the patient to another hosplital capable of providing whatever nutritlonal
support services are necegsary to sustain the patient dpring his illneas.

“And Dr. White. of the AMA’s Départment of Foods and Nutrition,
said in an article in the, September 1973 issue of Comprehensive
Therapy: s

Studies carried out hy the department of foods and nutrition have revealed
that. although physicians usually remember to give dietary orders, they do not
alwnys remember to ascertain if the patent is. In fact. enting the diet pre-
sertbed. This was found to be true whether n house diet or a special thernpeutic
diet was orderad. To be on the safe side, the physician cannot assume that a
patient eats. e should establish a chain of communication that brings such
matters to his !mmediate attention. He should learn the firat names of the
dietitinns. Although most hospital stays are of reiatively short duration, he
shiould not take nutrition for granted.

This principle of responsibility should he applied to out-patient
trontmol{t as well. Sheila E. Tlenderson. director of the nutrition sec-
tion of Lutheran General Hospital in Park Ridge, Illinois, snid that
one -of the major cnuses for fallure to adopt n new diet is lack-of in-
terest shy the patient’s doctor. The same point was made by Dorothy
Kolodner, o nutrition consultant at Magee-Women’s Hospital in Pitta-
burgh. testifving before the liearings on nutrition education chaired
by Senator Schweiker: )

It is still my conviction that the physician remalna the principal change agent
that many patients listen to because of our inculeation of who is the primary
msource of Informatlon, who is the person that renlly knows and that these
physicinns were (glving) very little incentive for patients to either improve dlet,
restrict diet or whatever the prescription might be.

The other thing that was interesting to me was that once the patient had been
given over to the nutrition aide, the doctor was reailly not very much interested
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in following up with what happened. He made very little correlation between the
outcome of that pregnancy and the patient’s pregnancy nutritional status or
. delivery status, what happened.to her after she left the acute care delivery

system.
Tae NurriTioN COUNSELING SYSTEM

Doctors often defer the job of nutrition evaluation and counseling
to dietitians and_putritionists. The structure of the nutrition counsel-
ing system is not casily definable, but it is possible to categorize the
services offering nutrition assistance and.problems in equndm% this
assistance. (The following summary will discuss counseling related
primarily to medical services and does not cover assistance o ered bg
agencies such as the Department of Agriculture’s Extension Service.

There are no accurate figures on the number of dietitians and nutri-
tionists employed in the United States. HEW'’s Bureau of Health
Manpower has made no recent study in this area, and as will be dis-

“cussed, it does not have the ca acity to make one or to estimate man-
power needs in’ nutrition. HEI;'V'S Health Manpower Statistics 197/&
reports 44,000 dietitians and nutritionists employed 1n the United
States, but this figure i3 based on projections from the 1970 Census,
and experts consider it quite high, with the error possibly due to 1n-
accurate reporting of occupation on Census forms. The American
Dietetic Association had 25,035 memnbers in 1974, A comparison of
ADA members working in hospitals with TEW estimates in this work
eategory indicate that the AD.\ represents most hospifal dietitians.
If it can be nssumed this is true for all work categories, and if expert
evtimntes nre taken into acconnt, we arrive at an approximation of
30,000 dietitians and nutritionists employed full-time in the United
States. (The distinctiqn between the terms dietitian and nutritionist
are not well defined. The ADA describes a nutritionist as a dietitian
with advanced training, usually involved in community health pro-
grams. The associntion is trying to phase ont the term nutritionist.)

Not all dietitians and nntritionists are involved in counseling. An
ADA job survey in 1974, answered by 19,000 members, showed the
following numbers involved totally or in part in counseling.

Hospltals ___._

Private practice._

Totdl coceacmamcamaa b e e e e e = e = o e 8, 700

The actual number doing counseling may be larger, since all mem-
bers did not answer the questionnaire, but as the following discus-
sion shows, these numbers are wholly inadequate to the need.

? FHOSPITALS i

The 1974 survey showed the largest number of respondents, 10,500
working in hospital or health maintenance organizations. However,
an ADA official estimated that perhaps only 40 percent of this total
spend their time counseling patients. The majority are cither strictly
administrators or have responsibility for over-seeing food preparation
and counseling patients. . '

Hospital dietitians generally work under difficult conditions; usu-
ally the dietitian-patient ratio is about 1 to 100. Dr. Lawrence Power,
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chief of medicine and endocrinology at Detroit General Hospital, de-
scribed the circumstances of many hospital dietitians in an article in.
the Journal of Nutrition Education, October-December 1973, entered
as testimony during national health insurance hearings held in July
1974 by the House \%’hys and Means Committee : .

She is routinely called at the last minute to instriict patients who have bsén
hospltalized for several weeks and are now dressed for discharge with waiting
relatives double-parked on the street below.

Bven without these routine impediments, the dietitian s expected in a con-
sultation or two to change the life-long habits of a group of slowly comprehend-
ing patients for whom truly effective training would require hours of time and
weeks of visits,

‘An official. of the American Hospital Association said that many
dietitians would have more time for counseling if they delegated more
of their non-counseling duties, but she acknowledged that in most hos-
pitals dietitians would have difficulty meeting the hospital accredita-
tion standards requiring them to make rounds with doctors when
necessary because these rounds are often irregularly scheduled.

Statistics gathered in 1069 by HEW, reported in Health Manpower
in Hospitals, found 9,400 dietitians employed full-time in hospitals of
all types, including Government-operated hospitals, with 6 percent of
the Budgeted positions unfilled. TSIO vacaney rate was 3.9 percent in
Federal hospitals; 7.9 percent in State and local government hospitals;
and 5.8 percent in nongovernmental hospitals.

A preliminary report of a 1973 ITEW study of hospital manpower,
Survey of Selected [lospital Manpower, February 1973, found 9,377
full- and part-time dietitians employed in “community hospitals,” that
is hospitals both publicly and privately owned offering genoral medical
and surgical care rather than specialized care such as for tubercenlosis.
The national vacancy rate was 4.9 percent. Vacancy rates by region
were: Northeast, 4.5 percent; North (‘entral, 4.5 percent: South, 6.9
percent; and West, 3 percent. The 1973 survev found 6,986 dietitians

. employed in community hospitals full-time. The report cantions, how-
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sample size and sampling error.

A growing number of hospitals and health maintenance organiza-
tions are offering nutrition counseling for out-patients. An‘example is
Lutheran General Hospital in Park Ridge, Ilfinois, where diet coun-
soling is done on both an individual and group basis. (In the case of
group counseling, the patient attends an individual counseling session
before joining u group.) Appendix H is the out-patient fact gheet ex-
plaining the service to doctors. The hospital has a continuing diabetic
counseling clinic, which charges $35 for four 114 hour sessions, and a
continuing obesity clinie is being planned. The hospital also offers in-
dividual counseling at the rate of $12 an hour.

Sheila E. Henderson, director of the hospital’s nutrition section,
says that for every person using the service:

There are many more with the same or greater needs who cannot afford it or
are not willing to pay for both health insurance (and the service). There are
many more who assume that it really couldn't be very important if it is not cov-
ered by any insurance programs and are not fortunate enough tg have a physielan
who recognizes and supports the need.

. since nutrition eounseling is not covered by any, federal health care legis-

1ation nor available through Blue Cross or any other private third party payers,
the cost of providing this service ig'the major deterrent to Its expansion.

39

ever, that there may be considerable error in its figures because of
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The hospital also offers nuﬁi\tion‘vounselingh for its ambulatory ’
care, prenatal and family planning clinics, and the nutrition staff also

- gives community nugrition presentations.

The Lutheran General dictitiaus are part of the division of medicine
rather than food preparation, unlike those in most, ]msllnt ls. There are
about 80 patients for each dietitian, but this still doed not permit
patients the kind of attention they should have, Mrs. Henglerson says.

Mrs. Henderson's concerns about third party payment reflect the
position of the ADA. In a statement prepared for the annual meeting
of the American Dietetic Association 1n October 1975, Joan M. Kar-
keck, assistant director of dietetic services at Harborview Medical
Center in Seattle said:

We are struggling in our hospital to maintain a position for a part-time dieti-
tian to work in our outpatient ciinies. The demand for the service exists and ls
growthg. The hospital assoclation reports that outpatient visits Incrensed 11.2
percenit In 1974 while hosplital occupabey continues to decline. The Nutrition
Clinic ot Harborview had a 40 percent increase In patient visita In 1074. We feel
confident the need and the demand for nn outpatient nutritionist exists, but we
are fess than confident that we can maintain the service beeauso we are seldom,
roimbursed. Welfare In Washington and most other states will not pay for reha-
billtative or preventive heglth care. We may be forced to iimit or ellmlnate
welfare patients becnnae of this, Third party payers such as medienl insuranco
companies have bheen very heattant to pay for nutrition counseling. outaide the
haspital. Indecd, T have known patients who were hogpltalized for littie more than
nutrition counseling and general health teaching. This is, at best, a costly angwer
to the problem.

She then quoted from a report in the January 1975 Jourhal of the
(Cunadian Dietetic Association that estimated that, the expenditure of
€95.7 million in salaries for 2,155 nutritionists would save $174.3 mil-
lion in hospital care costs. ) )

The ADA is also urging that Medicare and other third party Enyers
cover nutrition counseling in the home as part of home health care
visits.

Al
' PUBLIC HEALTH CLINICS

The 1974 ADA survey found 1,800 dietitians nnd nutritionists em-
ployed in public health. Of this total, the' ADA apokesperson said,
about 1,000 are involved irf direct counseling, with the.others in ad-
ministrative positions. .

Most of the government effort in dietary counseling 18 directed to-
ward pregnant women, mothers, infants and children. This is seen s
a high risk group and one with the highest. probability of following
dietary.«advice. Adnlits other than pregnant women and mothers gen-

- erally have less access to these services. The 56 States and.territories

Q
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each have Maternaland Child Health Programs and Crippled Chil-
dren's Programs, of which nutrition counseling is an integral part.
Historically, Title V of the Social Security Aect, which covers maternal
and child health, has supported nutrition services, including dietary
counseling. ' .

In nd(ﬁtion, there are 157 community health centers, including
migrant and Appalachia health rojects, but an officinl of the Depart-
ment of Health, Edneation. and Vol]fnro said that TTIW does not have

a complete iden of the extent and kind of nutrition services being
offered in these clinics, and the I)(\Hmrtment is preparing nutrition
1e nutrition component of these -

screening procedures to strengthen t
clinics, :
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Appendix I'is a Library of Congress yéport on Community Health
Service Center pfograms, showing n rs of people served and the
legislative histery relating to nutritign in these 'centers. The report
shows that nutrition has been low pfiority or had no priority in the’
centers. :

State sponsored nutrition counseling services vary widely from
state to state. The most recent report offering any impression of serv-

. ice is a listing of nutrition posifions, prepared in 1973 by HEW. Ap-

-+ pendix J is an article by officidls of the Center for Disease Control,
based on the report, describing/State nutrition activities in general and
suggesting an agenda for th¢ States. The HEW report shows a total

- of 496 positions, of which 51 were vacant. Many of these, if not prac-
tically all, are administratiye positions, however, some of them carry
responsibility for clinical services including counseling. In addition

: others in the clinics, doctors and nurses, also provide counseling. -

In addition, many city gnd county health agencies employ nutri
tionists, and it is estimated that there are about 500 nutrition positio .

*in these jurisdictions, nationwide. At this level the nutritionists usuall -
spend most of their time in\direct counseling. Nutrition counseling 1
algo provided in the home by dietitians and visiting nurses. s

<"  NUTRITION REFERRAL SERVICES \

The most recent development in nutrition counseling:is the nutri- |
tionist who practices privately, advising patients referred by doctors. | ]
The ADA survey showe%b ut 700 diétitians and nutritionists in |
private practice; but amt
homes. LT

Developing a referral practice is difficult, according to Carol Huner- .
lach, who began in private practice in Maryland in 1968. She has a
B.S. in nutrition from Iowa $tate University and also has completed
a_post-graduate residency in biochemistry at the Israel Institute of
Technology in Haifa and received an M.S. in medical dietetics from
the University of Delaware. She has counseled referrals from about
100 doctors, but she finds the volume not large enough to provide full-
time occupation. .

The major problem confronting nutrition referral, says the spokes- |
person for the ADA is that “very few people will pay for nutrition
counseling.” Consequentlv, the ADA hopes that referral sefvice will
be covered eventually by third-party payments.

er of these act as consultants to nursing |

Twar THIRD PARTIES

‘ . - : :

As already mentioned, a major change that would contribute to,
expansion of nutritional counseling services is third-party payment
for out-patient counseling. The Blye C'ross Assocjation, the policy
coordinating and monitoring group for Blue Cross {)lans,‘reports that
Blue Cross plans generally cover only in-patient nutrition service. not

% out-patient counseling, although nutrition service may be covered in a
Home Health Care plan now under consideration. Walter J. Me-

. Nerney, pregident of the Association has expressed concern for nutri-
. tion as part of preventive medicine, but the Association has not made

a national poljcy statement on nutrition. Medicare and Medicaid use

) ™
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ices. National health insurance proposals vary in their coverage of
nutrition counseling. H.R. 1, the Kennedy-Gorman Bill, would pro-
vide the kind of coverage sought by the ADA. L

Senator George McGovern, Chairman of the Select Committee, in-
troduced a bill in October 1975, S. 2547, that would authorize reim-
bursement for nutrition counseling as a home health service under
Medicare, : : ~

: )
' ’ ’ DrscussioN

Reviewing the situation, we find doctors are generally unprepared
‘by their medical training to appreciate the importance of nutrition
‘and consequently they are unprepared to make thorough nigrition
evaluations or to do conscientious.nutrition counseling, Only: about.
half of the Nation’s medical schools, by estimate of the American
Medical Association, offer nutrition training that might be considered

* approaching adequacy. This estimate may be high, but in any case
thers hasdeen improvement over the:last 10 years, There is quite a
way to go however, judging from findings of. malnutrition in hos-
itals. Drs. Butterworth and Blackburn report that one-quarter to
\ one-half of general medical and surgical patient: hospitalized Tor
two weeks or more may suffer from protein-calorie malnutrition. }

)
£

HEW has recently taken more interest in nutrition- training

doctors. An official 1n the Division of Medicine of the Bureau
. ‘Health Manpower has been making limited inquiries into the area of
.’ nutrition education in medical schools and medicgl schools haye been
+advised that nutrition is among the priority items for grants funded
under the Special Projects section of the Public Health Service: Act.
HEW is mai'mg no study, however, of the degree to which nutrition
training has been introduced into medical edycation, nor is anyvone
in the Department assigned to deal specifically with this problem.
The limited training and interest in nutrition among doctors has
resulted in the almost total transference of the task of nutrition eval-
uation and counseling to dietitians and nutritionists. Unfortunately

there are not enough of these specialists to meet the need.

ment’s Role in Nutrition and Diet Pertaining to Health? (Appendix
D), pointed out that there was a serious shortage of nutrition man-
power. _ ) .

“On the basxis of program experience many health officials feel that data such’

 as the following indicates a shortage of nutrition manpower which may require

more attention’ in health manpower legislation and its implementation. The

_ vacancy rate in nutrition pdsitions budgeted in State and local health agencies

continues to be between 15 and 20 percent. In an informal (1966) study

of Projected Needs for Public Health Nutritionists in State, city and county

. levels, replies from 37 States indicated that present supply would need to be

jnereased by 100 percent. A wide range in ratios of dietitians and nutritionists

to population exists in States, e.g., Utah with 6/100,000 population versus Mas*

sachusetts with 22/100,000. Forty-five States have less than 20/100.000 popula-

tion. Using a ratio of 1/50,000 population (the) Division of Allied Health

Manpower computed that about 4,400 community nutritionists would be needed.

- PHS-AHA surveys indicated that*many openings for dietitians are unfilled.

. Surveys indicate that an estimated 20,700 dietitians will be needed in hospitals
in 1975 compared to approximately 13,000 presently employed. -

%
&

42

A it provided by enic

+ essentially the same criteria as Blue Cross in relation to nutrition serv-

In-1971, the internal HEW report What Should be the Depart-
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To incrense the number of nutrition personnel, the report suggested :

"o+ . making nutrition personnel eligible for payments gs providers of heglth .

care services and stipulating dietary counseling services as an eligible gervice .
for third party payment in nationgl health insurance plans. This wonld require
that legislation identify nutritional care as an essential component of preventive ‘9

health care services and stipilate dietary counseling services as an -eligible serv-
ice for third party payment. . :

~And the report said: .

“Nutritional service must be a reimbursable item in health care if it is to
becomea part of the health care system.” : ' .

In spite of this 1971 report, HEW has taken fio real action to in-
crease nutrition manpower. The Division of Associated Health Pro-
‘ . f,essmns} under the Buregu of Health Manpower, which. would be
N the vehicle for Federal stimulation for nutrition training, has been
o operating’for the last 2 years on a continuin resolution and has not
had enough staff to study nutrition manpower needs. There is no
+official in HEW charged with the sole responsibility of increasing

nutrition manpower. . .

HEW doeg d grants for advanced trainin in-nutrition, but

these are Completely inadequate to the need. HEVVgand ADA officials
_ estimate that Government and privately financed training in' ad-
. vanced nutrition study, leading to masters and doctoral degrees, pro-
- duces from 200 to 250 graduates a year, natiohwide. This does not

even keep, u% with demands for nutrition faculty, an HEW official

said, The ADA estimates that 1,500 to 2,000 students 2, year receive

“baccalaurate degrees in nutrition, but most of those receiving ghis

tralning are women, and some do. not stay in‘the workforce gthen
- they marry, . -

These sthtistics reveglia shortage of graduates with advancel de-
grees in nutrition to fl1 leadership roles and a critical shortage of
nutritionists and dietitians for evaluation and counseling. a

>

RecommenpaTioNs ‘ '

1. That Congress approve n Nuytritional Health Manpower Act that
‘would require the Department of Health, Educatién, and Welfare to
spend a specific amount annuallyon: *

_a. Introduction of classroom and clinical nutrition training into all U.S.
medical and dental schools, with a target date for completion of, 1980.

b. Expansion of training facilitles for dietitians and nutritionists and scholar-
ship programs aimed at drawing Jow-income students into the fleld, . .

c. Assisting in the establishment, of nutrition referral sgrvices nationwide.

- HEW should be required to report annually to the Congress on its
progress in this area. . L .

.2. That Congress require HEW, in concert,with professional orga-
nizations, to review medical licensing examinations to determine how
they nright be changed to encourage improved nutrition education in
medical schools and that HEW provide Congress with reconﬂnendn-
tions by June 30, 1976. ‘ . .

3. That Congress approve S. 2547 to provide Medicare coverage
for nutrition counseling as a home health service and that Congress
‘require HEW to consult with third party health insurance payers

.

> - todevelop guidelines for coverage of out-patient nutrition counseling..

Text Provided by ERI t‘o ﬁ . . » ,
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Recommendations to Congress on l:glislntion to provide for out-
patient nugrition counseling under Medi
than June 30, 1976. :
4. That Congress require HEW to review regulations and laws
governing Federal and State health care delivery servicesto determine

; Qr,?‘:

care should be made no later

changes necessary to ensure that nutrition evaluation ‘and counseling _

are provided by all these services. Recommendations to Congress

should be provided by June 30, 1976.

_ 5. That Congress reghiire. JEW to consult with apprppriate profes-
sional organizations and health care providers to determine:

a. Current capabilities nationwide for individual nutritional assqssmént aud

) counseling.

b. Projected technical and manpower needs in this area over the next 10 years.
Recommendations should be required by January 1, 1977.

6.7 That HEW -consult ,immediately with the American Hospital
i Association and professional groups to determine a means of effecting

the adoption of nutrition evaluation and care standards in hospitals

and that a report on progress be requested by Congress by June 30,

1976. ,

7. That Congress require HEW: to embark on a continuing cam-
'pai? of public.education in nutrition that would concentrate on:
foods that may be harmful to health, especially those considered too
often eaten in excess; common dietary deficiencies; alternative diets;
and standards for measuring the qluﬂ.lity of nutritional evaluations
that should be given during physical examinations. An annual repoit

would be made to Congress on the progress of this campaign for a
period of not less than 5 years. .
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Cuaprer 1T .
/- NATIONAL NUTRITION ASSESSMENT

¢*

Surveillance of nutrition in the United States cannot be accomplished
by national surveys which produce some nice figures but usually do not .
* indieate what needs to be done. The nutritional problems in various R
_parts of the country, in various communities, among cultural groups,
and so forth, are variable and to a greater or lesser degree require solus .
tions appropriate’ to the respective groups. We must strive for regional -
or state systems which will identify problems and provide the support
for local programs.—D. Mark Hegsted in an article appearing in the
Journal of the American Dietetic Association, April 1974, .

The importance of studying the Nation’s nutritional health is ex-
plained concisely in testimony before the Agriculture Subcommitiee
of the House Appropriations Committee in April 1972, in which T. W.
Edminster, director of the Agricultural Research Service listed the

uses of the Household Food Consumption Survey.

Information about food consumption and dietary levels is essential to develop-
ment and updating of USDA food plans or budgets. These food plans are basic
to many current. Government policies and programs, such as the determination
of the poverty line for families of different size and composition, determination
of the cost of a nutritionally adequate diet that can serve as a basis for food
stamp allotments and even proyide the data thdf would be needed in the event
of any price control or food rationing programs. The food consumption data are
also used in developing reliable production projectibns and in making realistlc
adjnstments in production. : i

These household food consumption surveys provide the information on food
use at the purchase level that is likely to be used in developing specifications of «
_nutrient fortification. The Food and Prug Administration plans to use the data to
determine which groups of individuals may- be taking in foods with any unusual
amounts of additlves or residues. The National Marine Fisheries Service is de-
pending on fhis proposed nationwide survey to meet their data needs on cont
-sumption of such things as mercury in fish .products. And, of course; the food
consumption surveys give direction to‘nutrition and consumer education pro-
- grams of the Department and of other Federnl agencies, since it will tell which

population groups have diets most in need of improvement, what nutrients in the
diet are below recommended levels, and what specific foods contribute to the
- total nutrients in the diet. :

As the testimony notes, the data being used now to establish the
allotment for the $6 billion food stamp program and for other dietary
guidance purposes bv TSDA and other agencies are being taken from
the Household Food' Consumption Survey, conducted most recently
in 1965-66. A food consumption survey measures food intake, but it'is
not the best measure of nutritional health. Because it does not gauge
f;m vhysical health of the body, there is no measure of the impact of
the diet. ) .

The importance of physical and biomedical measurement is ex-
plained in an article in the Julv 1974, Journal of the American Dietet-
ie Asrociation by Dr. Milton Z. Nichaman, then chief of the Prevent-
able Diseases and Nutrition Activity at the Center for Disease Contrel.

- o (37)
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The major objective data utilized for determining nutritional status are af-
thropometric and biochemical. The purpose of data on dietary intake in the
assessment of both the individual and population groups is to identify avenues
for intervention. Although biochemical data may show that a group of indi-
vidudls is iron deficient, this information is of limited value in planning a pro-
gram to correct the situation unless one has considerable knowledge of the
dletary habits of the group. Conversely, just because an analysis of dietary
iritake shows that iron intake is below the recommended allowance, there is n
assurance that the population is, in fact, iron deficient. N :

Given the problems of collection and analysis of food consumption data, nu- *

trient losses during handling and cooking of food, and the vagaries of the human
memory, the suggestion gleaned from dietary data that a population group is
ingesting suboptimal amounts of a nutrient must be confirmed by more objective
data. These include biochemical values, body measurements, and the DPresence
or absence of clinical signs. R

The deficiencies of the HFCS,. purtfcu]urly as a basis for sett.ing
standards for food assistance programs, will be discussed in greater
detail Tater. It is apparent from the foregoing why, although USDA

_.~had been condu ting food consumption surveys since before 1900,

Americans were shocked in 1967 and 1968 by the reports of malnutri-
tion in the United/States, of hunger amid plenty.

These discoveries prompted Congress to approve, in December 1967,
in the Partnership for Health Amendments,-a charge to the Secretary
of Health, Education, and Welfare to “make a comprehensive survey
of the incidence and location of serious hunger and malnutrition and
health problems incident thereto” and “report his findings and recom-
mendations for dealing with these conditions within 6 months.”

The mandate from Congress was to devise the first survey in tbrg,

United States that would measure nutritional health both on the bas

of food consumption and physical and biochemical status, identify? .
those at nutritional risk by specific location and report in a timely”

enough fashion to guarantee prompt remedial action. .

Dr. Arnold Schaefer, chief of the Nutrition Program in the Public
Health Service; who had administered U.S. nutrition surveys in de-
veloping countries, was placed in, charge of what was to be the most

.ambitious program of nutrition evaluation to be undertaken in this

country to date. Officials considered conducting a survey of 20 States,
but narrowed it to 10: California, Kentuclky, Loyisiana, Massachu-
setts, Michigan. New York (with a special survey in New York City),
South Carolina, Texas. Washington. and West Virginia. The survey
would interview and phvsically examine 75.900 people in about 22.840
sample households, with the sampling concentrating on low-income
areas, and cost about $5.4 million. !

The survey ran into trouble almost immediately. In January 1968.
$1.4 million was assured to get it started. but in April, the fiscal vear
1968 funds were cut back o $750,000. Then: in June an additional
$975,000 was approved. The Government Accounting Office noted in a
report on the Ten-State: “Thus, about 7 months after the approval of

' legislation requiring a comprehensive study, contracts had been

awarded for surveys in 5 of the 10 States.”

Nevertheless, in January 1969, Dr. Schaefer was able to tell the
Select Committee that :

The preliminary data clearly {ndicates an alarming prevalence of those charae-
teristics that are associated with under-nourished groups, Even though these
findings come from a small sub-sample of the total National Nutrition Survey, it
is unreasonable in an affluent soclety to discover such signs as those seen to date.

RIC . | 48"

Aruitoxt provided by Eic:

BY




' 9
The official recognition and quantification of hunger in the United
States by specific Yocation had an almost immediate impact. In May
1969, President Nixon announced increased spending for food and"
nutrition programs and vowed “to put an end to hunger in America.”
But at the same time it was,clear that administration officials jd not
like the activigk posture of Dr. Schaefer, and steps were to be taken
that would prevent the final results of the Ten-State from having
ary fprther img:act on policy. N
Tn The Ten-State Nutrition Survey : An Analysis. published in 1974,

“Dr. James Carter, project director, Maternal and Child Health/Fam-

ily Planning, at Meharry Medical College and associate professor
in nutrition and pediatrics at Vanderbilt School of Medicine, pro-
vides a history of the attack or'the Ten-State. |

By May 1909, the same month as 13ixon's speech, the potential fmpact of the
Ten-State Nutrition Survey had been effectively contained. The decisions were
made within the HEW bureaucracy. Containment necessitated sevgral steps.
First, the authority requesfed by Dr. Schaefer to expand the .survey into four
more states (which statisticaily wonld have made it a more completely represen-
tative national survey) was denied. In addition, Dr. Schaefer had requested
funds both to enable the Nutrition Program to respond positively to the more
than ten States which had requested technical assistance in inaugurating their
own nutrition surveys and to establish regional nutrition centers which would
provide monitoring and surveillance of the problems uncovered in specific popu-
lations and would help to establish food fortification guidelines and standards
for various nutrients. This request was also denied. Finally, the scope of the
Ten-State Survey was divided In hdlf and shared between two agencies. Despite
the objections of such groups as the Food and Nutrition Board of the National
Academy of Science, the American Academy of Pediatrics, and the Food and
Nutrition Counecil of the American Medical Association, responsibility for con-
ducting future nutrition studies was assigned to the National Center for Health
Statisties, an organization which has historically had no responsibility to report
current information. This agency promptly expanded the national health survey
then in progress to include nutritional data and renamed it the Health and Nutri-
tion Examination Survey (HANES). Follow-up programs, if any, were to be as-
signed to the Center for Disease Control—CDC (then known as the Communhni-
cable Disease Center).

“Before continuing with the Carter narrative, it is important to note
that at this point in the Ten-State history, HEW Secretary Robert H.
Finch was describing the dismantling of the Ten-State as an improve-

ment in the monitoring system. He told the Select Committee in May
1969 '

We feel that we now know enough from the 10 State studies . . . to move into
a new phase of activity . . . We now must move beyond the goal of simply deter-
mining whether and to what extent under-nutrition exists in this country. The
next phases of activity must relate the findings of the survey to action programs
and to establishing procedures for monitoring the national nutritional status.

In fact, however, steps were being taken to assure that neither the
final report of the Ten-State or the HANES would provide prompt
reporting on groups at nutritional risk, by specific location. Secretary
Finch’s statement described the development of “a State suryeillance
capacity to identify the nature and extent of the problem in terms of
families and individuals,” but as we &11 see, such a capacity is far
from realization.

Returning to the Carter narrative:

The budget for fiscal year 1070 does show a specific upproﬁrlntﬁ)n for the
Nutrition Program. But the program'’s diminished status made whittiing away

_at these funds by other agencies comparatively easy. For example, $2 million
- 1 .
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was shifted to the IIANES survey and over one half million dollars was used
to construct a new biochemistry laboratory at CDC in Atlanta. Soon Dr. Schaefer
was fighting to retaln one-sixth of the amount appropriated so that he could
finish the survey. By the end of May, o thing seemed perfectly ciear: The Ten-
State Survey would raise no emburmssfﬁg questions about the success of the
war on hunger. -

During the next year, the survey remained In relative obscurity, But in Aprii
1970, .Dr. Schaefer again appeared before the Select (ommittee. Ile testified that
prelininary results of the survey showed that families of four with incomes of
less than $1,650 a year were five times as likely to suffer serious malnttrition as
fanilies earning $6,600 a year and over. Interviewed by reporters later, he char-
acterized existing Federal teeding programs as "damned ineffective.” Schaefer's
testimony was the cue for removing the survey from his control. In July 1970,
the computer program of the survey was ordered to Atlanta, a move which
involved transferring all the computer cards in trucks from Maryland to Georgia
and transferring ali the information to new cards which could be used
on the CDC computer. All but one of the computer staff in Maryland re-
fused the option to-transfer. In January 1971, after the computer move was
complete, theé“entire Nutrition Program was meved to Atlanta.. Again, virtually .
the whole staff refused to transfer. In that same month, Dr. Schae®r resigned
from the "Nutrition Program. He was ‘afsigned to the Pan American Ilealth
Organlzation in March 1971. !

“The final days of the Ten-State Survey were ridden with controversy. Vice
President’ Agnew launched a scathing attack on the 1969 CBS documentary
'Hunger in Ameriea’ as part of an offensive accusing hunger fighters of exag-
gerating the importance of malnutrition in this country. Almost simultaneously,
Sfenato? Ilollings of South Carolina struck back. Accusing CDC of attempts to
suppress the Survey. he réleased some of the survey's findings in a Senate speech.
CDC strenuously denied Hollings’ charges, .claiming that the delay was due to
difficulties in compiling the datn. After the furor, the final report of the survey
was released with aimost no fanfare in the sunner of. 1972,

In 1973, Senator McGovern asked the Government Accounting Office
to appraise the degree to which the Ten-State Survey met the man-
date of Congress. (E?A() found that becnuse of the snmpling technique
used, the survey “should be considered applicable to only those indi-
viduals examined,” and the results should not be considered representa-
tive of the nutritional status of members of low-income households as
a whole.” :

The GAO report noted :

This survey had administrative problems throughout Its life, including:
a. funding delays. :
b. organlzationai transfer of the Nutrition Program and 10ss of personnel.
¢. datn processing system changes, including use of different dnta record-
Ing forus.

The final report of the Ten-State was much different than that en-
visioned by Dr."Schaefer and required by Congress. The statistics were
not reported by State, but were lumped together in averages of the
States. In this way, Dr. Schaefer said in a Tecent interview, problems
of specinl groups—migrant workers in Texas, blacks in South Car-
olina—swere submerged. The-Ten-State established the importance of
physical and biochemical testing in nutritional surveillance, but it is
alsoclear that:

1. The attempt by the Ten-State to provide timely, location-specific
data on nutritional health,.demanded of it by Congress, has not been
repeated.

2. Wa continue to manage food assistance Yro,qmms on a pre-Ten-
State basis, using only consumption data, not biochemical or physical,
as a means of setting dietary standards.
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Plans are now being laid to begin the next HANES and HFCS.
First we will consider the Pluns for HANES. .

‘As noted in Dr: Ca¥ter’s report, surveying begun by the Ten-State
is being continued by HANES, under the direction of the Division of
Health Examination Statistics of HEW’s National Center for Henlth
Statistics. Laboratory work for HANES is done by the Center for
Disense Control. The first. HANES began in 1971, and data gather:
ing in the first half of the sample was completed in October 1972;

thering of the full sumB}'e was finished in June 1974. The second

NES cycle started with sample tes(t'gl)g in Atlanta in November
1075, and the full survey is to begin in @ z{% 1976 and is to be com-
pleted in 214 to 8 years. (A description of the goals and methodology
of HANTS TI appears as Appendix X)) v

Like the Ten-State, H K&S gathers data on clinical health and
food consumption, but it differs from the Ten-State in two important
respects: él) Data is gathered from a national sample and therefore.
does not identify special nutrition problems by location, making effec-
tive remedial action difficult if not impossible. (2 HANES results are
not available until from 3 té 5 years after data collection begins, again
hampering remedial action. ( Ten-State data was provided 1n prelimi-
nary form less than a year after the survey began, and it is probable
that the final report would have been issued far sooner had not admin-
istrative changes been ordered.)

Sourveys Bring Prayyep

i
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AVERAGING

HANES II will spmple 20,000 to 30,000 persons, covering ages 6
months to 74 years old, of various income levels. It will not, however,
take samples in all States or even all geographic areas. HANES I
drew sampes from 30 States and the District of Columbia and did not
collect samples in much of the Midwest.

A report entitled Preliminary Technology Assessment of U.S. Food,

} Nutrition and Aqriculture Information System, prepared for Con-
gress’ Office of Technology Assessment by the consultants Sidne M.
Cantor Associates, found that neither ITANES or the Houehold Food
(onsumption Survey provided information needed to permit prompt
corrective action, It said:

HANFES and HFCS are designed to give overall views of nutrition status and
family food consumption, respectively, on a nationat~scale. The nutrition pro-
gram official needs to be able to identify target groups and populations in specific
geographic areas, to assign priorities according to specified criteria, and to have
a simple, efficient approach to program evaluation as well. ‘

In his tesfimony at the Nationtl Nutrition Policy hearings, Dr.
David Coursin, director of research at St. Joseph’s Hospital in Lan-
caster, Pennsylvania, said, like Dr. Schaefer, that highly averaged
data means that certain vulnerable groups are missed.

... there is concern that the present survey procedures provide averages that
may inadvertently conceal the real extent of nutritional problems—particularly
in groups at special risk. ;

For example, we find that migrant workers are not adequately examined
under these circumstances. In addition, populations, such as those on Indian

7 reservations, continue to have major problems of inadequate nutrition.

(}2‘49 AN
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The general study of a varied opulation also leads to a broader
methodolo}ﬁicul approach. HANEg 18 “painting with a broad brush |
biochemically,” said an expert consulted in the preparation of this
report. He and ancther nutritionist agreed that the survey 'should be-
concentrated on special’ groups, permitting tests to be esigned to
- develop a deeper knowledge in specific areas. . ) o
+ This need for information about the statug of high risk populations " - o "
.Is expressed in the recommendations of the 1959 W%’\ite House Confer-" ;-
ence. The report of Panel 1-8 gaid :
. - .. The need to search out nutrition and health needs of special areas and
groups {8 acute. While thero is merit in undertaking a natfonal DProbability sur-

the invitation of solutions, ’

.. o
The panel recommended that priority for this kind of study be
ven to: preschool children; expectant mothers; primary school chil-
ren; and other low-income pegple, including Indians and migrant -

workers. , ‘ g

HANES officials acknowledge that there is a problem of generality .
with the survey, but they argue that it is intended to take a snap-shot -
of the Nation’s nutritional ﬁgnlth at a given point in time ung that ¥
the ﬁ)roblems of special groups cafFbrrstudied in State rograms such,’
a8 those few now operating with the assistance of the Center for Dis+
ease Control. ‘

Arthur J. McDowell, director of the Division of Health Examina-
tion Statistics said, however, that consideration has been given to con,, .
centrating on special groups in the third cycle of HANES. The surl-
veyors want FIANES IT to follow the pattern of HANES I to permit
identification of trends. This means tﬁut the investigations intv ths
nutritional status of special groups would not begin until 1980 at the
carliest and that data-gathering might not be completed until 1982
or 1983. :

The CDC effort, currently extremely limited in terms of age group
coverage and geography, offers no prospect for adequately ﬁ%in the
gap in knowledge about special groups, identified by the White I ouse
Conference, or of providing the kind of surveillance for all groups
promised by Mr. Finch. : :

Tue CDC Sysresr

As pointed ont earlier, the Center for Disease Control in Atlanta
entered the field of nutrition surveillance awkwardly, as buria] site
for the Ten-State Survey. The data gathered in the survey was sqnt to
CDC for compilation for the final Ten-State report, with fhe work
being done as part of the Nutrition Program, which was also trans-
ferred from Washington. r

A memo prepared 1 1973 ( Appendix 1.), shows the Nutrition Pro-
gram involved in o wide variety of activities twith a staff of 40 and a
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budget for fiscal year 1973 of $2.4 million. The memo, written in
May noted as its last item : “The Nutrition Program will be terminated
June 30, 1973.” An official familiar with the history of the Nutrition
Program snid, however, that it was effectively dismantled about a
year hefore it was officially terminated, with only grants b(}.’}{lg handled
n the final year. ' / ‘

The follow-up to the Ten-State Survey, promised by Secretary
Finch, “a state surveillance capacity to identif}; the ngture and extent
of the (malnutrition) problem in terms of families and individuals,”,
amounts to much less than his promise. - ’

Scraping together funds from other projects, CDC developed a
small program in which it is assisting about 10 States in gathering,
(‘om{)i ing and analyzing height, weifzht, hematocrit and hemoglobin
levels of Jow-income children tnvolved in EPSDT screening. The work
i« done by what is known as the Nutrition Activity of the Bureau of
Small Pox Eradication, with a staff of about eight professionals, full-
and part-time. Among the sources of funding has been the venereal
disease control program.’In fiscal 1974, $184,000 was expended on the
nutrition effort (Appendix X). .

Data on growth, obesity and anemia in children, is sent to CDC by
five States: Arizona, Kentucky, Louisiana, Tennessee and Washington
(more limited work is being done with Oregon, Illinois, Florida and
Montana). “The ultimate goal.” said a CD(% report in January 1975,
“i3 to develop a simple computer system that can be.exported to in-
dividual States or other geo,«zrnphicnl entities, which will then be able
to handle their own data.” ;

It is reported that JTEW has approved a $1.9 million budget for

- CDC for surveillance in fiscal 1977, yet to be approved by the Office

of Management and Budget, which would permit expansion of the
program to 10 more States. ,

The CDC surveillance will continue to involve only children, not,
only because they are n high-risk gronp, but becanse nutritional prob-
lems are more easily identified and treated in children. In addition,
existing maternal and infant nutrition programs insure that a high
volume of low-income children will be tested. The CDC system, be-
canse it covers a limited age gronp, income group, and geographic area
in no ,way begins to meet the need for specific data on high risk
populations.

Time Laa

Another major problem with JIANES, mentioned enrlier, is the
time lng in data gathering and reporting. As already noted, data
gathering for HHANES I took about 2 yegrs and is expected to take 214
to 3 vears for HANES IL Consequently, the first report from
ITANIS IT is not likely nntil 1979,

In his testimony at the National Nutrition Policy hearings, Dr.
Conrsin said:

The HANES survey does a masterful Job at the present time within its frame
of reference. On the other hand, this 18 a cyclieal evaluntion occurring over a 05-
to 10-yenr period and 18 not flexible enough to provide current information in
order to respond rapidly to national needs. :

The time involved in data collection also makes it difficult, if not
impossible, to draw any relationship between nutrition status and in-
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come since the prices of food are likely to change considerably.over a
“ 2Y- to 8-year period. The justification for IANES, submitted to the
Oftice of Management and udget, says: - ' .

- . . 'Federal, State and local effortg in -providing food stamps and food dellv-
ery programs, cost billions of dollars annually and affect millions of persons
directly and indirectly. Many millions of dtollars and ot®er scarce resources are
expended annually by the public and jrivate sectors on programs; resenrch on
the complex relationship of health and nutritfon variables; and the declivery
(0f health services to under- and over-néurished persons. Food producers are, or
will be, required to label the nutritional contents of their products so that an
“Informed” public can make more rational selection of foods ¢ongumed. Providing
concrete {ndicators over time fulfills a data need provided by 1o other source on a
nationnl basis and at a relatively low incremental cost when combined with other
target assessments proposed. ‘ S , :
But because of the time lag, it is doubtful whether HANES can
make an accurate measure of the effectiveness of Federal feeding pro-
grams or provide the data when it is negded for. policyidecisions.
In addition, the long time span of the survey permits evaluators to
avoid northern climes during the wintér with the mobile'examination
units ysed in ghe survey. The result of this is likely to be a failurg of
data to reflect seasonal differences in nutrient eensumption wnd nutri-
tional status which coulﬂihnge a gignificant impact on §verall findings
possibly indicating better nutritional status than might be found i } ‘
winter readings were to be taken. . . ‘
Mr. McDowell realizes that there is a pro&bm with time Iu]z, and
says the only cure is more inéney and personnel. About $4 million a
+ year is spent on HANES and about half of this is used ¥or the nutri-
’ tional component. The survey currently omploys£34 field workers op- ¢
erating in two mobile examination units. With twice ng:many units,
Mr. McDowell says, the survey could be done inhalf the tine.
More funds are also the answer to the problem of slow publication
of reports and inaccessibility of data. The Cantor report for the Office
of Technology Assessment said: “Little detailed analysis has been
undertaken to determine the nature and extent of arty relationships
‘that might exist among different variables” and said that a statistician
found the HANES reports “very hard to read.” t .
The data gathering for tha first phase of thé first ITANES was com-
pleted in October 1972, but preliminary biochemieal and dietary find-
mgs were not published until Janunany 1974. Part of the delay resulted
from insufficient staff to process the data more quickly. Three statis-
ticians were employed in assembling the preliminary dietary and bio-
chemical report, and they oompleto({:thoir worl int April 1973, Editing
and printing occupied the rest of the time until publication. There are
now only two statisticians working on the final dietary report. There
is a tota] of five persons working on preparing the' final reports of the
first cycle of IANES, which are expected to be published in 1076.

. Mr. McDowell acknowledged that his group does not have the time .
to fully exploit the mass of data collected. There are many inter-rela-
tidnships that might be studjed, he said, but “we can only seratch the .
surface.” Attempting to partially remedy this, ITANES data tapes

. are made avnilabI;e to outside researchers for a smal] fee.
Summing up, HANES does perform a useful function in report-
ing on general nutritional status, but it does not fill the important gap
» in our knowledge about the nutritional status in all areas of the cou>

try, particularly among high-risk groups, nor does it report in a
timely fashion. The CDC system does not meet these needs either.

[
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Tue Foop CoxsumrrioNn Survey.

The second national nutrition survey now being planned is the Agri-
culture Department’s Household Food Consumption Survey. In this
survey, interviewers ask respondents detailed questions about their
diets, recording data that not only permits analyzing eating habits but
also estimates of quantities of food eaten, permitting estimates of
nutrients consnmc)d. - .

The White House Conference recommended that these surveys be

‘* conducted at 5-year intervals, but it looks now as thou%h the survey

will not even be able to'keep its 10-year schedule, partially because of
politics. (A summary of the data to be reported and their expected
uses appearsas Appendix N.) ‘ .

. According to the driginal plan, the pilot survey for the next HFC3
was to start in mid-1974 nn({) then the basic survey was to get under-
%ay in January 1975. Hawever, in July 1974, the Office: of Manage-
ment and Budget directed the Agricultural Resenrtfh Service to con-
duct a study of alternative. survey techniques. The' contract for this
exploratory study was not signed until June 1975, and the findings of
the comsultant nre expected early in 1976. -

If the consultant suggests only dne survey technique, then a “dress
rehearsal” for the survey might be started in mid-1976 with the actual
survey starting in Januaty 1077, The first results would then be avail-
able 1w the fall of 1977. ’ . ’

But, if the: consultant recommends testing alternatives, then the
survey would probably not begin until January 1978, with the first
results, produced in the fall of 1978, and the final report coming in
April or May of 1979. . ®

OMDB's rensons for wanting a delay are repgrted by one official to be:
budget considerations; doubt about the survey|js methodology ; and fear
that the survey might produce discouraging flata in the 1976 election

‘ear. ‘

The HFCS will sample 15,000 houscholds, developing n 3-day dié-
tary history for individuals and a 7-day history for households. In
addition, {Kere will be sub-samples of 5,000 elderly, 5,000 receivinﬁv
AFD¥and 5,000 “working poor” who may or may not be using foo
stamps. The total sample size will be 30,000 households and containing
about 90,000 individuals. s

The survey data is to be gathered in one year's timg, with a quarter
of the sample population Sam‘;xli(][ in cach qluarter of the year. The
Nation will be divided into four-fegions and representative samples
will be gathered in each region. The survey will employ about 100
interviewers and is expected to cost about %5 million.

The HFCS, nn]ikOQIg\,\'ES. is ndequatdly funded to permit it to
ho timely, to gather information regionally and seasonnlly, and it will
have n superior food consumption data gathering capacity, colleeting
3-day nn({ 1-week instead of 24-hour diet information ag in HANES.
As noted at the beginning of the scction, however, the HFCS is seri-
ously flawed. ‘

In justification of the ITFCS budget, the Subcommittee on Agri-
culture of the House Appropriations Committee was told in March
1975, by M. J. Pallansch, Acting Assistant Administrator, Marketing *
and Engincering Services, of the Agricultural Research Service, that: *

K
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. Food consumptlion and dletnrjgnta are an easentlal element of the USDA's
and other Federal research and cational programs In nutrition. These data
are critleal in Identlfying those groups of individuals who need mofe food or
food of better nutritional quality. - -

Although the HIFCS can tell what nutrients are being consumed
and in this way can grovxde data on nutritional status, cOnsur;}ptxon
data is only one half the picture. Nutrition Assessment in Health
Programs, produced by the American Public Health Association un-
der contract from HEW, points out: - o

° Greatly limited Lood intake is obvioualy accom?nnicd by sub-optimal nutrition
Status. However, slight differences in nutritiongl intake, or even apparent ovi.
dence of fallure to meet “officlal” dietary recommendations, such as the Natlonal
Academy of Science Food and Nutrition Board's Recommended Dietary Allow-
fmces (RDA), do not indicate the presence of malnutrition. There are, thereXore,

several reasons why dietary studles have their 1imitations, These include:
—Dilfferencea in nutritional requireménts among individuals H ’

—8o-called “condltioning” factors such as concurrent dlsease, genetle or enzyme
defcets which moy interfore with or modify an indlvidual's {ngestion, absorp- -

tion, storage, utflization, requirement, destructlon or exeretion of nutrients;
\ —'tl;ltxee&l;)l}& (;t the history-taker and the degreo of cooperation and memory of
" —Inadequacy of shortsterm studies that maysnot reflect total nutrient fntake

over longer perlods. . i e

Finally, it should be kept in mind that present knowledge of absolute nutri-
tional requirements is rapidly evol¥ing, that food tables are often incomplete
and not necessary nccurate, and that additional Iaboratory and clinleal investf-
g?]tel::: are in order before nutritional defielency can be determined with con-

e « ’

Sinco the FIFCS will study only dietary 'patterns and will not
involve clinical or laboratory tests it will not be able to adequately
measure actual nutritional status in its subjects and therefore will‘not
ba as useful as it should be in evaluating and setting standards; for
Federal programs. '

Discussion Y
Does the UTnited States have an effective system of nutritiqﬁgmonb
toring? The answer must be : No. _ P

Beforo discussing what such a svstem might involvegit is necessaAry
to make a distinction between different kinds of nutritionat nssessment.
ITEW describes periodic nutritional assessment, such as HANES ahd
the HI'CS as nutrition surreys, Continning examination of nutritional
status, such as that performed by the few States working with CDC
is described as surveillance. An” adequate system provides both for
survevs and surveillance,

Surveys like the HANES and FIFCS are intended to perindically
provide gencral baseline data. HEW officials deseribe the CDC svstem
ns having the potential to meet the need for surveillance, continuing
location-specific monitoring of nutritional status that would supply
data on which to base action programs.

But. as we hive seen, the general survevs are seriously flawed, and
the CDC ig operating in less than a dozen States and is only monitor-
ing limited nutritional indicators in children, There is no surveillance
of the adult population in this system. * .

In addition, experts have recommended that there bo created a
meang of continuously monitoring nutrition status nationnlly, based
on g variety of indicators, including food priés»chanw and reRort'ia
from third-party insurers. A
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"'« _'The internal HEW report, mentioned in previous sections, entitled -;
" Whit 8hould.be the Department’s Role in. Nutrition and Diet Pertain- = ;;J“

“sng to Health?, prepared in 197 1, advocated a survéillarice system that 7%

. A-follow-up mgmo to the report, written in May 1972, saids - oo

* :valuable in providing information on the nuttitional status of selected segmBits
- of a broad cross-gection of the U.S. population: E

* “'What is required is an operational-Bystem that makes use of. many other -

. for- program planning ‘and ‘change. ;?l}!v properly, established,
information is colleeted ag part of other health, systems.

- nutrition, identifies and characteﬁzga th

- the instjtution of remedial action. '~

~ .

‘.

e

.-
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would “continuously collect, analyze and distribute nutritionally-.
related data now being obtained by all Federal nutrition programs”s -
research and service projects, and by national surveys. i’ -

¥h6 Mformation collected. by the Nattonal Center for Healthi Statistics' ind
accumulated during the course of the Ten-State Nutrition Survey, is- exceédingly . - L.

The HANES study is a specific time study, using a data_collection system and
saimnple design developed for only the one purpoge. It is cbs'l;l ; but can be valuable
as a major (and perhaps sole) means of estpblishing haaline data. However,
neither the Ten-State Nutrition Survey nor; the NatiopfigCenter for Health

P

Statistics Survey constitute an" operationgl spryeillance gystem.

sources of health information that-cangit ptoperly evaludtet], and combined with
data, from the specific nutrition studies grzbvide the needed contjnuing guidance
st of the hasic

it'{s an acceptable

Such & surveillange- system shpuld be-engineered.'so t
stimulus to remedial action ence|the mechanism shows phat remedies should be
applied. What is needed is a system which gover'sfu_] / poputatien, ‘pagticularly |
the sub-population groups at par cufar. rigks, tests ffi/the adequacy'op-i’naQequa- “l.
ey -of nutritional status in’relatiqnshtpﬁtpﬂ?hdg’xpg \ ‘ticdl componey \oi’ human , . -4}

] : fogulibins suffering front autritional. o
inadequacies which have genuine aird sig ﬁc‘,‘a_r{{: “implications‘for the health-of -~
individuals- making up.the population, mn}l igent }119_41 gl;gggesylgcyj»reémt from -

. LN . i N B - . ’ - ¥

“The basic report envisioned a systern that would-produce monthly:
or bi-monthly reports on “the nutrition stafus of high-risk popila-
tions, incidence of related disease and socio-economic correlations . : .
early detection and warning of critical nutritional profiles would be
provided for specific populations and geographic areas.” The reports:
would be developed. from a wide range of sources, including : random
sampling of food production, processing and sales data; vital statis-
tics from State health departments; date from third-party insurers
and from hospitals and health ¢linics. =~ '

" The rieed for short-term as well as long-term reporting of nutri- -
tiona] status was recognized also by the Select Committee’s panel on
Nutrition and Government. * . . )

_The panel recommended that food purchase patterns in representa-
tive areas be monitored and changes reported on a month-to-m3nth * ,
basis. For longer term surveillance, the panel recommended the estab-~ "~
h'shmeptf of local, State or regional Nutrition Centers with clinical,
biochemical and ¢ ietary competence. Improved monitoring of nutrient -
composition of ft)pd and food safety‘is also needed, the panel said.

»Based on an analysis of past and current nutrition assessment, and. .
expert opinion, we find that an. adequate gystem for nutrition- % -
monitoring should include: - - TR
1. Nutrition’ surveys conducted at at least 5-year intervals to pro-
vidg general baseline data on the general population and special high-
risk groups. ‘ R '

* 9. Continuous nutrition surveillance of high risk groups at the State
level and a State capacity to sample its entire population periodically.

W .
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3. A continuous national monitoring, based not only on nutrition
surveys and surveillance but on other indicators of nutritional healtl,
that would provide reports on a monthly or bi-monthly basis.

b

A PraN ror NUTRITIONAL MoNITORING .

,When Arriold Schaefer W&é director of the IIEW Nutrition Pro--

gram he suggested that USDA and HEW join forces in nutrition
assessment, with HEW developing a nutritional health component for
the HFCS. - o

Under this plan, the HFCS performs its currently assigned task
plus the work being done now by HANES. This would meet, the
aforementioned monitoring requirement for base-line data on the
general population. This arrangement would permit the combination
of the best aspects of both surveys, the faod consumption data of the
HFCS, based on 3-day and 7-day estimates of food intake, and the
physical and biomedical evaluation of HANES. It would mean that
,the HFCS, which might be renamed, would be able to measure not

only food consumption but also its affect, allowing it to be used more -

reliably for setting standards for fodd assistance programs and for
evaluating them. . -

In addition, it would permit basic nutritional health data to be
" gathered in a year’s time, rather than over a 214- or 3-year period and
to be reported more promptly. It would not be necessary for the medi-
cal component to sample as large, a population as the consumption
component, perhaps-30,000 of the 90,080 planned for the HFCS. This
would be a manageable size and approximate the sample currently
st\%&ied by HANES. :

[ith the need for general nutrition assessment being performed by
the new combined survey, the needs of special groups could be exam-
ined by HANES II. a project that would, under current plans, not
get underway until 1980 at least. By narrowing the scope of HANES
to cover certain groups, more specific testing could be used and: there
would be a greater opportunity for experimenting with various test-
ing methodology. Current methodology is considered too complicated
and' expensive, and there is a need for research in this area.

- The combined survey and the new HANES would meet the need
» for periodic examinations and should be conducted at no greater than
J-vear intervals,

To meet the need for continuing surveillance of nutritional health, '

the CDC system shon}d be expanded to cover all States. This would
mean that over a period of no more than 5 years, each State would be
given the capacity to confinuously monitor in its clinics and hospitals
the nutritional statns of high risk populations, children and adult, as
well as the capacity to do random sampling of the entire State popu-
lation periodically, perhaps at 2- or 3-year intervals. This data would
be evaluated at the State level and sent to CDC or another central
point for analysis of national conditions. '

The CDC system could make use of the new HFCS-HANES com-
bined survey and the HANES special groups survev in studying local
nopulations as well as adopting new testing techniques developed in
the national surveys. :

W
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The plan just outtlined provides for gathering of national, baseline
data and continuous monitoring of special groups. A third component,
needed to mensure short-term changes in hatritional health on a na-
tional basis, would gather data from a variety of sources, food proces-
sors and retailers, hospitals, third-party insurers and the State sur-
veillance system and -publish monthly or bi-monthly reports. These
would estimate changes in the potential for the population achieving
adequate nutrition, changes in nutritional health, and local develop-
nients that are of national interest.” "

RECOMMENDATIONS

1. That Congress require HEW to work with TUSDA to develop &
medical evaluation component to the Flousehold Food Consumption
Survey that would study physical and biochemical indicators of nutri-

_ tional health in the same size sample population now covered: by

HANES. -y : . -

- " 2. That Gongress direct that the next HFCS begin no later than
January 1, 1977; and that these surveys be conducted af 5-year inter-
vals thereafter. ’
.3, That Congress direct that the second cycle of HANES, sched-..
‘nled to begin early in 1976, be delnyed for a year to permit the sur-
vey to be redirected to the study of the nutritional problems of groups
‘at high nutritional risk: and that the HANES staff be increased to
permit data gathering to be completed within 12 months and issuance
of reports within 6 months of the completion of data gathering.

4. That Congress direct that the Center for Disease Control devise 3
plan for the expansion of a nutrition surveillance system throughout
the United States over the next 5 years and that the system have:the
capacity for continnous nutrition surveillance of high-risk groyps of
all ages as well as thé capacity to periodically sample the entirgﬁtate
population at least at 5-year intervals. . '

5. That Congress require ITEW and TUSDA to jointly determine
which indicators can best be used to monitor nationally the nutritional.
health of the general population and special high-risk groups on a
monthly or bi-monthly basis and that recommendations on eatablish-

ing such a monitoring scheme be submitted by December 31, 1976.
The indicators might include but would not be himited to: food prices;
data from third-party insurers: data from State surveillance; food
_production. processing and retailing data and data from health clinics
and hospitals. o

*"6. That Congress require ITEW to initinte studies aimed at im})row-
ing techniques for physical and biochemical nutrition evaluation and
make an annual report to Congress on progress. ‘

7. That Congress require USDA to study food consumption survey
techniques and adequacy of data on food composition, food fortifica-
tion and food additives with recommendations heing made to Con-
gress by June 30, 1976, on action needed to ensure the next Household
Food Consumption Survey develops nutrient consumption data of the
highest accuracy possible.

- T
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Cuarrer III

CONTROL OF NUTRITION POLICY

‘We recommend that presently diffused Federal machinery for dealing
ina p}ecemea.l way with food and nutrition as they relate to health be *
administered hereafter as a total system under clear policy guidance,
accountability, program management, and independent mechanisms for
evaluation. Balkanizdtion of. responsibilities and'authorities constitute
a serious barrier to a concerted attack on hunger and malnutrition.—
¥rom the 1969 White House Conference on Food, Nutrition and Health,

In 1945, the Bureau of the Budget recommended that the coordina-
tion and cooperation that had existed in nutrition policy during the.
war be continued in peacetime. ~

Among its recommendations were: '

—Arrangements should be made for continuing tite coordination of Federal
agencies on a long-term basis.

—Federal agencies interested in the effectiveness of Federal-State health and
education pPrograms, ought to encourage the development of State inter- .
agency coordination committees. o ) “

—The need for coordinating nutrition programs of thé bureaus and offices re-
mains after the expiration of the War Order assigning such responsibility
to the War Food Administrator. Peacetime responsibility for leadership
should be clearly assigned by Executive Action.

—The Federal Interagency Committee, made up of-representatives of each of
the Federa] agencics having fleld programs should be retained because of
its long term possibilities and should form several subcommittees.

—Ntate agency coordination is desirable and ought to be continued, probably

) by a State” interagency coordinating committee. Such committee should
4 utilize the subcommittees and designate an individual to serve as secretary
or staff assistant.

R — Federal bureaus and offices should encourage continued experimentation by
the State agencies with various methods for developing the community pro-
grams designed to raise nutritional levels.

— <ome suitable arrangement is needed whereby national food industry ad-
vertisers can submit their advertising, preferably on a voluntary basis, to a
central point in the Federal Government for clearance.

— Federal bureaus and offices should contract for National Research Council's
services, as needed, on a specified project by project basis.

But, without the imminent threat to survival presented by war, the

~ pressure for cooperation disappeared and control of nutrition policy

yassed back to the hands of traditional market forces? In 1969 the

V'hite House Conference, coming immediately after the first reporting

of significant malnutrition by the Ten-State Survey, called again,

with greater urgency than the Burenu of the Budget, for coordinated
action in nutrition:

Interdepartmental coordination of policies and resources of the executive
departments and agencies is essential if there is-to be agreement on objectives
and priorities for Federal action in the field of nutrition and health. While miany
departments and agencies ean and should be operationally involved in programs

and activities to improve nutrition and health, there s a need to focus policy per-
spectives and overall responsibility at the Cabinet level. Councils and committees

(51)
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- chaired by an official of Cabinet rank are not the answer; they lack authority

and become bureaucratized.

A clear presidential delegation of prime policy leadership within the executive
braneh, equated with the role of the Se¢retary of State in the fleld of foreign
affairs, will be necessary to establish a strong center of policy coordination for
food, nutrition and health. -

We recomynend that the Secretary of Health, Education and Welfare be as-
signed by Presidential Executive Order governmentwide policy and coordinating
rosponsibillti\es for food and nutrition as they relate to health. We recommend,
moreover, the early transfer of the food stamp and food distribution programs to
the Department of Health, Education and Welfare. :

A report on the historv of national nutrition policy between 1917

and 1974, prepared by HEW-for the Select Committee’s national nutri-
tion . policy hearings (Appendix O), from which the Bureau of the
Budget recommendations were quoted, said in its summary:

As one reflects upon ,the recommendations relative to nutrition made by some

of the conferences and groups convened for well over half a century,.one becomes
aware-of their striking similarity and recurring themes.

Roaperocks To CliaNce

The contintiing failure to institutionalize n means of coordinating
nutrition policy can be attributed to lack of interest or lendership, but
there is evidence that a far greater rondblock has been the nwareness
that coordinating a policy that would bring safe, healthful food to all
Amerieans in adequate amounts would implicitly involve fundamental
changes in the food production and processing industry, the Nation's
largest industry, and in basic economic policy. L

Nowhere are the basic_preconditions for improved nutrition clearer
than in the-experience of England during World War IT, a study by
A. L. J. Baines and D. F. Hollingsworth. Diets of Working ('lass
Families with Children Before and After the Second World War, in
the Nutrition Abstracts and Review in 1963, summarizes fundamental
changes occurring in the British economy and food policy that per-
mitted an nctual improvement in nutritional health at a time when
imported food tonnage was cut in half:

" There were many reasons for this (improvement of nutritional henlth') : attain-

ment of -full employment, reduction™of class disparity, and deliberate direction
of food policy towards improvement of the diet of the nutritionally vulnerable

groups. One result 6f'food control was perhaps not wholly foreseen. To take one's

rations in full was a legal right which hecame almost a duty. Hence rationing
first increased and then maintained the consumption of several basic foods in the
larger and poorer families, while restraining it in others. Those constraints
cegsed to operate in 1954, but much of the gain was permanent.

By the end of the war the nitional diet provided more of all nutrients esti-
mated. except fat and vitamin A, than that before the war. The greatest changes
were increases in supplies of caleium, brought about by increased supplies of
liquid and processed milk and.by addition of chalk to flour, and in supplies of
vitamins of the B complex. caused mainly by increase of the extraction rate of
flour. The fortification of all domestl¢ margarine with vitamins A and D (some
hrands had been fortified as early as 1927) helped to counteract reduction of
supplies of hutter and eggs. Other important measures were provision of cod liver
ofl and orange juice as well as milk at reduced price for expectant mothers and
yvoung children, expansion of the school meals service and encouragement of com-
munal meais for industrial and other workers.

The preliminary findings of the Ten-State Survey, released early in
1969, made it clear to students of nutritional health that the solutions

o~
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to their concerns extended beyond food research and nutrition counsel-
ing and education. The White House Conference report said:

Nutritional insufficiency and income insufficiency ‘e ingeparable probleins.
Within the present food distribution system in the United States adequate nutri-
tion is impossible without adequate income, although irrcowe alone cannot,guar-
antee superior nutrition. Experience and evidence indicate that when income js
limited, the family unit may feel that certain priorities stand higher than the
food budget. 8o any food program, to succeed, must consider the other demands

" on the family budget. Any long-range programs developed to eliminate hunger

and malnutrition must include Provisions to insure family income adequate to
all basie needs. Also it 18 socially and economically undesirable to create a perma-
nent food delivery system, operating outside the market, for the ppor alone.

The Panel concludes that any nutrition programs sponsored by the Federal or
other governmental units must insure a flow of dolinrs far the family rather than
a flow of food. Oniy in this way can the twin goals of ‘human dignity and ade-
quate nutrition be met.

. RECOMMENDATION

A Natlonal program for adequate income maintenance must be developed at
once to replace both the present welfafe and food distribution programs.”’

Pianning must begin lfy January 1, 1970.

The President’s budget for fiscal year:1971 must reflect a commitment to change
by identifying the dollars to be used for income maintenance.
~ Appropriations for an income maintenancy program must be sufficient to reach
one-half of the annual dollar goal per family by fiscal year 1972. . )

The rémaining dollars for this program must be budgeted in fiscal year 1073.

The accomplishment of these steps will virtually eliminate the need for special
kinds of food distribution programa for familieg or for special groups within'’
families. Until this target date (July 1, 1972), every effort must be made to insure
tliat all existing Federal food distribution programs be coordinatell and modi-
fied and simplified so that they reach all those in need. . o

The dollar value of an adequate income for a family of four ghall be no less
than the lowest subsistence budget estimated by the Bureau of Labor Statiatics
which was $§.916 in 1967. The dollar value must be continually adjusted fo fluc-
tuattons in’ther consumer price index as identified by the Bureau of Labor
Statistics. ! :

This thrust of the Conference recommendations, with specifics on
a base income, wus not appreciated by the Administration, which at
the time was pressing for adceptance of its Family Assistance Plan, o
plan that would not have provided the money recommended by the
(‘onference. In The Politics of A (‘uaranteed [ncome, Daniel P.
Moynihan, an architect of the Administration's proposal, said :

The mood of the (White House) conference was radical and hostile to the
Administratiop. Here NWRO (Natlonal Welfare Rightsa Organization) raised
the standard of “$5,500 or Fight,” and found in Senator FEugene J. McCarthy a
sympathizer and sponsor.

The Administration. acting to stifle anything that would promote
the growth of the food stamp program or undermine the FAP posi-
tion, moved against the Ten-State, ns reported earlier. Dr. Arnold
Schaefer, director of the survey and out-spoken in his advocney for
action to eliminate hunger, was forced to resign. Technical changes
were made to delay the release of the final Ten-State findings and to
assure that the final statistics wonld be so general as to hide groups
at high nutritional risk. There is evidence that this éxperience with
national nutrition nssessment. touching on basic agricultural and
economic policy, was a key factor in ITIEW's pulling back from nutri-

‘tion in general and particularly from any activity that might again
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" HEW RECOMMENDATIONS

Dr. Nathan Smith, a professor of pediatrics at the University j{\
‘Washington who had participated in the Fen-State, was broughtto
MEW in the summer of 1970 ns.a special assistant to the Secretary,
first Robert Finch, then Elliot Richardson, responsible for devising a
new nutrition program. Dr. Smith had no budget and no control over
any program. It 1s possible that he was brought in to allow the De-
partment to claim an interest in nutrition gmg cover the dismantling ,
of the Ten-State Survey, which nearly coincided with Dr. Smjth’s
appeaintmeunt. ’

Dr. Smith presented a proposal to Secretary Richardson which in-
clhirded an initiative in surveillance of high-risk groups. It was politely
recelved and politely rejected. Dr. Smith left after 10 months. He had . e
announced when he arrived that he would stay only a year, and this \
inay have limited his effectiveness. An official familiar with the period
said there was “not enough steam up, enough interest.”

No trace of Dr. Smith's proposal could be found by HEW officials
asked to locate it in the preparation of this report.

g Shortly after the White House Conference, a small group of HEW
officials began meeting informglly to consider what direction the De-
partment should take in nutritidn. In June 1971, the group, headed hy
Pr. Ogden (. Johnson, then director of the Division of Nutrition in
the Fpod and Drug Administration, was asked to “undertake n study
of the role of the Department in nutrition and diet ns related to
health.” This was to be used in Department planning for the -period .
1973-77. '

In September 1971, the group produced a report. quoted several
times earlier in this report, titled What Should }:n the Department’s
Llole in Nutrition and Diet Dertaining to ITealth? ( Appgndix D). The
report is the most thorough examination of nutritio@}mbloms and
possible solutions produced by HTEW since then,

Among the problemscited in the report were :

—Only Umited requirements for nutrition services in health programs.

--Inadequate nutritional counseling manpower.

- Need for third-party payment for nutrition services,

— Need to examine the changing character of food buylng patterns and lmmplica-
tions for fortification. )

—Insufficient knowledge about the relatlonships hetween dlet and heart disease,
nutritional status and learning and nutrient requirements during periods
of stress.

- Need to gear nutrition edueation to behavorial patterns.

The report says repeatedly that the Department must act to ensure
that those who cannot afford an adequate diet are given support. In
relation to the food supply, the report suggests that: “If most pro-
cessed foods were. required to contain a minimal baseline nutrient level,
even those selecting a rather poor, restricted diet would receive basic

. nutrient requirements.” Such a change could be accomplished, it said,
through the Food and Drug Administration establishing guidelines
and regulations that would not only permit but “in fact require, that
the nutritional quality of food be raised when this will benefit the
population.”  °

To begin coping with nutrition problems, the report recommended
that HEW :
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1,_Develop a nutrition surveillance system. (“Most of the alternatives proposed
later-in this répoit will prove effective only if a nutrition surveillance system
can bhe organized.”) T s A s o R

-2, Develop a Departmental policy. on nutrition and health. (“It would be ad-
vantageous to have a stated nutrition health policy that could be used not only
within the Department, but would also serve to guide other Federal and State
agencles in their consideration of programs that have direct or indirect influence
on the nutritional henlth of individuals and population groups.”) -

3. Establish a nutrition coordinating committe within the Department. (“The
committee . . . feels that the fragmentation of effort,”in part due-to the lack
of-a coordinating group, has led to duplication, and loss of awarenessa by program
stoffs of related actions in nutrition and health.") .

The report was circulated in the department, but no action was
taken. As noted earlier in this report, most conditions described by the
Johnson committee in 1971 exist today. The report was “put aside”

-said a person. familiar with its work, because thefe\v{;s no 1nterest in
the uplfer ranks. As an informal, internal document, n\suid, it could ..
be eAsily ignored. .

The next attempt to organize nutritional health uctivihes\;vithin
HEW seems to have been started by chance. Secretary Richardson
read an article on the Op-Ed page of the June 14, 1972 New York
Times, written by Henry J. Heinz 2nd, chairman of the H. J. Heinz
Company. Entitled Nutrition [lliteracy, it began: T

We are a nation of nutritional illiterates. Despite a wealth of scientific knowl-
edge of nutrition, too many of us do not know what a balanced dlet 18, and are
fgnorant of the essential nutrients we need and the foods that contain them, We
have an abundant food supply, yet our eating habits are deterforating. And it is

not just the poor who are affected, though lower-income families undoubtedly
fair less well nutritionally than the average. ’

Mr. Heinz concluded :

Nutrition education must become a priority concern of state and local govern-
ments and all schools. The food and. beverage industries should support this
effort as well as follow Dollcles of scrupulous accuracy in advertising and label-
ling. In addition, they can contribute to better nutrition by following sound prin-
ciples of nutrition in the formulation of improved foods.

A memo (Appendix P) was then circulated to the Assistant Sec-
retaries for Planning and Evaluation, Legislation and FEducation by
Richardson's assistant executive secretary, saying that the Secretary
had read the article and had asked (in pen on the margin of the

article) :° '
“rg thig something we should consider?”
The response from the Assistant Secretary for Planning and Eval-

a nutrition coordinating commi within the Department, a sugges-

. uation (Appendix Q) contained fuggostion that there be established
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tion based in part at least on familiarity by a staff member with the
carlier proposals of the Johnson panel. The suggestion was ppproved
by Richardson (Appendix R) who wrote: “Let’s do it,” on the margin
‘of the memo from Slunning. Another memo from Planning (Appen-
dix S) suggested that the Assistant Secretary for Health be madé
responsible for the committee’s work, and the Secretary t% oved this
suggestion in a memo dated October 24, 1972 (Appendix ;y.rA formal
charter setting up the committee for a two-year period was signed in
April 1973 (Appendix U). :
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Thb annual report of the coordinating committee for fiscal year -

1974 (Appendix V) shows that its first year of work involved primar-
ily the gathering of information on nutrition activities within the de-
Wrtment and the drafting of a nutrition policy statement (Appendix

The policy statement was drafted by Dr. Johnson, who was ap-
pointed chairman of the coordinating committee in July 1973. The
statement was written after the sales of Soviet grain in 1972 and 1973,
which resulted in radical food price increases, wnd this may have been
a factor in the willingness of Dr. Johnson to stake out a claim for
nultyitiohul health in dangerous areas of agriciltural and economic
policy. :

In capital letters, the policy statement proclaimed

“ALL CITIZENS SHALL HAVE ACCESS TO AN ADE-
QUATE AND SAFE SUPPLY OF FOOD AND ABILITY TO
IDENTIFY, SELECT AND PREPARE AN OPTIMAL DIET,
IRRESPECTIVE OF SOCIAL OR ECONOMIC STATUS.”

The statement then goes on to say; in the section on food supply:

The production and processing of food must be glven the highest priority by
the government as well as by the private sector. Those agencies responsible for
food must constantly review the supply of food, its safety and its cost, to assure
that food adequate in quality and quantity is available to meet nutrition needs.

Furthermore, the draft said, to assure adequate diets, HEW should
be involved in “provision of financial resources or in some cases, food
resources.” And 1t said :

The Department should assist in eliminating inequities which penalize many
families in achieving good nutrition, such as recognizing the higher cost of living

in gome geographic areas and the variations often found in wages, costs of food
and quality and quantity of food markets.

In the area of nutritional surveillance, it said in part:

Those segments of the population whose diet is inadequate, excessive, or inap-
propriate for thelir health status need to be Identified fn order to better target
program funds and services to their necds.

The policy statement was nof adopted. There were a variety of rea-
sons, not the least of them the change in personnel at various levels.
“It was a little hard to get any direction” from the Secreta , said a
former official, in part because the Secretaries changed, as g;d their
representatives in dealing with the committee. -

ut another key factor in the rejection of the policy statement was
its assumption of responsibility in areas, such as food assistance and
agriculture policy, that had traditionu.liy been the preserve of the
Department of Afncu]ture or economic policy makers.

Dr. Johnson left HEW in early 1974, and Dr. Myron Mehlman be-

came the committee’s chairman. The work of the committee continued
in an jrregular faghion, with the drafting of a policy statement still
‘one of its principal tasks. A version drafted in November 1974 (Ap-
pendix X) follows the general principles of the Johnson draft but
withdraws from direct conflict with the Department of Agriculture in.
food pelicy, saying: 2




& & The Department of Health, Education and Welfare acknowledges the fact that

" . authorities in respect to many aspects of the food supply are shared with the

- United States Department of Agriculture, the Environmental Protection Agency,
and other Federal agencles and State and local governments. Since USDA hag -
the Federal responsibility for the supply of food, then DHBW adopta the role of
advocate of the “demand” side of the equation, demand as to sufficiency, variety,
quality and reasonableness of costs. ..

The draft did, however, take a strong position for economic equity
a8 a prerequisite to equal access to adequate diets, endorsing ‘“the most
sound and equitable means of income maintenance,” and in its last
section on international nutrition problems it ventured back into food
policy, saying: , . _

. . a given welght of certaln gralns meets the protein needs of -more people
than an equivalent welght of animal proteln. Per se, this observation does not
necessarily dictate o major shift in dietary practices by Americans to conserve
grain for the less sufiicient nations, although this might be a compassionable act.
But, if it were demonstrated that such a shift would be actually beneficial to
American health, then evaluation 6f such o move would be worthy of serlous
consideration. : :

Tarly in 1975, the job of drafting a statement for the Department

*  'wag taken over i)y officials under the Assistant Secretary for Health

~ but not members of the comfmittee. One of them was Dr. Charles U.

. Lowe, Specia] Assistant to the Assistant Secretary for Health, Office
+  of Child Health Affairs, a member of the Johnson panel in 1971.

: The new statement, Health Aspects of Nutrition (Appendix Y),
was adopted in February 1975 as the Department’s position on nutri-
tion. The statement is similar in tone to the Johnson draft statement
establishing in HEW the responsibility for examining policies o
other Departments in so far as thoy relate to nutritional health.

THe statement says: “A high priority is to ensure that eve‘l:'g
American has access to an adequate supply of wholesome food whi
{])rovides all nutrients known to be essential to maintain and improve
‘health and vitality.” And it says:

) Speclal attention shall be directed at the relationship between sound nutrition,
the avallability and cost of food, and policies of the Department of Agriculture,

In its discussion of biomedical research, the statement says:

Research shall also be directed towards helping to resolve the controversy con-

cerning true human protein needs nnd the feasibility of relylng more heavily on

v grain as a source of proteln. This not only provides an opportunity for possible

' {mprovement in health. but algo offers an opportunity for more equitable and
improved grain utilization In the face of increasing world demand for food.

The statement also calls for thorough nutritional assessment :

This (nutritional monitoring) shall be accomplished through general surveil-
lance activities at the national level, and through local surveys of high-risk
populations. Such monitoring shiall Include the identification and full assessment
of the extent and location of nutritional problems according to reglon, income,

- food avallability, ethnleity, and sex ... |

Taken as a whole, the statement reflects a desire expressed- by sev-
eral officials working for Assistant Secretary Cooper to expand HEW’s
role in food policy decision-making as it relates to health, particularly
into areas that have traditionally been the province of the Department

f Agriculture.

HI%I?W would like its Maternal and Child Health nutrition guide-
lines used in the feeding, programs administered by USDA. In
broader policy, HEW oﬁicm]'; want the department to have a say in

.
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grain sale agreements since massive sales, such as those to the Soviet
Union, materially affect food prices in the United States and conse-
quently reduce the value of benefits to Jow-income people. HEW also
wants to be heard on the health implications of agricultural practices.
Dr. Cooper recently sent a letter to the National Acndemy of Sei-
ences, for example, asking that the following questions be included
for consideration in a fomfpoliCy study being conducted at the request
of President Ford.

—What are the advantages and maximum health benefits of cereal grains—
over animal products—as a dominant source of proteln and calories in the
human diet? What are the !mplications of efforts to grass-fed rather than
grain-fed cattle for human consumption? What is the time-frame for shifting to
predominantly grass-fed eattle in this country; what would be the environ-
mental {mpact and socio-economic consequence of such a change? Is there a po-
tential role for the Federal Government in providing incentives to facilitate a
major switch In the way we allocate grain and ratse livestock ?

--What are the mechanisms for change und by what methods can we supple-
ment {mproved educationnl activities to produce desired alternfions in the diet
and eating habits of Americnns? Must we look forward to the kinds of dlsmal
results that we have experienced—espite natlon-wide educationai efforts—in
our current anti-smoking campaign?”

These and other questions in the memo have not been included in
the study, according to an HEW official, but. they are an indication
that some officials in the department have a sense of the role for health
in food policy envisioned by the White IHouse Conference and the
Johnson panel in 1971.

There 1s, however, no organizational mechanism in HEW for realiz-
ing this vision. The coordinating committee, plagued by lack of budg-
et, changing personnel and burcancratic infighting, did not produce
work satisfactory to Dr. Cooper and he did not renew its charter when
it expired in April 1975 (Appendix Z). He asked his Offica of Pro-
gram Implementation to recommend ways of dealing with nutrition
policy. and a report may be made in December 1975, or early in 1976.
Currently the Office is receiving from ITEW's various branches de-
seriptions of their work in nutrition, repeating an operation conducted
by the coordinating committee.

One option under consideration for the management of nutrition
policy is the creation of an Office of Nutrition to provide a specigl
foens and full-time effort. This would cost money, however, and officials
expect that, given the Administration’s history in nutrition, an option
wi[r] be selected that costs nothing, such as recreation of a coordinatingt
committee. (There is currently a nutrition coordinating committee in
the National Institutes of ITealth, but this does not affect department-
wide poliey.) )

Even if an Office of Nutrition were ereated it is doubtful that it
would have any real impact unless it is given power from the top
of the Department, and the Department must be given power in the
area of food policy by the President. The history of the Ten-State
Survey 'nlox‘o shows that unless the President and those concerned
with food policy in the ('abinet are prepared to give health a pre-
dominant place in food and economic policy it is impossible to effec-
tively carryout programs that even attempt to examine the state of
the Nation's nutritional health, much less take steps to improve it.

One TIEW official who s«‘tranzl('(l with drafting the departmental

wlicy statement pointed out: “You can't . . . build policy from the
{;ottom up . .. You've got to have some decigions on the big pieces.”

-
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. _ /
A The history of the management of nutrition policy in the Depart-
. ment of Health, Education, and Welfare over the last 8 years.1s
" characterized by conscious neglect. Clearly there has been resistance .
to taking even the smallest action that would support spending for
- food assistance programs of would in any way thieaten the existing
patterns of trade in the food industry. i - -
“The experience with the Ten-State Nutrition Survey and attempts
<< to orgamize nutrition policy within HEW since the White House
' Conference show that effective steps to improve the nutritional health
of the Nation can be taken only as the President and his Cabinet give
health the highest H)riority in food policy and in related aspects of
general economic po iclz. o _ .

In December 1974, President Ford asked the help of the Nationa¥
Academy of Sciences “in a major effort to lessen the grim prospect
that future generations pf peoples around the world will be confronted

. with chronic shortages of food and with the debilitating effects of
malnutrition,” As part of the Academy’s initial response to the Ford
request, published in November 1975, the Academy’s Food and Nutri-
tion Board submitted a report which said :

The urgency and complexity of the situation set forth in the President's letter
demand that prompt action be taken to establish an effective mechanism within .
the Federal government to -bring focus and coherence to U.8. food and nutritiors
policies and programs. This mechanism should include both dotnestie and inter-
national dimensions and should recognize the intimate relationships among food,
agriculture, and health systems. Accordingly, serious consideration should be
given to the formation of a Federal food and nutrition poliey board, a council of
) appropriate departmental Secretaries, or other comparable body with adequate
. s authority to bring about coordination of Federal research ageneles. .

- Whatever the exact form sueh device might take, the key need is for essential

governmental focus on nutrition as it reiates to food supply and problems of
- population health. Such a focus is essential if coordinated action and research
efforts on these important problems are to occur on the needed time seale, In the
past, whereas the medical sclences have ciearly been in the province of DHEW
and the agricuitural gciences elearly the responsibility of USDA, nutrition-~withr
its important relationship to each of these applied branches of biology—has
belonged unequivocally to neither. The unhappy consequences of this situation
have been noted repeatedly. .

The report recommends that responsibility for leadership and co-
ordination of nutrition policy be placed outside USDA and IIEW
in a nutrition policy board. Such a board, composed of the Secretaries
involved in food policy would have the power to effect cooperation
among the Departments. '

In addition, it is necessary to create a post within HEW that will
manage the Department’s nutrition, with power over the nutrition
budget. This office would also coordinate HEW'’s nutrition activities

" with those of other Departments. Finally there is a need to create
in HEW: a staff that will gauge the hen%’t]\ implications of various
agricultural policies and practices and general economic policy as it
pertains to nutritional health.

.
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RecoMMENDATIONS

1. That Congress establish a food and nutrition policy board in the
Executive Office of the President, composed at least of the Secretaries :
of Agriculture, State, and Health, Education and Welfare, to advise
‘the President, coordinate inter-Departmental nutrition activities, and
to prepare, ns part of the State of the Union presentation, an annual
food and nutrition plan for the Nation.

2. That Congress establish in HEW an Assistant Secretary for Nu-
trition and that all funds for nutrition activities within HEW be ad-
ministered by the Assistant Secretary for Nutrition.

3. That Congress establish within JIEW an Office of Nutritional
Health Evaluation that would be responsible for evaluating the nutri-
tional health implicatoins, domestically and internationa ¥ of U.S.
algriculturul practices and policies and to advise on the Impact of
changes in domestic economic policies on nutritional health.

4. That Congress require the Secretary of Health, Education and
Welfare to provide a report by June 30, 1976, on the Department’s
plans in the area of nutrition for the next two years with special atten-
tion to action recommended by the 1971 report What Should Be the
Department’s Role in Nutrition and Diet Pertaining to Health?

L
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: APPENDIX A

BENEFITS FROM HUMAN NUTRITION RESEARCH
" [By C. Edith"Weir] ' :

A

BN

This report is gart of a study conducted at the direction of the Agricul-
tural Research Policy Advisory Committee, U.S. Department of Agri-
culture. A joint task group representing the State Agricultural Experi-
ment Stations and the U.S. Department of Agriculture was gssigned the
i‘esBonsibility for making the study. Task group members were: .

r. Virginia Trotter, co-chairman, dean, College of Home Economics,
University of Nebraska; Dr. Steven C. King, co-chairman, associate
director, Science and Education Staff, U.S. Department of Agriculture;
Dr. Walter L. Fishel, assistant professor, Department of Agriculture

" and Applied Economics, University of Minnesota; Dr. H. Wayne
Bitting, program . planning and evaluation staff, Agricultural Research
Service, %.S. Department of Agriculture; Dr. C. Edith Weir,” Assistant
Director, Human Nutrition Research Division, Agricultural Research
Service, U.S. Department of Agriculture. _

F

work, family and leisure time are among the benefits to be obtained

from improved diets and nutrition. Advances in nutrition knowledge J

and its application during recent decades have played a major role
in reducing the number of infant and maternal deaths, deaths fromr
infectious diseases, particularly. among children, and in extending
the productive lifespan and life expectancy. Significant benefits are
possible both from new knowledge of nutrient andefood needs and
from more complete application of existing knowlddge. The nature
and magnitude of these benefits is estimatéd in Thble 1. Potentiak

benefits may accrue from alleviating nutritionyrelatedhealth problems,

from increased individual performance and satisfactions and in-
creased efficiency in food services. A vast|reservoir of health and
economical benefits can be made available by} research yet to be done
on human nutrition. . . .
Major health problems- are diet rdlated—Most all of the health
problems underlying the leading causes of deatH in the United States
(Fig. 1) could be modified by improvements in diet. The relationship

of diet to these health problems and others is discussed in greater
detail later in this report. Death rates for many of these conditicns.

are higher in the U.S.-than in othes, countries of comparable economic
development. Expenditures for health care in the U.S. are skyrocket-
ing, accounting for 67.2 billion dollars in 1970—or 7.0 percent. of the
entire U.S. gross national product.

The real potential from tmproved diet is preventive—Existing evidenoce
is inadequate for estimating potential benefits from improved diets
in terms of health. Most nutntionists and clinicians feel that the real

Source. Human Nutrition Research Division, Agricultural Research Service, U.S. Départments of

Agriculture. Issued August 1971 by Science and Education Btaff, United States Department'of Agricuitare, .

Washington, D:C.
‘ (67)
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potential from improved diet is preventative in that it may defer
or. modify the development of a disease state so that a clinical condition
does not develop. The major research thrust, nationwide, has been
on the role of diet in tredting health problems after they have devel-
oped. This approach has had limited success. USDA research emphasis
has been placed on food needs of normal, healthy persons and findings
from this work have tontributed much of the existing knowledge on
their dietary requirements. _
Benefits would be shared by all—Benefits from better nutrition,
made possible by improved diets, would be available to the entire
population. Each age, sex, ethnic, economic, and geographic segment,
would be benefited. 1he lower econemic and nonwhite population
, E;oups would benefit most from gffective application of current
owledge. - B ‘

- These savings are only a small part of what might be accomplished
for the entire population from research yet to be done. Some of the
improvements can be expressed as dollar benefits to individuals or to
. the nation. The social and personal benefits are harder to quantify

and describe. It is difficult to place a dollar figure on the avoidance
of pain or the loss of a family member; satisfactions from healthy,
emotionally adjusted families; career achievement; and the oppor-
tunity to enjoy leisure time. ,

Major health benefits are long range—Predictions of the extent to
“which diet may be involved in the development of various health
problems have been based on current knowledge of metabolic path-
ways of nutrients, but primarily of abnormal metdbolic pathways
developed by persons in advanced stages of disease. There is little
understanding of when or why these metabolic changes take place. The
human body is a complex and very adaptive mechanism. For most
essential metabolic processes alternate pathways exist which can be
utilized in response to physiological, diet, or other stress. Frequently,
a series of adjustments take place and the ultimate result does not
become apparent for a lgng time, even years, when a metabholite such as
cholesterol accumulates. ]%arly adjustment of diet could prevent the
development of undesirable long-range effects. Minor changes in diet
and food habits instituted at an early age might well avoid the need
for major changes, difficult to gdopt later in hfe.

Regional diﬁerences m diet related problems.—The existence of
regional differences in the incidence of health problems has been
generally recognized and a wide variation in death rates still exists
among geographic arcas. These differences in death rate may reflect
. the cumulative effect of chronitc low intake levels of some nutrients
throughout the lifespan and by successive generations. A number of
examples of regional health problems attributable to differences in
the nutrient content of food or to dietary pattern could be given.
Perhaps the best known is ‘‘the goiter belt” where soils and plants were
low in iodine and the high incidence and death rate of goiter was
reduced when the diet was supplemented with iodine. Another situa-
tion existed in some of the southern states where pellagra was a
scourge a few decades ago. Corn was the major food protein source for
low income families in these areas. The resulting niacin deficiency
raised the incidence of pellagra to epidemic proportions.
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Migration from the high death rate areas almost always results in a
reduction in the death rate, although the improyement never ap-
roaches the level achieved by those who were born and continued to
ve in the low rate areas. Similarly, persons who move from low rate
areas into higher rate areas lose part of the advantage. If the death
rate for one of the high death rate areas, Wilkes Barre, Pennsylvania,
were applied to the entire U.S. population, 140,489 more persons under
65 years would have died per year during the period 1959-61. If the
death rate for one of the lower rate areas, Nebraska, had prevailed,
there would have been 131,634 fewer deaths. The highest death rate
areas generally correspond to those where agriculturists have recog--
nized - the soil as being depleted for several years. This suggests &
possible relationship between submarginal diets and health of succeed-
mg generations. . : ' .

.

TABLE 1.—MAGNITHDE OF BENEFITS FROM NUTRITION RESEARCH

- . - - "Potential savings from iriiproved
Health problem Magnitude of loss dist . .

. PART A. RUTRITION RELATED HEALTH PROBLEMS S

Heart and vasculatory..... ... Over 1,000,000 deaths In 1967 .«.eoceimeeemeacnnes ‘ C
Over 5 mllll(zgepeogln with definite or suspect hieart” 25-percent raduction.

. dlngs- in 1960-62.
. ‘:31.6 ftllon 10 1962, o ceeoeoooa oo e vevanmen—n 20-percent reduction,

Respiratory end Infectious..... 82,000 deaths per year_........ -

. 246 milfion incidents in 1967 . __. .. - 20 percent fewer incidents.
v 141 milllon work-dayslostin 1965-66.. __ 15720 percent fewer days fost.
166 milllon.schoot dayslost.......... . Do.
$5 milllon in medical and hospital costs. 1 million.
1 blltlonn cold rentedies and tissues. . ... R 20 miition.

Menta! heaith. .ceeeeuenn . .5 percent of rorulatlon of 5.2 million p-or 0 percant fewer disabilities.
severely or totally disabled. 25 million people have- -
manifest disability.

tnfant mortality and repro- infant deaths in 196779000 .. ... ceiiiiaie 50 percent fewer deaths,

duction, {nfant death rete 22.4 per 1,000__ . Do.
Fetal death rate 15.6 Jm,l,ooo Do. N
Maternal death rate 28.0 per 100,000 live births...... Do, .
Child death rate 14 yrs.? 96.1 per 100,000 in 1964 ... Reduce rate to 10 g-r 100,000,
) 15 milljon with congenital birth detects. _......... .3 !;:lrltlll‘los l'e::‘t"s“ children. with
: _defects.
Early aging end lifespan.._.. 49.1 percant of population, ebout 102 million people 10 million people without im-
heve one or more chronic impairments. pairments :
Peopls surviving to ege 65: Percent
White males. .o oveeeimcceiiaannns 66 1 gorcant improvement per year
Negro meles. .. U 0 90 percent surviving.
White femalss... - a .
Negro femelés. . 64
Life -xgmnc in ye
White mafes._. . 67.8 Bring Negro expectancy up to
Negro males_ .. 61.1  to White,
White females. . . 75.1
Negro femeles.. .. .. 68,2
ArthritlS. oo loeeemocacnen 16 million people efflicted. .. . .. ...c... .- 8  milllon people without
efflictions.
27 mittlon work days Jost. .. oo e 13.5 million work dl{;.
500, 000 people unemployed. iy

125 000 ?nople employed.
?90‘) mifllon per {ur.
0 percent reductionin incidencs,
severity end expenditurss.

Annual cost $3.6 billlon_ ... __.____...._
Dental health. .o ... ... 44 million with ginglvitis; 23 million with edva
periodontal disease; $6.5 billlon public end frivat-
expenditures on dentists’ services in 1967;-22 mil-
fion endentulous persons 9 in 8) In 1957; 14 of all
3 mﬂ}novnr §5 have no testh. ’
LA\m|

Diabstes and carbohydrete lon overt diabetic: 35,000 deaths In 1967; 79 50 percent of cases svolded or

disorders. %nnt of people over 55 with impaired glucose  Improved.
okstence.
0ste0porosls. . oo o-ooo.... 4 mililon severe cases, 25 percent of women over 40... 75 percent reductlon,
ObeSityeueeeeccnaacacaenn 3 miltion edolescents; 30 to 40 percent of adulls;: 80percent reductioninincidence.

60 to 70 parcent over 40 years.
Anemia and other nutrl(ﬁf See improved work sfficlency, growth and develop-
deficiencles. ment, and fearning abiiity

AlcoBOlISM. v eeeeeecemeaeen 5 million alcoholics; ¥% ere addicted__....... eieee. 33 pgcun!.
. 0.
Do.

About 24,500 deaths 10 1967 caused by slcohdi...._..
Annual toss over $2 biltion from ebsenteelsm, lowered
production and accidents,
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TABLE 1.—MAGNITUDE OF ‘BENEFITS FROM NUTRITION RESEARCH—Continyed

: : Sy Potential savings from improved
Health problem Magnitude of lof3 . - diet 'p :
Eyesight.uo oo oo ... 48.1 po;unl or 86 mliilon glggoo over 3 years wore 20 percent fewer peopls blind or
correcﬂvo snses in 1966; become bind every  with corrective onn:
year; 3103 million in walfare. o

t of women ages 9 or more with vitamjp -
intakes below rocommondod dall¥ allowances.
Alergles. o e e 32 miltlon people (3 percant) are sliergic..

F on pecn 5 Darceni) aiiegic 10 ik,
7-15 miltion peaple parcen rgic to mi R
Dvor 693 lhgusand per:on: ¢} i: 3[’00) allergic to

Dlnslivc ................... 8’95 thousand wark-day {ost; 5,013 thotisand school- 25 ercent  fewer .acute
’ ﬂly:.lrm 'Alhoul?.l) million incidents of acute condi-  con itions. '
on annua
$4.2 billion aynnual cost; ¥4 million persons with Dvor $1 biilion In co:ls.
duodonllhulcor: $5 million ennual cost; 4,000 new
cases 83c

Cosmatic..... Lo

.. 20 po\tconl people relieved.

. 90 percent peopie relleved.
Do.

day
Kidney and urinary._. ---- 55,000 deaths from rena! failure; 200.000 wlth kidnuy 20 percent reduction in deaths
8 and scute conditions.
Muscular disorders....___* 10 parcent ruduclmn ln cases.
ancer_ . .._...__..
and doath: .
PART B. INDIVIDUAL SATISFACTIONS INCREASEn
Improved work efficiency_..... .. .. . c._.... e mean e e eaaaas . 5 por%ont‘incua:u in on the loh
productivity.
Improved growth |nd de- 113,000 deaths from |ccldont 324.5 million work-days .25 percont fewer deaths and
velopmen fost; 51.8 milllon people needing medical attention work-~days lost.

and/or restricted activity.
Improved luarnlng uhlhly.... Over 6.5 mllllon mentally retarded persons with 1.Q. Raise l? by 10 golnts for persons
' below 70; 12 percent of schoo! age children need  with 1.Q. 70-80..

, special oducallon X
PART C. INCREASED EFFICIENCY IN FDOD SERVICES Y
Improved efficiency In food _.___....____.. s P Ve Not estimated.
prupauuon and meny . . :
planni nF
Reduced losses of nutrionts . _____________ e e e e ———————— +Do.

'

in food storage, handling,
and preparation.

Improved efficiency in food Do. ‘
selection.

Improved efficiency in food Do.
programs.

LEADING CAUSES OF DEATH
Rates per 100,000, U.S. 1969

Diseases of Heart . Ml e

Malignant Neoplcosms

Vascular lasions affecting
cantral nerveous system

Accidents

Influerza and Pneumonia

Certain diseases of carly infancy

Dicbetes Mellitus

General Artefiosclerosis

Other Bronchopuimonic dissases
- Cirrhosis of Liver

" All other causes 145.3

SOURCE BUREAU OF THE CENSUS

4 Figure 1
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’ - APPENDIX B

ECONOMIC BENEFITS FROM THE ELIMINATION
" OF HUNGER IN AMERICA

[by Barry M. Popkin®]

ABSTRACT

The relationship between the elimination of malnutrition and im-
proved mental and physical performance, and lowered mortality and
morbidity rates are examined. - :

These relationships are used to determing the economic benefits

" which will accrue to this society and the poverty population if mal-

nutrition is climinated. These benefits can also be viewed as social
costs of continued malnutrition. :

Traditional human cdpital framework is utilized to determine the
present value of the benefits which will accrue over the lifetime of the
resent malnourished poverty population. The most significant gain is
rom higher educational achievemnent. In this area, the elimination of
malnutrition among 3.3 million poor children will produce a $6.3 to
$18.8 billion increase in GNP over the lifetime of these-children. The
range of total economic benefits from the elimination of malnutrition
will be between $14.4 and $50.3 billion.

INTRODUCTION N

Hunger and malnutrition have been a key concern for many in this
nation. Accompanying this concern about hunger’s causes and effects
have been n myrind of proposals and programs dealing with the
perceived problems. ,

Any program which attempts to: deal seriously with this problem
will be costly. On the other hand, it is costly not to take action against
hunger. The cost of such inaction can be viewed as the potentia)
economic benefits from the elimination of malnutrition.

"This paper examines certain of these benefits which may come from
the elimination of malnutrition among America’s population under the
poverty line. Only the effects on economic performance of the poverty
population were calculated in this study. Tﬁese benefits can be broken
down into five categories. Excluded are the external benefits to the
nonpoverty population and numerous nonquantifiable benefits to the
poverty population. . .

*Barry M. Popkin 15 a researeher with the Institute for Rescarch on Poverly. Thig study was based on
moterial developed for the U.8. Sennte Committe on Nutrition ond Tluman Needs in July 1069, This
study wns financed by the Institute for Research on Poverty at tho University of Wlscomln‘gursunnl to the
Ecaonomic OpportunM Act of 1004, 8pecial thanks go to Professors Ralph Andreanp and W,

of the University of Wicconsin, and Nancy Amidel of the Sonate Committee and Professor R. Lidman of
Oherlin for thelr assistance. Economles gradunte student Stephen (Jold was the research nsslstant for this

study.
(71
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These categories are ?resented below with their cumulative economic
benefits in parentheses.

1. Education.—Improved nutrition improves learning through what
we believe are structural changes in the brain, prevents an interruption .
of cognitive development, and increases the ability to concentrate and
work ($6.4- $19.2 billion). _ .

2. Physical performance.—Improved nutrition increase the capacity -
for prolonged physical work, raises the ‘productivity of workers and
increases tﬁe motivation to work ($6.4--$25.8 billion).

3. Morbiudity.—Improved nutrition results in higher resistance to
disease, and lowers the severity of disense ($201-$502 million).

4. Mortality ~Improved nutrition decreases fetal, infant, child
and certain types of maternal mortality ($68-$157 million).

5. Intergenerational effects.—Improved nutrition makes healthy
mothers who have healthy children. Also, better educated parents

. lead to better educated children ($1.3-$4.5 billion).
- These computations indicate that if malnutrition among members of
-. the poverty population were eliminated, the present value increase of
<~mational produet, conservatively estimated, would be between $14.4
© and $50.3 billion, assuming LIZnL motivation, training level, need
achievement, and time horizons would remain the samre- It should be
noted that although all these relationships between the various cate-
gories such as physical and mental performance gre quite clear, man
of the specific interrelationships have not been examined for their
effects on large populations. These relationships are mainly based oh
small studies and interferences drawn from aboratory and clihical
findings.

This study consists of three parts: First, estimation of the number
malnourished; second, determination of the economic offects if
malnutrition. were eliminated ; and third, evaluntion of the biases of
the analysis.

I. BSTIMATION OF THE “MALNOURISHED POPULATION"’

Nutritiona} statns tends to be closely linked with income. Thus
the highest foncentration of malnourished people is found in the
poverty poppilation below the poverty line. In fact, the poverty lie
15 based on/an income level necessary to avoid severe malnutrition.
However, the amount indicated is not adequate for urban families
where o family of four with an income of $5,500, or $1,000-$2,000
ubove “poverty,” probably would not be able to purchase enough
foods. Actually, these families should be classified as poor under a
poverty budget based on a realistic food plan.

Biochemical studies of blood and urine were used to determine
the percent inalnourished in various age-race-geographical groupings.
An general, biochemical findings are quite valid as a measure of
nutntional status.

As no comprehensive national study has been made to determino
the percent 0} malnutrition among the poverty population, the data
used here to provide a picture have been put together from many

! The lesg tangible affecta of hunger and malnutrition—Iistlassness trritabNity, depreazlon—woere not
valuated but eannot be diamisced. Btructural problems such as weight, hclght, trog!fe bones, and the tralng-
bility of muscies were not valuated. ,

ERIC 7
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sources.? "Among these are small scale studies such as those done by
OEO on Head Start mothers and children. Much of the data used 18
token from unpyblished reports made by OEO or the Senate Com-
mittes on Nutrition and Human Needs. Table 1 shows the poverty

opulation; Table 2, the percent malnourished; and Table 3, the
qnourished population.-

TABLE 1.—POVERTY POPULATION

Non-South . oy South
Urban Rura Urtian Rurat

: ton- Non- Nen- Nen-

Ags White white White white  White  white White white Total
0tol 180,810 183,520 141,120 2,960 53, o0 44,992 114,170 64,528 786,000
1105,. 665,173 1, 160, 621 519,551 19, 654 198,433 281,591 418,824 403,839 3,657,686
$t017,.cnennnns 1, 650,610 937;870 1, 166, 022 64,398 570,102 607, 625 1,248,728 1,141,972 7,387,327
Uto kai of aver,

workln :

alest....... 1, 444, 000 348,516 1,053,192 42, 339 562,522 288,106 1,150,208 602, 571 ........ P
14 to 65 or over,

working . :

fomates. ...... 2,007, 796 505, 787 896,074 42,209 547,103 313,900 679, 049 363,150 .ooee... ..
Pregnant R

women, 14 to :

L7 T 559,341 299, 649 203,265 16,683 144,630 146, 556 14q, 840 100,348 _.........

1 Few men end women ege 14 to 17 work. Most of this age group are included 10 tho ogo 6 to 17 group.
USDA's lowost priced food plan (economy plan)-

Sourcs: 1967 current population survey with pgverty tevel based on the

TABLE 2.—POVERTY POPULATIOR MALNOURISHED

{Percent matnourished]

Non-South South
Urban Rurol Urban Rural
Age White Nonwhite White Nonwhite White Nonwhito Whits  Nonwhite
Q2. . 30 57 38 25 33 54 30 60
2105. . 28 45 19 19 21 40 20 20
51016, 15 40 20 35 30 46 17 25
161059, ..... 30 50 22 65 35 €0 20 40
Pregnant women. . + 35 65 40 63 60 70 70 60

Sourco: Popkin, Borry M.,
Senato Committeo on Nutrition and Human Reéds,

TABLE 3.—MALNOURISHED POPULATIOR

“Economic Benofits from the Elimination of fotnutnition,” study proparod lor the U.S.
July 1969,

Non-South South
Urban Rural Urban Rural
2 Non- Nen- Hon- Non-
Age White whito  Whita white  White white  Whito  white Totai
104,606 53,625 740 17,787 24,296 34,251 38,717 328,265
517770 98,715 3,734 41,671 112,636 83, 765 121,152 1,165,700
375,148 233,204 22,539 171,031 279,508 212,284 285,493 1,826,799
174,258 231,702 27,045 196,883 172,664 230,042 241,028 1,707, 822
252,894 107,136 27,438 191,486 187,854 135,810 145,260 1,740,215
195,769 194,722 81,306 10,510 86,778 102,589 1C4,888 6L, 200 836,771
1,719,301 1,619,407 895,688 92,804 705, 636 879,747 801, 040 891, 859 7,605,572
Source: Combination of tabies 1 and 2.
—_—
3 Tho Nationnl Natrition Burvey In 10 states, whilo completed for nnrx\m:cs of data collection, has not
beon analyzed and hao been only artlally releaced. It is gonerally accopted that HEW does nof want to

publich tho results because tho In

denco of ma
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inutrition was found to be to wideapread.
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II. CALCULATION OF ECONOMIC BENEFITS

4

Quantifiable, economic benefits from the elimination of malnutrition
may bé realized in the areas of mental performance, physical perform-
arice, morbidity, mortality, and intergenerational oﬁ'gct.s.” All of these
effects can be estimaged. Each aspect will be taken up separately.

A few points must be kept in mind. First, the malnounshedpwho are
hospitalized include not only the patients, almost all young children,
of course, who are classified in ospital records as suffering from
malnutrition but also many of those who are classified under other
headings, with illnesses to which mild, moderate, or severe malnutri-
tion contributed to a lesser or reater degree, although their immediate
need for aid was precipitated by an intercurrent illness. Just ns a man
with terminal carcinoma of tbe'Kronchus dying of pneumonia should be
considered as dying not of pneumonia but of the underlyin causes, 80 a
child with moderate or severe malnutrition who dies from gastro-

,enteritis should be considered as dying from malnutrition. In g tell
“nourished child, the gastroenteritis: probably would not have been
fatal or would not have occurred at all. Second, many economic benefits
from the elimination of malnutrition will be excluded from considera-
tion in this study. The major exclusion js the cost incurred in connee-
tion with the trentment 01! the malnourished. Doseribed briefly, that °
i3 the cost of medical services includin the cost to hospital of in-
patient treatment of malnutrition and refntod direcases and the cost of
out-patient and health centers and other clinic treatment, plus the
cost to parents or person involved, including the cost of treatment by
rivate doctor, the cost of transport to and from treatment and for
Kospit.al visiting, and the cost to responsible relatives of time lost
from work for all these actions.*

A. Mental performance—Education achievement

If malnutrition among poor children were eliminated,s economic
benefits would come about because these children would e’ capable
of 10-30 percent higher mental achievement. This higher achievement,
would result in both a 10-30 percent higher performance in cach grade
and a 10-30 percent reduction in the number of grades repeated by
these same children. The causative relationship between the higher
achievement’and improved nutritional status is Ymsod upon a detailed
analysis of the clinical nutrition literature and discussions with many
nutritionists. A fow of the more significant studies are referred to in
this paper.

There are 3.3 million malnourished children living in poverty. The
total gain inhigher mental performance would produce g gain in life-
time earnings of $6.4 to $10.2 billion, mainly in higher achievement.
These figures are present values. ‘

1. Relationsh;

There arethree aspects to this relationship. First, malnutrition
increases the incidence of permanent brain damago significantly among

! Bamo of the sources aro dontatned in {B* following coction. A detafled 12-pagn hibllography In avatlshle
from tho author u{)on requost. Modical and cfinteal nutrition Journals and books provided moat of the In-
formation roquiired for this analycis.

© 'R, Cook. “Tho Financial Cost of Malnutrition In the ‘Commonwealth Cartbbean’,” The Journai of
Tropleal Pedlatries, (June 1008): €0, 61.
. [4
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children aged 04 years.s If the under nutrition occurs after the age of
three years, there probablK will be.no permanent damage..

8econd, malnourished children even 1f they have not suffered brain
damage, may suffer retarded co%muve development. The apathy of
nutritional deprivation (especially anemia and protein deficiency)
results in poorly developed inter-sensory integrative perforinance.
Often the results of this apathy and listtessness is questionable but
Dr. Joaquin Cravioto sees these aspects of the infant’s behavior
leading to a progressive withdrawal from the environment.® The

* inactive child does not deal enouih with visual and tactile sensations .
and has fewer contacts with other persons. In total he does not
utilize the stimuli around him. This leads to ecither a delay in the
conditioning or the effective production of conditioned reflexes.

. . . - . kN .
“Evidence already exists that the lag in the development of certain
varieties of inter-sensory integrations have a high cofrelation with
backwardness in learning to read” and . . . “can interfere with a
second primary educational skill—learning to write.” 7

Third, children aged 6-18 cannot utilize fully the potential to con- .
contrate and work displayed-5y well-nourished children of the same
background. ITungry students are unable to concentrate, have ﬁ)oor
jiudgment, are irritable, moody and unable to sustain mental applica-
tion. Controlled studies done in Asia, Africa, and the United States
have shown that increased food intake produces changes in mental
performance.® - ‘

Two highly significant and suggestive studies within the United
States were done, one in rural areas, the other in an urban area.
During a 3-year study in isolated and stable Kentucky county school
districts, children of the experimental schools with improved nutrition
gained 30 months in niental age, compared to 15.5 months gained by

the children of the contro}l schools —a difference of 14.5 months (a
;[)(-rfornmn('(- 04 S)(-r('ont better than the control group).” In 1944,

Cugelmass, Poull, and Samuel conducted a study on nutiitional
E)or ormance in normal and mentally retarded children in New York

‘ity.!® Fifty of the children classified gs normal malnourished and 50
as normal well-nourished were matched for chronological age, 1.Q.,
and interval between Kuhlman-Binet or Stanford-Bincet tests. Follow-
ing a period of observation which varied between 1, and 3% years,
the malnonrished grouI) with the nutritional supplements showed an
average I.(f. incrense of 418 points in contrast with an average of 0.9
for the well-nourished group.

_ -

1 Cravioto and Delieardie qualify thelr findings by the duration of the untreated malnutrition and the
perlad of Infancy. Almo they feel the questlon of permanent retardation remalns open. Also they feel it ia
difficult to-"distinguinh the particular contributions of carly rovero malnutrition, ndequato environment,
and experimental «»Fportunmon to defecti vo cognitive function,”

1. Craviate and . R. Delieardie, “The Long-Term (‘m&oqumrm of Protein.Caloric Malnutritlon,”
Nutrition Rettews, 29, No. b (May 1971) 111, Also, Joaquin Cravioto, "*Mainutrition and Behavioral Davel-
«’)Jnmont In the Procchool Child,” from Pre-Schonl Child Malnutrition, Notlonal Academy of Selences—
Natlonal Retearch Councll, Miblieation 1282, Washington, 3. C. 1966,

Urorgn R. Graham, *' Effect of Iofantlle Malnutrition owyUrowth,*’ Federation Proceedings, 26, (Januory-
Fobruary 1987 134, t

¥ Joaauin ('ravinto, *"Malnutrition and Behavioral Dovolopment in the Preschool Child,"! from Pre-School
Child ) ?)lnurﬂ;gﬂn, National Acadetny of Sclences—National Recearch Council, Publication 1282, Wash-
fngton, D.C. 1066, B

grmqnln Crovioto, Elsa Deldeardie and Tlerbert (. Blreh, *Nutrition, (rowth, and Neurointegrotivo N
Dovelopment An Fxperimontal and Ecologio Btudy,’” Pediatrics, 38, No. 2, ﬁm 11 (August 1060).

! I!otg of thazie quotes are taken from Cravioto, 04 al. “Nutritional Growt ," p. 859.

¥ Ethel Austin Martin, Nutrition in Actton (Now York: Holt, Rinchard, and Winston, Ine.. 1063): 213,

Novin 8. Herimsohaw, “Nutritlonn and Maental Doveolopment” (Paper delivered at the Twenty-Fifth
Anniversary Commomoration of the Nutrition Foundation, Inc., November 17, 1966): 13, 14.

Roger J. Willlams, Nutrition in o Nutahell (Now York; Doublndn{ and Company, Inc., 1062). -

 Maurico I, Heay and Loonard E. Meeeo, **Blonne Experiment in Eontucky,” Bullefin of the Bureau

- of Bocinl Bervicas, (Collego of Eduention, v. 18 (University of Kontueky, Juno 1044): 68.
10 Herimahaw, **Nutritlon and Mental Development.”
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2. Economic Benefils

The pertinent economic benefits from higher mental performance
were calculated by using the lifetime income differential between high-
school drop-outs and high-school graduates.” There are two basic
assumptions which justify this: First, gainsin yearly achievement have
the same implication for future earnings as do gains in knowledge
resulting from more years of schooling. Secotrl, short-term gains in
educational achievement can be maintaine l{m’or time. Some children
with better nutrition will attend school for an extra year while others
will gain in achievement. The extra year in school and the gain in -
yearly achievement will be assumed :to have the same impact on a
person’s earning potential. Among malnourished children aged 0-5 and
6-18, 10-30 percent higher achievement will be gained by eliminating
malnutrition.

The income differential between high-school graduates and drop-outs
is fairly: representative of what additional schooling (or an increase in
achievement) is \\()rth in economic terms. . why the drop-out-

ﬁ’ gradiate differential is more np{noprmte is that average educational

&% attainment for un(lor rivileged children falls within the tenth to

" twelfth grade rapge. If more is learned in earlier vears and is main-
tained, it would in most nkin to lengthening the average period in
high s¢ lu)ol movi "1 1t closer to the twelfth grade level. o
- In Table 4 the résiiits of those caleulations of higher porformnnce can
be found. The' percentage discussed earlier were used here. The total
impuet of increased educational achievement from the elimination of
malnutrition ranges from $6.3 billion to $18.8 billion. These lower and
upper bounds gno the range of benefits attributed to higher u(-lno\ e-
ment.

TABLE 4 —ECONOMIC BENEFITS OF EDUCATION, EDUCATIONAL ACHIEVEMENT—CHILDREN (0- 17)

Nonsouth South
l;!;n R'ur-ai T Urban o Ruul Total
White: S .
Lowes limit. . . $922, 769,720 $728, 909, 486 $435,762. 503  $624, 465, 180
Upper lumit L ... . 2,76B,309,159 2,186, Ifﬂ. 459 ], 307,287,510 1,873, 195, 540
Nonwhite -
Lower et ... ... . 1,885,935 890 51,070,778 787, 321, 464 842,001, 197

Upper limit,_ .. 5,657, 807. 669 153,212. 333  2,361,964,392 2 526,004, 192

Total:
Lower mit.,. .. | . . AP . 36,278,736, 418
Upper imit._. . . L . 18, 834, 709, 254

Noto Numbor: may not add duoc to mundmg

11 Tncame dota was avatlable for each grouping trom the Current Populatlon Snrvey  Presont valiyes were
ealeulnted udng stnndard ratea of survival, 8 6 pereaut {nteraat rate and v ! pereent growth rale o3 pegrent
discount rate'. An explanation of the present value conet ptoand the tables of present values for varjous
oduention levelsean be obtaloed from the nuthor

" Thamaa . Ribleh, Fiutation and Porerty, (Wualungton, D € The Brookings bostitution, 1968 68 70,

For o further discustton of this sublect see rhu stere | and 4 This income ditTerentinl was caleulated from
the Current Population Reporta. Rerleg P-60, Na 3 which gives the pre.ent value of iifetiime incomes r
for n normal populstion and the present value for the poor.

he poverty population values were not used due to peculiarity of the data for high-school graduates and
ahove Much rezenrch hns Indicated the dificulty with eduention aid poserty linkngoes Theco vajuer wers
thon deflated by nbous 2 percent The reacond for this are strsight-forward The ineome ditferentinl between
droponts and graduates for the normal populatibn muast overstate thia ditlfefentinl since persons in the
poverty suhgroup would have Igyer nverige and letirne income 1t s the ratio of the tigh sehool gradunste
differontinl for panple with les an &3,000 Income versis peaple with tncoine of $3,000 5,000 1rue to the
fart that edueastion lq lass lmf ant for poor people, their differentinl will peak earlier than she normal
wpuintion Thua, the results of the defintlon are somewhat conseryvative The 20 percent figure wan obigainsd P
’rnm unpublighad r-~qu-.\\*rh by Profeasor Robinson Flollistemy forineriy of the Univerairy of Wineanain, now
o visting profeasor at Princeton Univergity. The conclusions of Lester ‘Fhurow's Brookings Publle mnn
I'averty and Insertmnination, reinloree thias technique.

;
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Also, there will be a 10~30 percent reduction in the rate of grades
repeated by these same chil(Yren. Table 5 contains the repeating
(flunk) rates for the poverty population. The economic benefits re-
ceived for lowering the failure rate are found in Table 6. The results are
determined by taking the number of malnourished children of from
6 to 17 years of age (the school population) and multiplying this by
the respective failure rates to determine the number og) children who
fail at least one dyea.r of school. The percentage reduction in this rate
was then applied and, finally, the current income for 18-year olds was
used to determine economic benefits. It is assumed that the reduction
" of failure rates means those children who will no longer repeat a grade
~ will now receive income at least 1 year sooner and, thus, income at
age 18 was used. The range of benefits would be between $122,889,801

and $368,669,703. \

TABLE 5.—RATE FOR REPEATING GRADES AMONG LOW-INCOME CHILDREN

, White ° Nonwhite
Rurgl Urban Rural Urbao
R
L TR 0.7044 < 0.2213 0.2730 0. 2699
S FOMAlO e irea et L1808 C L1770 . 2288 a2n

Source: John Conlisk, **Determinants of School Enroliment and School Performance,” *The Journai of Human Re-
sources,”” vol. 4, No. 2, spring 1969. Tho faliure rate used is for boLa and &rls age 10 to 13. This i3 l}aﬁmtmalely the
a

madian for the sges 7t0 9, 10to 13, and 14 to 15. Oata were not avaiiabie for the ages 16 to 17 when the failure rates tend
to be higher. .
TABLE 6.—ECONOMIC BENEFITS OF EDUCATION. FAILURE RATE REDUCTION (6 TO 17)
Nonsouth South
Urban Rural Urban Rurat Total
White:
Lower fimito. ... ... .. ... $14,637,1 314,517,143 310,111,040 $13, 214,856 ... __....__.. -
Un{m Mmoo 43,911, 5 43,551,429 30,333,119 39,644,568 ..............
HNonwhite:
. Lower llm{l ....................... 21,137,613 1,686,794 20,219,211 21,365,997  .._..........o
;g Uppertimit................. ... 81. 413, 019 5,060,381 60,657,632 64,097,991 . . .. ...
' Tnmﬁd timi 122, 889, 901
owerfimit. ...l Vo e ieieiaaaa. . 883,
Upper imi .. .. .. L e ... e . 368, 669,703

Note: Number may not add due to rounding.

B. Physical performance—Worker productivity

Economic benefit from the elimination of malnutrition will affect
worker productivity. Malnourished working people in poverty (1.71
million: men and 1.74 million women) will experience a 10-40 percent
increase in their productivity. The resultant lifetimie economic bene-
fits to this society from this productivity-gain will range from $6.5
to $26.9 billion.

1. Relationships

Caloric requirements for work are one of the three major require-
ments that must'be satisfied by the energy produced from food. The
other two are basal metabolism requirements to keep up the life proc-
¢sses (1600-1800 calories) and growth requirements for children,
adolescents, and expectant mothers. There 13 n close correlation be-
tween adequacy of work calories and work productivity. If the work
‘calories are below the required amount for the activity being under-
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taken, two things will happen. First, the body will adapt somewhat to
this Lower food intake by avoiding effort. Second, the body will lose
weight. :

umerous studies done in the Upited States and other Western
industrial countries illustrate the significance of this relationship
between improved nutrition and physical performance.®® One of the
best controlled studies wys done with aircraft workers in Southern
California. “One group ol workers was given large doses of geveral
vitamins 5 days a week for 9-13 months; a control group was given
placebo. During the last 6 months the vitamin group showed statig-
tically significant superiority-over the placebo group in absenteeism
(3.90 days compared with 4.79 days), in tyrnover oFlabor force (8.4
per 100 as compared with 13.5), and in ment ratings based on a careful
appraisal of eficiency.” '*_

able 7 shows the relationship between additional protein intake
and an improved cugncity for work. These studies had poor controls
and leave.much doubt of the significance of this relationship.

TABLE 7.—PROTEIN INTAKE AND CAPACITY FOR WORK!

5

.

Intako of ntake of g
calortes protsin per
Year, occupational groups, and *'performance capacity® per day kilogram

1939-41—Minaers (Germany):
Rizi

(L1511 N Caaaieeieeaan Gonoecannee taan 3,800 1-1.2
Fllllﬂ# ............................................................. ey . below 1
1942—Gardeners (England):
Unchanged.................._.. R, . e eia 3,000 1.0
Falling .. ... oo .7
1946~ Sclentists (United States)
nchanged....... ... .8
Stesp rico after 6 woeks 1.6
1951 —Studenta (United States):
Doutling of muscle power in 12 woeks’ training period 2.0
Slight increase in 12 weeks . 1.0
No change In B weeKS . .. ... et e a i .8

* Kolter and Kraut, **Work end Nutrition,"” p. 73.

2. Economic Benefils

The pertinent economic benefits were calculated only for the
malnourished working population between'the ages of 14 and 64. The
increase in worker performance of 10-40 percent depends on the degree
of labor intensity and the previous nutritional status of the woriror.

Thao calculation of benefits is based on one assumption: The em-
ployment picture of each worker from each race-sex-region cohort is
assumed to be constant. Thus, his productivity will increase but his

" job and salary will not change so each worker will not capture his

FRIC
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Increase in productivity. )
Then, the benefits to society for each workers’ improved pro-
ductivity are the 10-40 percent increase in productivity, times the
Eresont value of lifetime ecarnings for his sex-race-region-group.
enefits of $6.5 to $25.9 billion will necessarily acerue to society 1n
terms of increased productivity. These benefits are calculated in
Table 8.

3 The Keller and Xrnut and the UNFAO articles summarizo mnn;' of theze studies.
W. D. Kellor and H. A. Kraut, *Work and Nutrition,” (Geoffrey H. Bouruo, ¢d., World Rectew of Nutrition
and Dietetica, V. 3, (Nevw York: 'ﬂnfnnr, 1902), 4
W. W. Tuttlo and Edward Herbert, “Work (apacity with No Breakinst and o Mid-Morning Break,"
Journal American Dietetic Anoctation, 4, (August 1960).
m!';lltod Nations Food and Agriculture Organization, Nutritfon and IWorking Ffficlency (Rome. UNFAOQ,
12},
(. E. A. Winglow, The Cost of Sickness and the Price of Health, Wotld Health Organizatien ((Genova, 1051).
1t Winalow, The Cost of Sickness, p. 35. .

i
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TABLE 8.—ECONOMIC BENEFITS PHYSICAL PERFORMANCE, WORKERS 14 TO 65 PLUS

No‘nsou}h’/ ' ~ South :
Urban . Rural Urban Rural Totah, -
’ . . . "‘:»}s{}‘-
54
Mate: . e
White: . .
S Lower limit. _ ... $873,634,440  $477,931,715  $432,866,964  $488, 632, 212
N v‘vjﬂ:r fimit_ _______3,494,537,760 1,911,726, 862 1,731,467,855 1,954,528, 848
onwhite ;. e .
. . Lower limit. . ._.___ - 489,710,030 64, 940, 103 430, 569, 651 532, 998, 526
}yﬁ)perllmlt ........ 1,838, 840,119 - 259,760,436 - 1,722, 278,604 2,331,994, 106
“ Femavl‘eh:_ ’ . - »
i S
I . or limit. ... 187,377, 540 242, 496, 994 227,542, 814 152,283,753
AN ¥ U# li Ku,‘(j: ¢ s, 1493510, 163 059, 987, 974 910, 171,255 609, 135, 021
« v Nonw I\x v > :
. . LoweMlimit. ... 610, 637, 852 51, 184,602 363, 722, 915 216, 350, 244
R UD'IPetra} mit. . 2, 442,551, 410 204,738,406 1,454, 891, 659 865, 400,976
A otal: ; :

- Lower limit. ___ . 6, 462, 880, 361
Upper limit_ ... : : . 25, 851, 521, 454

C. Morbidity and Resistance to Disease

As a result of better nutrition, fewer work days will be missed due
+to illness by the 3.45 million working poor. The days lost from work
(morbidity rate) will be reduted 10-25 percent. The ebonomic benefits

. from this will be $200 to $500 million. o ' )

- 1. Relationships : o
R. J. Williams summarize$™this relationship' when he states that

. “egvery amino acid, mineral, and vitamin which contributes to the:
health and vigor of one’s body is in & sense an anti-infective agency
*  because resistance to disease is a sine qua non of continued existence,
“and resistance is the highest in those in which the cells and tissues most
intimately involved in disease-resistance processes are nourished at the
highest level of excellence.” ** ;
Poor nutrition ean lead to a greater incidence of bacterial, viral,
richettsial and protozoal infections. Some ‘of the mechanisms of this
ergism are interference with antibody response, alternation of .
tsgue integrity, interference with non-specific protective substances,
specific destruction of batterial toxins, and nutritional alteration -
oFfendocrine balance.® Protein, iron, vitamins B and C are key
nutrients. The following are examples of these relationships. /
¢ a. Leithch has called attention to the Tronhein Naval Traning
School in which over a period of many years, one-third of the cadets
developed m‘t\)erculosis, a rate which was not lowered by better housing
but which pr ly dropped to less than that for'the country as a
whole, when fresh Tnilk, meat and fruit were added to the diet. Downes ’
divided 194 Negro families exposed to reinfection with tuberculosis ‘
into two groups matched for family size and supplied one group with
vitamins and pmineﬁgls for 5 years. The rate per 100 person years was
0.91 in ‘the dontrot group and 0.16 in, the group receiving re ular®
vitamin and m.inerafrthera,py. ‘Sinice “the némbers were small the
difference was barely significant at the 5 percent level.*Getz, et al.

»

> reports serum levels of vitamin A and C to be lower in 28 persops
—T—— ) - 7
, 1+ Wilitams, Nutpition fng Nutshell, p. 40. /
o F“ Dr. Ne]vi’n\smmshavr, e6of the leading Ame{lcan nutritionists, has written extensively on this ject.
. or example, " 9 ) C
Nevin 8. Scrithshaw, “Nuthtion and Infection,” in J. F. Brock, d., Recent Advances in Human Nutri-
tion, (Boston: Litile Brown and Company, 1961). % ;’g\% »
. N o . S \ -
) Q -2 R S . ' L :
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subsequently developing tuberculosis than in over 1,000 individuals
who did not develop this disease.” '

b. Keller rgviewed some of the experiments done with vitamin C.
He found that although most of the studies have shown a relationship
between vitamin C intake and sbsences from work, different studies
have indicated different doses of-this vitamin are needed. Schuenert
“saw effects only on doses of as much as 1,000 mg. ascorbic acid per

day, while Baker and Winckler (1955) found a reduction in the num- -

ber of short absences from work on daily supplements of 100 mg. of
vitamin C.’ '8 N
¢. The International Labor Organization provides an excellent
example of the influence of a good lunch on accidents. The UN Food
and Agriculture nutrition committee interpreted these results as. a
reflection of the relation between nutrition and morbidity. In this
Canadian study the results beforé and after the openinng of the lunch
room per million man/hours worked were determined.! '

- . Number Number
- ' " . before after
First aid treatment_______.____ e 3,000 2,130
Lost time accidents____________ e e S ) SR, 49 42
. Py 4
Note: 3 years average. = .
. v,
2. Economic Benefits . »

o

As with physical performance, economic benefits were calculated
-only for.the working poor although school attendance will increase,
also. Tablé 9 gives morbidity rates for males and females in the overall
work force for age groupings, rates less than those for the poor popula-
tion. A reduction in these rates will produce gains to society which may
accrue to the individual or to the corporation. The increase in produc-
tive time will produce gains between $200 and $500 million. These
benefits are shown in Table 10.

- . TABLE 3.—MORBIDITY RATE

[Parcentage days lost from work per person per year]

Age ' . . Male Female

1710 24... 0.0132 0.0164

© 25t0 44 0256 .0384
L 45t064. ] 0532 .0248

Source: U.S. Department of Heaith, Education, and Welfare. Disability Days: U.S. July 1965 to June 1966. Vital and
Health Statistics, series 10, No. 47, GPO, October 1968. s

" Ibid., p. 376, .
¥ Keller and Kraut, “Work and Nutrition,” p. 75.,
1 UNFAO, p. 26 from ILO Studies a\id Reports, New Serics, N. 4, Nutrition in industry, 1946, p. 41;

-
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- TABLE 10.—ECONOMIC BENEFITS MORBIDIR (14 TO 65 OR OVER)

53,254 19,705,350 --eoooo-o-

5
Lower limit.
383,_ 136 49,263,375 coccoeomeeeen

Upper timit.
EMA

S - 2 N
. B Nof-South South
- . . Urban ~ Rural Urban Rural Total
- 'S i
MALE ' . -
White:, R .
Loweriimit. _----_____--- ~o.. $29,528,854 $16,154,092 $14,630. 903  $16,515,769 (o .ooi-ae
~ Upperlimit. .. 13,822,110 40, 385, 230 36,577,258 41,289,422 . ....... oloo
Nonwhite® .
15, 538,199 2,194,976 %g 5

738845498 5,487,440

White: Lo :
Lower limit......: b . 21,337,931 . 6,571,669 6, 166, 410 4,126,890 oo -ooo---lto-

Upper limit. 53,344,828 16,429,171 15,415,026 10,317,224 ... ...l
Nonwhite:

Lower limit. ... ... 15,548,286 1,387,103 9, 856, 891 5,863, 092 ..-...-.....'..

Upper limit. A0, 3,487,757 24,642,227 14,857,729 __-o_oooooe-
Total: ~

Lower bimit.___.______. e U $200, 679, 659

Upper timit____..__. e . ;! _________ PSR 501, 699, 148

[
Note: Numbers may not be exact due to roun}ﬂng.

D. Mortality o

The loss of years of productive life through remature death
results in a significant economic loss to_society.” The elimination of .
malnutrition . wilt reduce mortality mainly among two groups, the
328,000 poor malnourished infants and the 837,000 poor malnourished .
preguant_womerl. The range of economic benefits from this reduction

in malnuttition is between .$66 and $156 million.

17 Relationshipe

Malnutrition “directly increases the mortality rate for pregnant
womeén and, indirectly, for infants. During pregnancy, the fetus
drains the mother of many nutrients which in malnouris ed mothers
leads to a higher ifcidence of maternal mortality.’ Also, maternal
malnutrition is & major cause of immaturity and rematurity, both
frequently recurring factors in infant deaths.?? Between one-half
and three-fourths ﬁ%nﬂl children who die in the first 4 weeks of life
are ’premuture.22 - " -

Numerous studies have validated this relationship belween im-
proved nutrition, especially increased iron_and protein, and reduced
mortality in less industrialized countries, but few conclusive studies
have been completed in the Western industrialized countries.”
However, one exemplary study was done in Oslo, Norway, by a famous
researcher Toverud.? Over 6 years he showed that improved nutrition’
caused 50 percent decrease in stillbirths, premature births, and infant
mortality. L.

LY

10 There Is o large literature on this subject. For example, see Dorothiy P. Rice, Tatimating the Cost of

lél;g:,lyeig. Department of HEW Public Health Service, Health Economic Series-# 6, (Washington, D.C.:
Y -

Another way of valuating the benefits from reduced mortalit
the education, training, clothing, feeding, and health care of the ind
where each individual’s future is more doubtfui, this “what’s put in’’ ap

3 Mark Abramowicz and Edward H. Kass, “'Pathogenesis and Prognos!
England Journal of Medicine, 275, (1966): 878.

‘A premature infant, is born with & welght of less than 2500 grams. .

B Jbid., p. 880. i : i s,

18 For example, see Report of a Study Group on Iron Deficiency Anemia World Health Organization
Technical Rzgort ‘Series No. 182, (Geneva, 1059). '

W. A. Krehl, “A Concept of Optimal Nutrition,” The American Journal of Clinical Nulrilion, 4, No. 6,

(1956). .
3 Willisms, Nutrition in'a Nutshell, p. 48.

oks at the waste of money invested in

al. For less deveioped economies

ch is more relevant.
Prematurity,” The New
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L.
2. Economic benefits A

The impact of improved nutrition upon maternal mortality will
reduce the number of deaths 30-60 percent.. Among infants aged
0-1, the mortality rate reduction will be 20-50 percent. The present
infant and age-specific maternal mortality rates are found in Tables 11
and 12, respectively. .

. The range of total economic benefits in present value terms is
between $66 and $156 million. This is the income which will accrue

to these women and children over their lifetimes. Table 13 gives the .

benefits for each age-sex-race-region cohort for each category.

TABLE 11.—INFANT MOVRTALITY RATE PER 1,000 LIVE BIRTHS IN 1966

White Nonwhite

Age .

h 0-\,1 .................. e e e 2015 38.8
h TABLE 12—FEMALE MORTALITY RATE PER 1,000 WOMEN
= .

Age : s . ) Whits Nonwhite
14t024__ 0.6 1.0
25t0 34_ .9 2.9
3Btods . 1.9 5.3

B 7
. Source: U.S. Department of Health, Education,.apd Welfare, *“Infant nd}‘Post Natal Mortality in the United States*
vital and health statistics, National Center for Healt Statistics, series 3, .No. 4, GPO, October 1965. U.S. Department o
Health, Education, and Welfars, ‘*Selected Famil; Characteristics and Health Measures,”" vital and health statistics
National Center for Health Statistics, series 3, No. 7, GPO, January 1967.

TABLE 13.—ECONOMIC BENEFITS MORTALITY

.

Nonsouth South .
* Urban Rural Urban Rural Totat
Infant mortality (0 TO 1)
White: .
Lower limit._____________.___ . ... $4,034,225 $4, 443, 281 $1, 419,776 $3,089,504 ___ _ .. .. _ ..
Upper timit____________________ 10, 085, 560 11,108, 202 3,549, 439 7,723,760 ... _....__.
Nonwhite:
Lower Wmit. .____._.____.____._ ... 19, 475,037 70, 592 3, 841, 516 6, 372,958
Upper lmit._.___.___________ .. 48,687,592 176, 481 9, 603, 792 15,932,395 _____.
Total: T .
Lower limit e $42, 746, 889
Upper limit..._._._____ e L 106, 867, 223
" Maternal mortality (18 T0 44) @ )
White: : s N
Lower fimit____________.__________ 4,902,049 1,636,225 1,111,187 1,177,888 . ___ ... ______
Upper timit_____________ . ___ ... 9, 804, 098 3,272, 450 2,222,375 2,386,778 ... ...
Nonwhite: .
Lower limit.._____________________ 9,211,128 496, 824 3,709, 904 2,714,339 _____._.__.._.
Upper Yimit.__.__.____ e 18,422,257 993, 647 7,419,808 5,428,679 __.__... _. -
Total: ' .
Lower limit__ e e veaeees 24,959, 544
Upper limit... .l I, 9,919, 088

Note: Numbers may not be exact dus to rounding.
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E. Intergenerational Effects

- The ‘benefits from eliminating fmalnutrition have been calculated
for the poverty population for 1967. It has been assumed that these
malnourished persons will be well nourished throughout their lifetime
and significant economic Denefits of $13.1 to $45.7 billion will accrue
to society. The effects of botter health will benefit future generations, -
as-well, in three ways.

1. The children of healthy parents will be healthier and better
motivated.

2. Healthy mothers will have an easier timg raising children.

3. The children of the better educated will be better educated
through informal education which children receive at home.”

The financial gains from better income now have been estimated
to be at least 14 percent of this generation’s financial gains. For this
study, the effects are merely assumed to be 10 percent of the total
economic benefits received from better mental and physical per-
formance, and lower morbidity and mortality rates. The range of
“these benefits assogiated with intergenerational effect is between
$1.3 and $4.5 billigh. Table 14 sums up all the economic benefits..

. o .
TABLE 14.--TOTAL ECONOMIC BENEFITS FROM ELIMINATION OF MALNUTRITION

<

P [In 1956 dollars]

Source Lower limit Upper limit

1. Education
(a) Higher achievement . . . L o . . 6,278,236, 418 18,834, 709, 254
(b) Lower flunk rates _ . L . Lo . A 122, 889, 901 368, 669, 703
Total . ... ... . . .......... 5/401,126,319 19,203, 378,957
2. Physical pecformance . ... ... ... 6462880361 25,851,521',444
3o Morbudity . ...l L e [T 200, 679, 659 501, 699, 148
4. Mortality ' B
(a) Infantmortaly . .o L e e 42, 746, 889 108, 867, 223
- (b) Materal mortality . . ... ... . ... e 24,959, 544 49,919, 088~
Tl . eveacamsmenn e e e e " 67,706,433 156,786, 311
Subtotal . .. 4. s e :, ......................... el o0 13.172.392,772 45,713, 385, 860

______ poe e e L 313,238,277 4,571,338, 586
J.aé s 14, 445,632,049 50, 284, 724, 446
Rk T B
¥ S{g‘ \\ . .

A

F. Total Benefits™*." . |

The total economic gain to American society from the elimination
of malnutrition us quantified, even by the.conservative measures used
in ‘this paper, ringes from:$14.5 billion to $3#73 billion. Of course,
guantifisble benefits are by no means the only benefits aceruing to n
well-nourished society, or even the most important ones. The fact
that by eliminating malnutrition millions more people could live
healthy, normal lives involves countless socio-psychological benefits

both to the individual and the larger society.

-

23 Theodore Schultz, and Burton Weisbrod have written on this subject.

T. W. Schuliz, *Eduestion and Economie Growth,' Secial Forces Influencing American Fducation,
(Chiengo: Uniyversity of Chicugo Press, 1960 74, 7).

Burton A, Weishrod, «* Kducation and Investment In Human Copital,’”” The Journal of Political Economy,
19, Bupplement, No. 5, part 2 (October 1962} 117-118.
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Not all of these® economic benefits will accrue to healthy poor
people. These economit benefits are the returns to society in general.
A secondary question exists re arding the €xtent to which the value
of any welfure program which eﬁmlqutoq nmalnutrition among the poor
will be reflected in income, and, thereby,in private returns to the
{)()()r Improved productlvlty from higher physical performance and
owered days missed from work will result partially in gains by the
worker and partially by corporate America. Benefits from improved
education and lowered mortality will accrue first to the poor.

1It. DOWNWARD BIAS OF ECONOMIC GAINS—REALISM OF ANALYSIS

As was indicated earlier,"any §tudy of this kind must be viewed as
part science, part %peculntmn In the case of this paper, the projections
may loﬂ(-(,t., even aut the higher levels, conservative bias on several
‘counts. Iirst, the size of the poor populntmn will necessarily be too
small (the :OEO figures for poverty in 1967 adjust the Current
Population Survey data used here upward by some 7.4 million per-
sons). Second, there are severe problems inherent in the method used
to derive éur national poverty ﬁp ures as indicated early in the article.
Even the Bureau of Labor Statlstlc% estimates that an urban family

“of four requires $7,000 to live decently. Finally, morbidity and
mortality rates are taken from Department of Health, Education, and
Welfare data and reflect the general population rather than the specxh-
cally poor population which will experience higher rates.

In addition to the above, it was assumed in this study that the gmnq
to the saciety and to individuals would be measured by the present
value of lifetime earnings for the porerty population. That is, the gains
from increased productivity, lower morbidity and mort&hly ete.,
would be messured by assuming that the respective populntlon
subgroups would continue to function in the same labor markets
and to earn only a poverty income.?® No assumption was made that
better-fed ‘people would be better able to break out of poverty. This
reflects the socio-economic conditions of the presently malnourished
population. Naturally, this may bm.s total eeconomic benefits down-
ward tremendousdty.

While no exact numbers can be O’lV(‘rl for the extent of these biases,
& rensonable estimate of their unpa(‘t seems in order: For the typical o
benefits analysis, -our results must be viewed as minimum (both

- lower and upper bounds). These results probably underestinate the
true economic gains to the society by at least 20-50 percent. This
downward biay would suggest’ that actual benefits from eliminating
malnutrition would prove much greater than those presented here.

The reduced costs incurred in connection with treatment of the
malnourirhed are the most important excluded benefits. The reduced
costs to schools from lower failure raté8 would be included in that
group. Psychic benefits resulting from better health and education and
reduced dependency relationships by a well-fed person also exist.

In addition, external benefits were not discussed. Nutrition programs.
which would affect millions of people will benefit significantly individ-

¥ Structunlly dlﬂnrem labor markets: fnce the poor and nonpoor In our dual economy. For exam le,
Plore, Michael J. "Mnn&;wwer Policy'’ in 8. Beer and R. Barringer, eds. The State and the Poor, (Cambrl,

Winthrop Publishing, 1
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uals other than the direct recipients. For exan\ple, the well nourished
have a lower tendency to transmit communicdble diseases and para-
sites. Adequate nutrition will help to break the chain of many
infections. _

A positive bias in the results comes from consideration of political
economy. The well known existence of racial and class discrimination
%eatly andicaps the solution to problems of malnutrition and limits
the gains which can be made.

CoxNcrLusIioN

This study has laid out the potential economic gains from eliminating
malnutrition in America. By necessity, thig analysis is tentative. The
lack of adequate information has necessitated a broad estimation

$14.4-$50.3 billion) of :the possible dollar benefits. Given the biases
iscussed, I suspect thd actual dollar benefits would be closer to the
top of the range. Even ignoring humanitarian considerations, the
elimination of malnutrition woulf probably be more beneficial to this

country than many other types of projects competing for public funds.




APPENDIX C

AN “ALTERNATIVE DIET” FOR THE PREVENTION OF
ATHEROSCLEROTIC HEART DISEASE

[Fpom the report by the Panel on Nutrition and Health, National Nutrition
P}ziﬁg/o Study, 1974~Part 6, June 21, 1974.7]

_Many Americans are seeking ways to conveniently, economically
and plessantly modify their diets to reduce the amount of cholesterol
and fat that they consume. Medical research has shown that_these
dietary modifications can decrease the amount of cholesterol and/or
triglyceride in the blood. Hopefuﬂ?', this will prevent the accumulation
of fatty materials in the walls of the arteries. It will take years to
know-lqr certain whether this approach will stop atherosclerosis or
retard (t)heﬁprogress of the disease. Never{hieless, this way of eating
does offer the hope of a healthier, longer life for many Americans.

People do not make abrupt changes in their dietary habits. It
takes from 2 to 10 years or longer to niake radical and permanent
changes in one’s manner of eating. Therefore, we propose to approach
the alteration of food habits in a gradual manner with enc{; phase
introducing more changes toward the alternative dietary pattern
desired. Tﬁe major objective of these changes is to lower the blood
-cholesterol level. ) &

‘ Puase I . \

The first phase will be to advise people to decrease gradually the~
amounts of meat, egg yolks and certain dairy products eaten in order
to avoid food items extremely high in cholesterol, saturated fat and
total fat and to use substitute products, i.e., margarine for buttgr,
vegetable oils and shortening for lard, skim milk cheeses for whale
milk and cream cheeses, and egg whites for whole eggs.

Following is an example of how Phase I may be approached:

Eat a Balanced Diet: - - .
1. Increase use of legumes, grains, grain products, fruits and
vegoetables. .
2. Use low-fat animal products—skim milk, egg whites, and
rinsed cottuge cheese. .
3. Be sparing in the use of table salt and “salty’’ foods.
Control Cholesterol Intake: ¢
1. Decrease the amount of meat and shellfish per day.

2. Use skim milk and water ices or sherbets made from skim .

- milk. Avoid egg yolks, whole milk, cream, and ice cream.
Egg whites, dne«fl egg whites or products simulating eggs
which are made from egg whites are cholesterol-free and
perfectly acceptable.

3. Use margarine, vegetable shortenings, and oils instead of
butter and lard. -
4. Use rinsed or dry cottage cheese in perference to other cheeses.
Regulate Saturated Fat Intake: :

; 87N
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. Eat small amounts of lean meat, fish, or poultry per day rather
than fatty meats.
2. Use low-fat animal products—skim milk and rinsed cottage
cheese—instead of whole milk, cream, and cheese.
3. Use margarine, vegetable shortenings, and oils instead of
butter and lard, . :
4. Limit saturated vegetable fat-gdcoa butter and coconut oil—
and the products made frontéthemn (chocolate, many simu-
lated dairy products, and certain shortenings)
Consider the Total Amount of Fat in Your Diet:
1. Eat smd|l amounts of lean meat, fish, and poultry per day-.
2. Use moderate quantities of those foods which are by nature
predominantly fat; margarines, shortenings, oils, nuts, pea-
nut butder, olives, and avocado.
3. Use sparingly those focods which are comparatively h'gh in fat
by reason of their manufacture: regular salad dressings,
otato chips, and similar snack foodﬁ, fried foods, *“fancy
Breads”, rieh desserts.
Restrict calories if you are overweight.
(See Chait I, food guide for the “alternative diet’).

—

Paase II

In Phase IT people will be encouraged to change their habitual diet
further by the incoerporation of the recipes developed in “alternative
diet product development laboratories” for:

1. meatless entrees with emphasis on legumes (o ensure adequate

rotein

2. baked products which are cholesterol free and low in fat

3. appetf?'zers and party snacks which are cholesterol free and low
n fat

4. meatless sanduches and other products used in snack lunches

5. Acceptable substitutes for currently popular high fat, high
cholesterol products. T '

Those recipes will contain little or no salt (sodium chloride and other
sodinm-containing condiment ). o

As more and more recipes are developed people will be encouraged
to incorporate tfmso into their own repertoire of recipes. At the
same time they will be encouraged to use less meat and fat. Since
they have been given an array of recipes to use instead of meat this
should be a gradual transition from in(-]uding some meatless meals
to many meatless meals to meatless days. This will probably be
done in several phuses rather than the one as described here initially.

Puase III

Phase ITI will be to develop directly the philosophy of the alterna-
tive diet. It is planned to tuke a historical approach to the consump-
tion of meat. Man hay always eaten meat. Wllnt he hasn’t done is to
eat meat everyday, let alone several times a day. Even today daily
meat consumption is only possible for the affluent minority of the
world’s population. It is neither healthy nor economical to consume
large amounts of meat everyday. Therefore, we plan to suggest
ultimately that people adopt the pattern of cating meat occasionally.
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APPENDIX D '

[Prepared for Assistant Secretary for Health & Scientific Affairs.
Department of Health, Education, and Welfare, September 1971]

WHAT SHOULD BE THE DEPARTMENT’S ROLE IN
NUTRITION AND DIET PERTAINING TO HEALTH?

-

Poricy QUEsTIoN ANALYSIS IN RESPONSE TO THE IDEPARTMENT
PranNiNg Grmance MEMORANDUM

PREPARED BY NUTRITION S8TUDY GROUP

I‘ Chairman: Dr. Ogden C. Johnspn, Director, Division of Nutrition,
TDA. S - V
Members: Dr. Charles U. Lowe, Scientific Director, National In-
stitute of Child Health- and Human Development; Dr. Milton Z.
Nichaman, Director, Nutrition Program, National Center for Diseage
(ontrol ; Miss Mary C. Egan, Chief Nutrition Section, Maternal and
Child Health Service; Mrs. Judith Moore, Special Assistant to Deputy
Under Secretary for Policy Coordination; Mr. Sherman, Williams,
Director, Social and Economics Analysis Division, Natioml Center
for Health Services Rescarch and Development ; and Miss Margaret
Powers, Nutrition Education Specialist for the Office of Nutrition and
Henlth Service, Office of Education.

SecTion 1
POLICY QUESTION

What should be the Department’s role in nutrition and diet pertain-
ing to health?

The Department of ITealth, Education and Welfarejs responsible
for those programs that protect and improve the health of the popula-
tion. Nutrition is an intergral part of health and must be treated as
one of the basic components of all health maintenance, treatment. and
health improvement programs, particularly the preventive health edu-
cation programs. The gonl of Department’s hea th programs is to as-
sure optimal health in our population and to provide snch services
that those who have health problems.have systems available so that
their health status can be improved. Nutrition must be an integral part
of this goal. Since optimal nutrition is related to both food intake and
health factors, many types of action can adversely effect nutritional
status. Lack of money. Inck of information on foods leading to poor
food intake patterns and chronic disease all can cause nutritional prob-
lems. The Department's programs in welfare (provision of money)
education (assist individuals to understand and use information) and
provision of health services (treatment and prevention) should in-

(81)
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corporate nutrition, since all can and should have a role in nchievin%
optimal nutrition for all “A\mericans as part of the gonl of optimn
health status.

The issue is not if the Department has a role; the Department has a
responsibility to incorporate nutrition concepts into all of its pro-
grams, providing adequate resonrces so that all persous can achieve
optunal nutrition and to provide special support for those segments of
the population that can not with their own resources achieve optimal
nutrition.

In addition to the nutrition role in relation to services and support
programs, the Department has a research function both in terms of
identif¥ing optimal nutrition and establishing nutritional factors as-
socinted with.chronic disease problems. This research function has not

. been presented as an alternative, as this activity 18 considered essential
to_better identifying, preventing, and treating health problems. Con-
‘tinued research support is n basic assumption, since without resenrch
findings to guide, the service and support program alternatives cannot
be directed toward the problems WthYl can be solved with the available
resources. )

* SECTION 2

ANALYTIC S8UB-IS8SUES

There are three sub-issues which are integral to the main issue and
must be treated separately. ' ’

The first is the development of an effective system of surveillance
and monitoring of nutritional status, food intake and food quality,
with an evaluation system which will permit review of the data being
collected and provide basic information for program planning. Such n
surveillance system would also provide a means for evaluating the
effect of action programs on nutritional health and food intake.

The components of the surveillance system are jn operation but must
be organized into an effective reporting system. In addition, an evalua-
tion and reporting component must be established. Most of the alterna-
tives proposed, later in this report will prove effective only if a nutri-
tion surveillance system can be organized. A proposal for such a system
has been drafted and is presented as part of this report. .

The second sub-issue 1s the need to establish a Departmental nutri-
tion policy that can be used by agencies to guide them in determining
the role nutrition should have in programs they administer. It would
be advantageous to have a stated nutrition health policy’that could be
used not only within the Department, but would alss serve to guide
other Federnl and State agencies in their consideration of programs
that have direct or indirect influence on the nutritional health of in-
dividuals orpopulation groups.

The third Wb-issue is closely related to the first two, and requires
identifying a yechanism for coordinating the nutrition activities of
the Departmen as well as & means to disseminate surveillance re-
ports, and develop nnd present Department policy statements on nutri-
-tion. The committee recognizes the problem inherent in establishing an

. office or focal point within the Office of the Secretary. Consideration
was given to establishing a DHEW nutrition coordinating group, with
perhaps an Executive Secretary. As n part of such a plan, clenrly
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identified support for evaluation and planning assistance in the area
-of nutrition and health, within the Office of the Assistant Secretary
for Health would be required.

The committee has prepared proposals covering each of these sub-
issues, and presented them as the first three items in the Section on
proposed solutions.

SectioN 3

DESCRIPTION OF THE PROBLEM

While food supplies remain more than adequate, evidence exists
that problems of inadequate and improper_food intake, which results
in poor nutritional heaith, occur in.the United States. A review of
factors which can adversely affeet food intake and food selection,
such as inadequate income, population shifts, health problems and
changing food intake patterns. indicates that if optimal nutritional
health is to be nchiove(ll by the majority of citizens, and particularly
those with the lower incomes, the Department must exercise its leade. -
ship role in nutrition, utilizing the several programs it administers in
different ways. A teview of the major factors to be considered gives n

better picture of where problems exist and how the Department can °

reduce or eliminate these nutritionally related problems.
A. Demographic changes

U.S. population will increase, even though the rate of growth has
slowed. The population will continue to include a significant propor-
tion of individuals at nutritional risk beeause of the increased nutrient
requirements for growth and development, child-bearing, and the
special physiological changes associated with aging. The absolute in-
crease in the number of people will lead directly to an increase in need
for health eare, including nutrition services.

Changes in family life which ean have n profound effect on capacity
of faniilics to meet nutritional needs of their members will probably
continue. These include the increasing number of births ouvt-of-wed}-
lock : the sizable number of households headed by a woman, and the
increasing number of working methers witl# children under 18 years
ofﬂlgzo. Such changes can mean more meals away from home, tewer

menls caten together by famidy members and more reliance on con- -

_venience foods for meals and snack foods for “nonmenl meals.”

."The increased mobility of the population and a growing proportion
of people moving to areas surrounging central cities will have impli-
cations for the location of food marketing resources, planning of deliv-

ery systems for nutritional care, ete. .

B. Nutrition related to health problems .
Many types of nutrition problems contribute to poor health and dis-
- ability” with concomitant loss of productivity an®’ may affect even
larger numbers of the population—-as adverse changes occur in envi-
ronment, patterns of living. Many of these problems require dietary
modifications for prevention and treatment and thus rw]uiro the provi-
sion of nutrition services. particularly nutrition counse ing as an inte-
grral aspect of health care. Significant nutrition-related health prob-

lems include :
-
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Obesity: Statistical data available indicates a substantial preva-
lence of obesity at every age in both sexes, no matter how obesity has
been defined. Not only ‘is obesity implicated in high incidence of de-
generative diseases but it can cause various abnormalities in cardio-
pulmonary or metabolic function, create problems in physical mobility
and contribute to psychological disturbances.

Nutritional-deficiency diseases : Iron-deficiency anemia appears to’
be a major problem among all segments of population but particularly
among 1infants, preschool children, pregnant angl nursing mothers
and. the elderly. The. 10 State Nutrition Survey found low and/or
deficient hemoglobins.in 25 percent of persons beK)w the poverty level
and in approximately 12 percent of those above the poverty level. Data
from the Study of Nutritional Status of Preschool Children in thie
United States also strgests that iron-deficiency anemia is not uncom-
mon among preschool children regardless of socio-economic status.
although prevalence is probably gréatest among the poor. Biochemical
findings in these two studies indicate that low levels of other nutrients
such as vitamin A, riboflavin and ascorbic acid may also be cause for
concern, particularly among the poor where larger numbers of per-
sons are affected. Data from the 1985 USDA Food Consumption Sur-

" voys of over 14,000 individunls drawn from 6,200 houscholds in the
spring survey also indicated that sizable numbers had limited intales
of some nutrients, e.g., iron, calcium and riboflavin, ,

Dental Disease: The prevalence of dental disease in the population
today is almost. totally universal. Dental caries, periadontal disease,
and congential dental defects contribute in no small measure to the
nutritional-related disease patterns, {"nheeded and umtreated, dental
disease is progressive and measurable and is directly related to the nn-
tritional health of the individual. :

Infant Mortality: While infant mortality rates are improving
slightly, they vary greatly among the States and betiveen the low
rate for white and orientals and a high rate for blacks and American
Indians. Infants with low hirth weights are subject to higher than
average morbidity and mortality rates. Relatively moro babies with
low birth weight were born to mothers who wera very young, other
than white and lived in urban areas. Improved nutrition can inerease
the probability of an improved outcome of pregnancy thus reducing
pregnancy wastage. Recognizing the influence of maternal nutrition on
reproductive efficiency, the Committes on Maternnl Nutrition, NAS
recommended that the importance of ndequate diet from the mother's
own birth throngh growth and reproduction should be reaflirmed ard
that dietary intale and food habits of pregnant women shonld be re-
viewed, and appropriate connseling should be provided, ’

Chronic Ilmgfh Problema: Nutrition has n significant rete in the

revention and treatment of many of the chronic diseases which affect
arge numbers of all ages in the American population. These include
diabetes found without complications in one ont of ‘every 1,000 tegis.
trants upon initial assessment in the Comprehensive Henlth Servicos
projects for Children and Youth in 1970 and limiting activity of over
one-half million persons nccording to Nntional ITealth Survey data.

Cardiovascular disrase which continues to be the leading cause of
death with over 700,000 number of people dying of coronary heart
disease/year. Risk factors associated with this disease inchide dinbetes,

‘Do
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hypertension. obesity. and lipid abnormalities which may get their
start at a very early age—even infancy. At the present time, manage-
ment of patients with hyperlipedemia is usually focused on digtary
modification as the first step in treatment. Not only is diet counseling

required, but changes in food production, processing and regulations *

may be necessary as well as substantial nutrition education programs
directed to all those responsible for establishing sound eating pat-
terns and dietary habits early in life. .

Inborn Errors of Metabolism: It has been estimated that inborn
errors of metabolism have a high incidence rate in the newborn popu-
lation. Increasingly sophisticated laboratory tools and developments
in génetics are now extending diagnostic horwons of an array of meta-
bolic diseases many of which require immediate and long term dietary

management to promote growth and development, and 'prevent

* disability.

Alcoholism. and- Drug Addiction: Poor nutritional status is fre- .

qaiently a secondary effect of aleoholism and drug addiction and-may
require nutritional care and rehabilitation. According to the Federal
Bureau of Narcotics, as of Decénber 31, 1968, there were 64,011 active

nareotics addicts reported in the United States. Of these, 16.5 percent:

or 10,800 were females. Infants born to addicted mothers develop with-
drawal syndrome which affects appetite and feedings. It is estimated
that there are 9 million problem drinkers in America.

»

C. Changing indome and support programs .
In 1970, the median income of the American family was $9,870.
~ However, millions of Americans are still poor and in 1970, there were
about 25.5 million individual Americans or 13 percent of the popu-
lation, living in poverty. Nearly one-third of these were children
under 18 years of age. Far too many Americans were still finding it
difficult to obtain a nutritionally adequate diet as well as the ot%er
basic essentials of life. > :

At the present time, the policy of the Administration is to eliminate
' the food stamp and commodity distribution programs and substitute
cash payment to meet family nntritional needs. This will mean that
the family, itself, will then be the major determinant of amount of
monay spent for food.

Present rules an(()l\regulations for AFD( now require that welfare
services must provide for the particular needs of families and children,
including assistance to parents in money management including con-
sumer education. child rearing. homemaking and housing problems.
Although there is limited information available about the actual ex-
tent and effectiveness of education programs provided through wel-
fare services, some welfare agencies have developed helpful programs
which provide this kind of assistance tovlarge numbers of the families
receiving public welfave, e.g. CHANCE (Classes in Home Arts, Nu-
trition and Consumer Education) offered by the City of New York
Department of Social Services to improve mothers’ standards of
liousehold management, health and family care, etc.

In H.R. 1 The New SNocial Services Provisions (Title V) defines
“gervices for any individnal receiving assistance to needy families
with children or receiving services to the aged, blind; and (i’isnbled to
include nutrition servigés, educational services, home managément,

] MQ "l','
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ete.” Additionally in Title XXI of H.R.,l the Qpportunities for
iﬁ : Families Program and Family Assistance plan would appear to make
’ provision under Supportive Services for inclusion of nutrition services
as a part of health care in order to permit individuals to undertake
manpower training and employment.
. At the present timé the agencies of DHEW (CSA and APA)
- responsible for administering public assistance and gocial services
prpgrams have little or no’nutrition and home economics staff to®
> develop the necessary guidelines and materials, and to evaluate and
approve plans projects which provide technical assistance required by
the Stéte and local social sﬁ'ice agencies. In addition, little in the way
. of experimental programs 15 underway by the agencies. = *

3

D. Inadequate nutrition services in health programs e
It has been assmmed that nutritional guidance would be received ag" . -
part of healkh care. However. there is inadequate provision for aften--
tion to quality and quantity of nutrition services in present and_evoly-
ing health delivery systems. : . o
(tuidelines and-standards for the nutrition component of some of the
present Health programs do exist, e.g., Matermty and Infant Care
Projects and Children and Youth Projects under Title V, Medicare
and Medicaid under Titles XVLLL and XIX. L O :
However, many of existing health programs- administereqd ¥y
DIEW give only limited attention to tlhe nutritional component in
their policy and guideline material. For examplé, family planning
grants under Public Law 91-572 could provide a strategic framework
»1n which to deliver nutrition services to”women in the chjld-bearing
vears, yet they give only limited attention to nutrition services as an
integral part of health care. Regional medica] programs could provide -
an excellent vehicle for training providers of nutritional care‘and.
. comprehensive health planring granfs offer a unique opportunity to
. obtain basic plinning data which conld provide for more sound plan.
* " ning of nutrition services, but there is no nutrition.componen{ in _
yrjdelines and policies for these grant programs. ) C
Dietetic or nutrition services in ‘hospitals and extended care . fadili-
. ties 1s required for certificition under Medicare. However, nutrition
t personnel are not cltpible for payments as providers of health care
services. Deficiencies iny dietary departments continue to rapk fifth or
sixth on Jist of major deficiencies in specified conditions of participa-
tion in U".S. Hogpitals and Iixtended Care Facilities certified under
Title XVLLL. This indicates a need for dietary consultation to many
of these certified {acilities. : )
#Neither HIMO’s or present national-health ‘insnrance proposals pro-
vide for nutrition service as specified health care benefit nor do they
give adequate consideration to the role of nutrition personnel as direct
providers of care to patients, as providers of technical consultation to
care facilities and as trainers of providers of health care. Many; of the
models being used to develop HMO's ete. have had a limited nutrition '
camponent and made little, if any, use of nutrition personnel to deliver
nut¥itional care. According to information compiled by the AMA in
1965, only 224 dietitians (0.4 percent of all allied health personnel
involved) were listed as being employed in group practices in the
'nited: States. Nutritional service must be a reimbursable item in
liealth care if it is to hecome a parf of the health care system.
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—~ The lack of basic planning and management data, necessary for |

orderly development of plans for and evaluation of the nutrition com-

. ponent of health services makes it difficult to establisk performance ’

oalg. Some cost figures are available from ﬂle Comprehensive Health
Services Projects for Children and Youth, but little concrete, fattual - .
information 18 available on kinds &nd lotation of nutrition manpower, -
desirable ratios of nutrition manpowef to population and to casg load,
« . comparative cost of various delivep§ systems of nutritional cafe and..

cost benefits.

E. Changing patterns in child fare and child development seipices ‘
Day care and preschool prdgrams for children of all ages hpve been R
“increasing as a result of ngv legislation, increase in workingfmothers '
(projections for 1985 indicate that 6.6 million age 20-44 with chil-
dren under age 5 will be in labor force), greater recognitiod of bene-
fits of early educatioral experjence for.some children, etc. Since ade-
quate nutrition is ssentin{’. or sound growth and develppment of
. children, nutritioh and food services are considered an/important
\ component of such programs and funds can be used to provide for
such services: o 2 ' o o
" Guidelires and standards for manv of the present progyams (Head-.
start, Follow-Through, Parent and Child Centers, F¢deral Inter-
agency Day Care Requirements; etc.) Igiv'e some attention to the provi-
sno;/%yf appropriate meals and snacks to help meet the nutritional
nee¢ds of children and nutrition education for staff parents, and chil-
dren. However, the guidelines are s6 broad and general that they per- ‘
mit'a wide range of practice. State health and welfare and education 3
. agencies have provided technical assistance in nutrition to many of
- these day care and preschéol programs as a part of their licensing and
consultation responsibilities, however, the size of their natrition staffs
has been too limited to meet the extent of need. Many of the centers
and programs operate on limited budgets and with untrained food
service staffs. The combination of all of these factors means that there
is room for consi;rrnble improvement of the food {md nutrition com-
1

panent of these programs. . .
sIL.R. 1 will expand day care services significantly to endble adults
, to undertake or continue in training, employment, or vocational reha-
bilitation under FAP. If other legislation pending e.g., Brademas Bill,
etc. is enacted, child care and child development services wi}l be fur-
ther extended. s . B
At the Federal level, the mejor agencies responsible for these pro-
grams, e.g. OCD, CSA, etc. have at the present time limited or no
nutrition staff to give adequate attention to this important component
of these expending programs and services. Nutrition Consultants in
the central and regional offices of MCHS, HSMHA have provided
some consultation to these agencies as their workloads permitted.
However, no “formal” arrangements regarding sharing of staff, etc.
exist between agencies and this bas meant that input has not always
occurred at most strategic time in planning and program development.

F. Failure to support manpower requirements for nutrition services

The failure to provide \ademmtexfunds and manpower for nutrition
services also reduces the outreach of health services in the area of
nutrition.

i -
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The.major support of public health nutrition services’ithState and
local health agencigs continue to come from Federal sources and
matching State monies, primarily Title V' funds.- While there are

about 500 nutrition positions budgeted in State and local health agen- -
cies, the .nutrition staffing of many of them is still inadequate to

deliver quantity and quality of nutritional care needed, e.g., three
State health departments do not have even one position budgeted for

a full-time rub ic. health nutritionist to give leadership and direction.

to the development and implementation of nutrition services in the
total public health program; five State health agencies budget for
only one public health nutritionist to provide coverage for the entire
State.

Positions for nutrition personnel to deliver nutrition services to low-
income mothers and children and their families through the Maternit y
and Infant Care Projects and Comprehensive Health Services Proj-
ects for Children and Youth (Title V) are being reduced as funds
become limited due to rising medical costs and “fixed” appropriatiops.

I relation to nianpower, definitive data is limited. On basis of pro-
gram experience many health officials feel that data such as the follow-
ing indicates a shortage of nutrition manpower-which may Tequire
more attention in health manpower legislation and its implementa-
tion. The vacaney ratp in nuf‘r")ition positions budgeted in State and
local healthy agencies continues to be between 1320 percent. In an
informal (1966 study of Projected Needs for Public Health Nutri-
tionists at State, city and county leveld replies from 37 States indi-
cated that present supply would need to be inereased by 100 percent.
A wide range in ratio of dietitinns and nutritionists to population
exists in the States, e.z., Utah with 6/100,000 papulation vs. Massa-
Fhusetts with 22/100000. Forty-five States have less than, 20,100,000

- population. Using a ratio of 1/50,000 population,‘division of Allied

Ilealth Manpower computed that about 4,400 community nutritionists

would be needed. PHS-AHA surveys indicated that many o(i)onm,t_rs

for dietitians are unfilled. Surveys indicate that an estimated 20.700

dietitians will be needed in hospitals in 1975 compared to approxi-

niately 13,000 presently employed.

(.. Failure of educational programs to cffectively réach target popu-

lation, or brivg about positive nutritional health changes

Dietary behavior is affected hy psychologieal, cultural, environ-

-mental and economic factors more than by, intellectual knowledge

about nutrients and health® Nutrition edueation, therefore, needs to
gear itself to heharvior rather than just intellectual knowledge ahout
food 'and nutrients. This is now being done in the context of health
education and home economices, curricula and needs to be expanded
for inclusion in schoof food programs, social studies, economics, and
other appropriate cohtext areas. Behavioral objectives in nutritio
education also need to be done for parents and school staff so that tl
learning can be reinforced outside the elassroom as well as inside. -

In the School Health Edueation Study (1960 -63) schools reporfed
that nutrition was an aren of emphasis for instruction by the majfor-
ity of all school districts in every grade K-12: and yet it was fgund
to be the area ranking lowest in comprehension among 12th gradp

studtents. . , /




Professionals and paraprofessiofials who are ip a position to have
an impact on the nutritional health of people, m#lh as socinl workers,
teachers and medical personnel, are poorly informed about the rela-
tionship of food to health or about how to impart this information
to-their patients, clients in practical terms. “A need for improvement
in nutrition teaching_is readily acknowledged by many medical
schools. . . . The nutrition teaching provided by the various medi-
cal specinlties is necessarily fragmented; and sometimes superficial.” !

: Food, technofogy .and knowledge about nutrition steadily advance,

- while methodg of educating people about these developments remains
stagnant. As-g result, there is considerable confusion and ignorance
among the general public*Food faddists as well as advertisers thrive
when people are not equipped to evaluate the myriad messages which
they read or see on, TV.. his ignorance extends to those responsible
for policy decisions concerning nutritional health programs and for

v the food that is made available in the marketplace.

There is fragmentation of effort to educate thgough Federal pro-

N grums. OF has more than nine offices administering programs having

potentinl for nutrition components. There is little coordination of

i

these efforts. This fragmentation is dup)irs_ntod in school systems and -

the community : , . .
The National Schodl Food Service and Nutrition Tducation
Finance Project found in its survey of school districts no discernible
pattern of nutrition education. ©. .. a concluding but guarded opinion
was that nutrition education in the n_a;&‘@ion‘s schoels exists more in word
than in fact.”? . S ’
I has not taken the lendership role in providin guidance for
the development of nutrition education programs. HE\& is responsible
. for leadership in improving the nation’s health. Through the recom-
mended surveillance and monitoring system, ITEW should provide
guidapee for nutrition education programs to su port optimum
henlth€ TTEWW must assume responsibility for leadership for ({oﬁning
nutritjon edueation, reviewing nutrition education in relatiopship to
health status, food technology, new knowledge abont nutrition, new
methods of education, and communication as well as for influencing
policy which governs child and family food programs.
wThere is a greater and greater recognition that the scope and the
techniques of nutrition education need drastic review.” > HICW should
as<nme l(-n(‘orship in this review to reldte it to health of the American
people.
1. Changing food supply and influence of “new foods™ on nutricnt
econtent nf dicts
The ntilization of foods have changed considerably in recent years
and food consumption information as well as recent studies on the
utilization of formulated and fabricated foods, suggest that tradi~
tional nutritional patterns no longer ean provide adequate nutritional
support. to all segmenta of the population. An increaged dependence

-

. — *
. 1 Report of White House Conference on IFood. Nutrition and #lealth. Appehdix © I'anel
IV 2, p. 167, 108.
1 National Iducational Finance Project, Speclal Study No. 0, Sept. 17, 1070
» Summary of the Follow-up Conferenge on Food. Nutrition and Health from the Report
of the Follpw-up Conference on Food, Nutrition and Health lield in Willlamxhurg, Va.,
Ireb. 5, 1071, p. 25. . : N
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on processed foods and the development of fabricated food anale 9
which will replace traditional foods has potentinl for reducin tﬁe
quality of diets. Such fabricated foods hecause of their price and eage
.of use, are considered important-products for institutional feedin
‘and for feeding programs nssociated with the provision of hon]tﬁ
services and social service programs. :

The changing food consumption patterns have also made obsolete A

“some of the food fortification gnd improvement practices initiated by y
regulations over the last 20:to 30 years. In the past such developments
» have been initiated by groups outside the Food and Drug Administra-

tion. Fortification action has been based on individual reports hind

directed towards specific health problems. Changes in dietary patterns

have reduced the effectiveness of the fortifieation. programs. Because

of the lack of basic information on food intake patterns, it has been

exceedingly difficult for outside groups to effectively request vhanges. ~

A more aggressive program utilizing food fortification initinted on the

basis of maintaining optimal nutrition in the population is one means
R of maintaining a better diet in the country. - :

The. current activities of the Food and Drag Administration to :

establish the mifritional quality of processed foods, and to provide the
con<iumer with Inbeling to identify the nutrient content of foods is a
small start in the direction of improving the diets of all Americans by
directed improvement in the nutrient content of many foods in the
marketplace. ‘

* Sgcriown 4

ABSUMPTIONR 7 o
‘ r . & /‘
1. It isthe assumption of this study committee that DI KW recog-
nizes nutrition as basic to health: nutrition oducation ns a basic.com- -
ponent of health edueation and thus an integral part of any preven-
tive health program. A e :
2. Federal dollars for the nutritionn] component of héalth services
programs will continue to be a part of the genrral liealth dollar rather -
than a eategorieal item, Tf apecinl revenuesharing is implemented.
nutrition services wounld still be jneluded n8 an_integrid]l part of the
Federnl dollar fwr health. .
3. Nutritionn] eare provided as an integral part of primary. secom]-
arv and tertinry health care can (a) contribute to the maintenanee
and improvement of an individual's health. produativity and ultimate
ceconomic and socinl well-heing : (h) qften defer and modify the devel- -
opment of a disease state so that a clinical condjtion does not develop .
and thte need for medical and other remedinl ao”;‘r‘vic('s which are more .
expensive types of care is rednced. e
4. Some form of family health insurance and jmprovements in’
health financing programs will be implemented, e.g, FHIP, I1M()'s,
ete.in near future. -
5. That some type of Family Assistance Program will be enncted.
6. That legislation designed to improve the digtribution and in-
! crease the supply of health personnel will be anacted and will result in
'\~ more health manpower available to providg nutritional support in
health programs. - !

»
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7 That the educationnl system is in process of change and it goal ,

of serving children and families better will be supported by programs .

which will be effective in changing and improvin food habits.

8. That basic support for nutrition research. wi be available, and
that nutritional aspects of chronia diseases, growth and development,
‘and optimal health will be considered essential in health research
planhing. '

9" That thero will be public interest in and acceptance of nutritional
care asa part of c{)reventivehea.lt,h services,

10. That an adequatesupply of food is available on 2 national level.

SEecTION §

a“
-

PROPOSED SOLUTIONS (ALTERNATIVES)

-

In considering the various problem aregs, it is apparent that many
of the nlternatives presented should be considered as options covering
limited aspects of the nain issue. The proposed activity in regard to

roviding nntrition service to one segment of the population should
¢ viewed separately from activity sujrgested as n means for improv-
ing food purchasing practices as part of money management. In other
cnses o series of activitigs'may be required covering severn]l program
preas, These ara not conslqler alternatives, but are gronped ag options

- within a single alternatiye solution. :

Tt was impossible to develop sufficient information on all factors
related to each of the altarnatives. The committee feels that more com-
plete analysis would bd helpful, and calls attention to proposals,
which are presented g separate statements before the alternatives,
whjch would establigh a working gronp which could conduct the more
extensive evaluation. , * '

There is & continued need for research to better define the nut¥itional
significance of a number of areas such as diet and heart disease, nu-
tritional status and learning ability, and nutritional raquirements
under stress conditions. Basie research support must continue, and
the committee has assumed that this will be true. JThe concern thus 19
that mechanisms are available to ntilize what we already know, and
to put new knowledge in practice as quickly ns.po.qﬂii)l(‘; be it in
trentment of disease, education to prevent putrition problems, or
changes in the fortification of foods. , |

PROPOSAL 1

A natrition monitoring and surveillance system should be set up to
continuously collect, analvze, o,;x(] distribute nutritionally-related (rnm
now being obtained by all Federal nutrition .progrnm.q‘ regearch and
service pmj]octs, and by natiéial surveys. An integral “part of this
system wounld be the data colle swon and distribution activities of the

Mational Center for Health Stifstics as they involve nutritionally
related material. ' '

“Problem ¢

The objéctive of a nutrition m itoring and surveillance system, is

“to provide basic information for program planning-and offer a con-

’
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tinuous.ongoing evaluation of the etfectiveness of such programs on
both a national and loeal level, The data collected and (-\'nhmt('d by
siich a-system should be related both to population groups at-high
nutritional . risk” (monitoring) and to the general population (sur- " a
veillance.)

At the present time there are many real nitd potential sources of data
related to nutritiony) status. The nutrition survey being condueted ns
art of the ongoing Health Exnmination Survey (ILANES) by the
.{'nti()nnl Center for Tealth Statisties will provide binnnual data on
the nutritional status of a random $ample of the Ameriean popula-
tion. This datn will provide a basis for [)mml national nutrition pro-
reaming and evaluation. In addition tortlis activity provision must
t(‘ made to monitor the nutritional status of specinl opulation groups
and in special situations (e, migrants, Ametican &ndiuns, pregnant
women, aodine status, ete.). Other data, available in a variety of
ageney structures, should be brought together in such a way as to
afford a basis for identifying immediate program needs and contin-
nous evaluation of prograi effectiveness, pa rticularly for use among
special population groups. ' ‘

Present nutrition Aata colleetion has become cumbersome in its so-
phistieation and there is a need for stmpler sereening examinations
that will promote a nutrition component in comprehensive healtl
jcreening and in office practice. This present complexity, plus a lack
f service-orientation of the data, is not responsive enough to the needs
health eare delivery svstems, ..
solution appears to be a comprehensive nutrition surveillanee
1 to re-define continunlly the incidence of deficiencies by multiple

nrameters, to constantly monitor the degrees of risk of specific popu-
lnfinn groups and to supply practical data bases by which to measure
program (‘f{‘l‘(‘ti\‘f*ﬂl‘?«'ﬂ. Suel a4 system should be devioped under the
constraint of earefully determined assumptions, some of which would_
mclude:

I New health care delivery svstedis are imminent and shoul] be
planned for as providers and consumers (for evaluative purposes) of
‘nutrition datn, .

2. The svstem will monitor multiple parameters and dadn resonrces,
and collect, collate, and report data on a continuons basis. ’

A Initial determination of system objectives will be made togother
with periodic review by a committee. This should inchide the deter-
mination of the <implest and most inexpensive indieators of nutri-
tional status needed to provie minimal useful data.

L. The system will include data frony as many available sources as
pessible including Federal and Siate nntrition programs, national
survevsgeonsumer studies, insurance benefits, vital statistics, clinical
record, special population- studies, e idemjologic investigations, food
consumption data and data on fr)m{ analysis and quality control of

~

&

DProgram. : .
The «tafl, consisting of at least statisticinns, system annlysts, pro-
grammers, nutritionists, physicians, and profesgional writers would
produee n monthly or bhimonthly report of nutrition status of -high-

» risk populations, incidence of related disease, and S0C10-ccononic cor-

° '\‘\ o *
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relations. Such surveillance reports would be given wide distribntion
to welfare. health, agricultural, industrial, and political agencies at
all Government and academic Jevels. Early detection and warning of
critienl nutritional profiles would be -provided for specific’ popula-
tions and geographic arcas. Special data requests would also be
accepted, " ’ . ' :

A review committee of data consumers would regularly screen out.
im{n‘ncti(‘al and unproductive data E)\ro('ossing, whiﬁa making general
policy recemgendations concerning handling of specific requests.

There are additional increments of data collection and review avail--

able to supplement the basic proposal. These inclnde : ’

1. Collection of consumer data sugh as participation in federally
financed programs (e.z., free school lunches and breakfast, summer
programs, IHeadstart, commodities distribution, food stamps, and
»Meals on Wheels™). Random sampling of commercial food produe-
tion. processing and sales should also give better insight into the
relationghip of eating patterns to health.

2. Vital statistics (m()rbi:}ity and mortality records) from State

Health Departments should be assessed and used as ond measure of -

nutritional status of special population groups. Also there is much
important data that could be obtained from henlth deparments spon-
sored clinics. screening programg, institutional licensure, and food
Inspections. ) . .

3. Third-party providers have data that wonld be invaluable for
nutrition surveiilance. A pilot effart with the Medicaid files of 'several
States. later ndding other States, Medicare, Social Security (death
benefits), VA (pensions), and private insurance companies data would
wonld be nseful. . .

1. The collection of clinical data from hospitals and clinics, begin,
ning with Federal facilities, and subsequently other public and privat
institutions. It would suffice to sample on a random basis, with dafa
coming from each facility for a specified timeperiod. An extensioy of
this approach would involve physician reporting, especiall$ pedifdtri-
cinns, general practitioners, and internists. A scheme of rvothting
periodic intensive reporting would be effective, particularly if egupled
with the development of simple sereening terhnigues.

Sugveillance would lw onl[mnvml if nutrition screening andf report-
ing were made requirements for IIMO funding, as well as {pr grants
such ns Neighborhood Health Centers, Model Cities, ele. /-

5. Tt is inevitable that some necessary data will be availyble only if

collected by the staff. The piggy-backing of nutrition dafn collection
on other survevs, the use of para-professionals (USDA Tixtension
Service aides. VISTA, ete.) and the stimulation of natignal yolinteer
projects (civie clubs, voluntary health agencies, churchgs) counld, with
guidance, contribute new valugble data. - .
Ultimately, there must be ioum;% consisting of nhtritionists and
nd monitor egrtain problem’ateas di-
fectly, particnlarly among high rigk populations. ;

+

PROPOSAL" 2% / .

The OS-DITEW should establish o nutritional Health policy to be ’

a guide in the planning, developing, and carrying out programs -

henlth, social service, welfare and education - for wich the Depart-
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ment is responsible. The policy statemetit should address the-Depart-
men¥$ responsibility for assuring that optimal nutritional health can
be achieved by all segments of the. population, and serve to direct
atteption to the need to consider nutrition support in the develop-
ment of all health eare and edueation programs. ,

Varfoud componbnts of the committee’s report provide specific as-
pects of n nutritional health policy: o

1. That an important aspect of the health goal of the Départment
should be optimal nutrigionp for all members of the opulation. -

2. That nutritional services are an integral part -o.%honlth services
and should be supported in and by all health service programs.

3. That preventive health education programs should provide strong
emphasis on nutrition education. . :

PROPORAL 3

Istablish a Depnrtment of Health, Educgtion, and Welfare Nutri-
tion coordinating group; with representation from each agency, to'
exchange information on the, nutritional aspects of programs, coordi-
nate activities which involve severnl ngencies, provide guidance for
long 4erm program planning, and prepare (‘ﬂ(‘fl vear for the (S a
review statement on nutritional hon[])th problems based on food and
nutrition surveys, program evoluation and reports, and surveillance
reports {see Propasal 1), The review statement would serve as a guide
to evalunte poliey and general program objectives. To provide support
for the.committee,'it is recommended that a person in the Office of the
Assistant Secretary for Health be assigned to the committee to serve
as an Fxecutfve Secretary, assisting the group in developing appro-
priate review documents, and proposed policy statements,

o v
Provisiox oF NUTRITION SERVICES AND SUPPORT

ALTERNATIVE ) -

Sineg nutrition, home management, and related services are edsen-
tial tog maintain or restore fumnilies to self-supporting status and im-
prove family Jife, and since <ocial Gervices provide a vehicle for the
delivery of such to strategic pnpxrﬁginn groups. DHEW should :

§ 1y Make adequate provision forffiytrition and home management
services in rules amd regulations ismied to implement TILR. 1. This
would provide for and support State and Joeal agencies allocating
some of the funds for social services to the ATea of nutrition and }}omo

Smanagement, -

(2) Provide the necessary leadership and technieal assistance in
nutrition and home management by in(‘{u«lingz nutritionists and home
economists in the staffing pattern for the central and regional oflices
of the new agency to be established to administer FADP.

(3) Ipelude training for positions in nutrition and home manage-
ment a<a part of the manpower or work training programs.

(#) Develop immedintely several R and ) Demonstrationd involv-
ing varions methods of delivering nutrition and home management
servieces to needy families and evaluating their cost and effectiveness
which couldbe used ns models including paid inservice type training

it -
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for recipients. There is an urgent need for such efforts to begin im-
mediately, so that results can ge used in implementing H.R. 1 when it
1s enacted. .

(5) Develop guidelines to State Public Welfare agencies for a pro-
gram of Social Services including use of aides, homemakers, nutri-
tionists, and home economists to counsel and educate FAP recipients
in areas of nutrition and home management, including money man-
sgement and-eonsumer education, an ultimately influence nutrition
and health status of thé family. _ . '

ALTERNATIVE 2 ‘ v

' OCD should take steps to insure that Federal guidelines and stand-
‘ards for child care programs and seryices make grovision for  food
and nutrition services which are adequate in quality and quantity.
Such guideline material should encompass use of funds'for food an
nutrition service, supervision of food and nutrition gervices by quali-

" fied personnel, nutrition nssessment as a part of heanlth ovn¥uation,
nutrition education for staff, parents, and children and actual provi-
sion of food. :

Nutrition Consultants in the central and regional offices of MCHS,
TISMHA have provided some consultation to these ngencies as their
workloads permitted. Ilowever, no “formal” arrangements regarding
Shmjinlp: of staff, etc. exist between agencies and this hag meant that
input has not always occurred at the most st rategic time in planning
and program development. Since nutrition consultants of Ml()‘,IIS al-
residy have on-going working relationships with many of the State and
loen] health agencies responsible for leensing and providing technical
assistanee to child eare agencies, and since nutrition serviees aye an
integral part of child health services, there may be merit in develop-
ing a formal arrangement with the MCHS for provision of nutrition
consultation to OCD central and regional offices. '

»

ALTERNATIVE 3

Providing for niore adequate delivery of nutrition services as an
integral component of health programs and systems by improved.
stafting of Federal, State and_local henlth agencies with nutrition
personnel who éan place, develop and provide such services.

The Committee proposes that one way to bring about the above
_change would be by making nutrition personnel eligible for payments -
ns providers of health care services and stipulating dietary coun\el-
ing services as an eligible service for third party payment in national
health insurance plans. This would require that legislation identify
nutritional eare as an esSentinl component of preventive health care,
sarvices and stipulate dietary counseling services as an eligible serv-
ice for third party payment, -
While there is some information available on cost of the nutritional
component of care per registrant in the C&Y projects (e.g., total cost
er registrant for the provision of comprehensive health care serv-.
lces in fiscal year 1069 was $189, 1,42 percent or $2.60 per registrant
was cost of nutritional functional aren) more cost data will Pe needed

in o.to‘(lar to establish apprepriate fees for provider services. '

T
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Two additional alternatives were discussed for funding additional
personnel : . .
4 (1) “Enarmarking™ a proportion of health funds to Federal, State

and local health agencies (to include public henlth agencies, T1IMO),

hospitals and other health care facilities) for support of nutrition
services,

(2) Providing specinl or formula grants to State and local health
agencies for nitrition services using o formula based on population.
This alternative would not be in ﬁooping with plana for revenue-
sharing and might. tend ragment or separate nutrition services
from total health care plannin)and seryvice. . .
> Both of these nppenr tp#be Jyt of step with current programs to
providd health care suppgrt andthe committee does not offer these ag

v possible solutiony. : .

I{ provision is made fox addifional support for manpower to pro-
vide nutrition services, there will be n need to support training in
nutrition for health eare personnel. The committee mada the assump-
tion that training support would be available, recognizing that such

A}

v

' ) su?pm't ia currently himited. There was insufficient infdfmation nvail-

able to develop (loﬁxlym guidelines for stafling different, types of

health delivery systemb. There is a need to test various stafling pat-

. terns for delivery of mutrition service in order to ptovide information

on effectiveness. cost, type of personnel, and desirable ratio of man-
power to gopulation served. -

As n patt of this basic alternative, it is suggested that public henlth

nutrition personnel employed under the Emergency IIonRh Personnel

Act could be assigned to selocted areas of the Nation where there is 1

serious maldistribution and lack of nutrition personnel. particularly

rural and urban areas. Such personnel could be de loyed to city and

county health departments and other existing health programs and

agencies where they would work with other members of health teams,

ALTERNATIVE o

The Assistant Secretary of Henlth and Seientific A finirs should re-*

quire that standapds, regulations and policies for health programs de-
veloped and administered by DITEW nake appropriate provision for
nutrition services adequate in quality and quantity. R

That the administratbr(s) OASPE and HSMITA provide for more
nutrition input in planning, developing, and evaluating Henlth Care
Programs and systems in order to assure that nutrition services will
be included in such prograiis and avstems. .

The committee was not able to develop this recommendation in de-
tail, but proposes that basic information needed for program planming
could he obtained by requiring thaf provision be made for mitrition
services in the HMO's (and Family Health Centers) which will be
developed with Federal planning grants. This would permit explora-
tion of various methods of providing nutritional care and developing
cost-benefit data, etey, whigh could be used as.n base for further
planning, ‘

In addition, n mechanism should be developed for involving nutri-
tion personnel in Federnl, State and regional health planning teams,
task forces, agoncies, ete. 8o that nutrition services are adequately con-

TN sidered in program planning and evaluation efforts,

{1 S

Aruitoxt provided by Eic:
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" ALTERNATIVE 5

£

" The administrator of HSMHA. should consider staffing regional,

v

offices.of FISMIA agencies with at léast the mini-
public health nutritionists needed to plan the nutri-

tion component of evolving health programs and systems; to develop

necessary nutrition guidelines, standards and regulations and enforce

“them;*to evaldate and ~ap;})lrovev—nu%vition» eomponent’ of plans- and- ...
projects and to provide tec

nical’assistance to health care providers.

To bring staffing level up to two positions/region would re uire an

‘A

stafiing of the ce

additienal eight public heglth nutrition consultant positions.
tional eight would be needed to bring staffing pattern up to two -
per area office of the Indian Health Service. Appropriate nutrition

addi-

ntral office HSMHA should also be developed. The

committee feels such support would be required if*the alternatives

regarding the provision of nutrition services as part of health care
dativities is tewbe adequately developed at the local lewel.

" ALTERNATIVE 6 °

. The Office of Teletommunication Policy, ASPE should explore all
aspects of communications as a means for increasing nutrition educa-~
tion outreach to techhical personnel and consurders: o
" In order to reinforce and extend servicés of nutrition personnel,

* greater use could be made of communications techrniology and pro-

grammatic content in. nutritien could be developed. Specific attention

.. © should begin in'the National Health Education Foundation, which

was stimulated by the administration and which is a channel for
accomplishing some of this activity, as would the Regional Medical
Programs and Area Healtly Education Centers. This activity should,
also be considered in terms of teacher training.

" This mass media‘approach would not completely replace need for
well-trained hutrition manpower since inany dietary management
problems require individualized counseling with periodig reevaluation
over an extended period of time. .

' EpucaTioN - g
- - ALTERNATIVE 1 . ° o

+ Tn line with the assumption that nutrition is part of any preventive
health education program, the committee feels that the Commissioner’.
of OE'should identify health, nutrition and mental health education

as h priority in smpport of the President’s preventive health program. ° >

This action would be supportive of the: Commissioner’s priority on
education for careers, since beneficial health behavior, integrated by

‘the timeé @ child finishes secondary school, would provide him with -

basic information and decisionmaking ability to act responsibly about
his own and his community’s health.
Tt would also support OE goals of equality of Educational Oppor-
tunity: . : ‘
a. disadyantaged ’
b. hard capped

/ . g
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Educat? Reform g ‘ # T
* making better use of schools as the delivery system for strong pre-
. » ventive hedlth education programs based on behavipral objectives;
‘would go a long way toward solving nutrition related health prob-

lems listed in Section 3(B), since they could réach all children
and their parents over an exteded period of time. /

‘y

A

e - . - ALTERNATIVE 2

Fund a project to develop guidelines for nutritional educayion {pre-
8chool-18) for students, parents and sioff based an behavioyal qals.
(Please read the outline of project proposal which is attached.y °
. Such guidelines would help to define the broad concept of Jutrition
education in terms that would make obvious the need for all children
to integrate basic.information and behavior about food and gbout
community responsibility for nutritional health into health education.
Thus, whether a high'school graduate is going to become a homemaker’
and mother, a “wage earner to support a family, a supermarkét man-
ager, a member of the health profession, a food producer, an indus-
trialist, a téacher, a legislator, a social worker, an aavertising execu-
tive—whatever—he will have basic knowledge he needs integrated to
allow him to make wise decisions about his own and his community’s
nutritional health, ‘ .

It is expected that the ghidelines would lead to solutionstof some of
the other problems identified in relation to nutrition education because
they would suggest the need to establish and strengthen nutrition com-
ponents. of health education programs. Examples of how some OF’

>

prograrhs might be strengthened follow: -

TVocational Education

* might expand some parts of its programs to reach more boys ag.
well ag girls in secondary school.

® by providing teachers who have & strong food and nutrition back-
ground to act as resource to elementary school teachers. .

® by helping to provide training in'food and nutrition for para-
professional staffs bf schools, and pre-schools.

- for adult programs and other institutions the guidelines would

" . suggest ways of coordinating parent and child education pro-
grams so the learning which takes place at school can be rein-
forced at home. -

: EPDA

j\\exmight add nutrition/henlth components> to some of its-teacher

~.training programs. S )

* by Hnking with USDA Child Nutrition funds for nutrition edu-
cation. by linking with Area Health Education Centers. The
pendinglegislation has potential for providing in-service train-
ing ta school, R:rsonnel. An advantage of this coordination is

1

that such nutr i%l ediication would be health related.

'\QLET

* " Projects which support the goals*af nutrition and education could
be identified and funded in coordination with training projects for
teachers, students or parents. e .

. S sy :
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~ These are merely exam les; other programs could make use of the .
guidelines in helping-to nd ways to meet the Commissioner’s goals. . -

‘ 0CD

- The HEAD START materials for nutrition would be compatible
- with the proposed guidelines. Both would be helpful in planning pro-
grams in Dy Care. To strengthen Head Start nutrition components,
training could be ae¢Gmplished through vocational education, Health
manpower, programs and the proposed area Health Education
Centers. * . " v
* 1t is expeoted that the guidelines, by focusing ‘on preschool-12,
“would be hélpful to USD A child nutrition programs and to educators
-in becoming aware of how the food service and instructional servieés
can compliment each other in a food nutrition/health education
‘ program. ) . . : )
Consideration of research and development projects needed to test
the effectiveness of nutrition education would also be made by the
guidelines, as would utilization of manpower to ilnplement effective
nutrition education programs in schools and with parents as part of
preventive health education programs. , )

» n
OUTLINE OF PROJECT PR_OPOSA@ TFOR GUIDELINES FOR NUTRITION
EDUCATION

‘

We now realize that nutrition “educatiort must include more than
* learning facts about foo(ls and nutrients . . . just as with health edu-
cation, generally, nutrition education must concern itself with be-
havioral changes. These changes involve the integration of thinking, .

feeline and action, as illustrated by the following examples: o

+Whether an 18 year old thinks his body is worth taking care of

depends uponhis gelf-concept from early childhood.

—Whether he is concerned about others, their hunger and health,

mpy depgnd upon whether ke feels cared for.

- __Whether l¢ chooses foods for himself and hig family which con-
tribute to nutritional health may depend upon his own eating
experiences he had as he was growing up.

— Whether he makes sensible decisions about foods will depend -+

.upon his ability to think and 'his confidence to be dis-
criminating, . )

Because the gosal of nutrition education is to affect the behavior of
the student towards himself, his family and his erivironment, decision
making and ability to make value judgments are equally, if not more
important, than content. The process to which 2 child is exposed in
F;e-school—lQ will greatly influence his (dietary) behavior in adult

ife. :

The Overall Problem B )

—Changing technology, new knowledge about nutrition, new
methods of education, urbanization with resultant dependence
upor economic and political systems for meeting basic (food)
needs, provide the basis for a statement in tlte summary of the
follow-up conference on Food, Nutrition and Health. ... There
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"i1s a greater and greater recognition that the scopp and tl‘xe
techniques of nutrition education need drastic revigw.”
Purpese of the Proposal is to fund a project to review th¢ scope and
technigués of nutrition education and to prepare guidelinef for nutri-
tion education for students, preschool-12, their, parents, and school
staff. . . !
Method : Select a committee to: ‘ ‘
—Redefine the goals of nutrition education in terms of desired stu- - - - |
dent and parent behavior. ' A '
—Review the present scope of nutrition education for students; their
* parents, and school staff,
—SHES and other curriculum development projects which have
nutrition components, as well as HEAD START and Child Ny-
trition programs will be among the materials reviewed. .
—Identify the gaps between where nutrition education is and where
it needs to be to achieve stated goals., o
—Prepare guidelines for students pre-school-12, parents and staff
learning in the area of foods 4nd nutrition. Tﬁese will include
measurable objectives for all three target groups.

. —Identify ways to achieve these objectives through the educative
rocess in both a traditional school system ung in a chapging,
earner-centered system of education.

The Committee will include students, parents, {eachers, nutrition- .
ists, and instructional systems specialists. '

 T'ime Frame: a project proposal can be developed by November 1,

1971. It is recommended that Funding be through ESEA, Title IV. It

is estimated that the project will cost no more than $50,000.

Alternatives if Funded: through Title IV, ESEA. :
(1) Nutrition and Health Services can implement the project.
—A full time secretary would need to be added to the staff. -
—Other than that, all cost would be direct for consultant fees,
conferences, printing. '
(2) A University could carry out the project under monitoring by
ESEA Title IV. ' ‘
—Costs would probably be a 50% greater due to overhead. -

iy

IMmPROVEMENT or Dier QuaLiTy
ALTERNATIVE 1 ,

Establish a policy of nutritional quality for foods, which will en-
courage contro}])led nutrient improvement of many foods by the addi-
tion of nutrients. - " -1

While an adequate food supply'is available, personal preferences
attractiveness of some food products that are poor nutritionally, and
the constant appearance of new foods result in the selection of a poor

- diet. Tf most processed foods were required to contain a minimal
baseline nutrient level, even those selecting a rather poor restricted
diet would receive basic nutrient requirements. . .

The Department can accomplish such an improvement in food
products and make the suggested policy ogemtiomzl through the ac-
tivities of the Food aid Drug Administrafion. In actual practice, the’

* “Summary of the Follow-up Conference on Food, Nutrition and Health” from the Re.

ort of the Follow-n{) Conference on Food, Nutrition and Health, held In Williamsburg,.
a., February 5, 1971, p. 25. ) : .

°

N :
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improved ntritjonal quality would be made a part of food standapds,
and regulations. The cost of sich a_program would be small in terms
of added operaffional costs in the FDA. However; it would be neces-
sary~to have fgod intake and nutrition status information available
before permitiing expansion of fortification in order to prevent ex-
céssive intalg levels of nutrients. Existing and currently proposed
surveillanet systems can provide the necessary information, but an
evaluation and planning responsibilities must be established.

'The current Food, Drug and Cosmetic Act has been interpreted to
mean that protection of food quality and safety is key. However, this
conld be reasonably interpreted to mean that the FDA has a respon-
‘sibility to initiate actions to assure that the diet of all Americans will

provide the nutrient balance necessary for optimal nutrition. It may
be necessary to have added legislative authority, however, if the more
liberal iriterpretétion of the current laws is not acceptable.

This program will depend on the cooperation of the Federal govern-
ment and the food industry. Effective change will be accomplished
onlv if the food industry is able to develop acceptable new foods and
modified traditional foods with improved nutritional quality. The
Food and Drng Administration will be required to establish guidelines
and regulations that will protect the consumer from hazard and mis-
leading claims, but permit and in fact require, that the nutritional
quality of food be raised when this will benefit the population. , ’

The pro?osed action would take place over a period of time which
woutld be determined by a number of factors: the ability of the con-
sumer the food industry and the FDA to establish commonly under-
stood principles: the application by FDA of these principles in de-
veloping regulations and guidelines: and the development and evalua-
tion of new and reformulated foods by industry.

This proposed action can also be considered in relation to any future
Department actien to modify the diet of all Americans, or special
groups when clearly defined health benefits can be achieved. Such
action would only be expected after considerable research effort by
groups such as the National Institutes of Health, and careful review
by the medical and health agencies within the Department.

CoMPARISON OF ALTERNATIVES

The proposal and alternatives presented cover many areas, and enan-
not be easily compared one ngainst another. In discussing each alterna-
tive, various aspects of each were evaluated, and modified by the com-
niittee in order to provide the most direct respqnse to the major issue,
how can DITEW best fulfill its role of assuring of optimal nutritional
health to all citizens.

The committee recommends that consideration be given to each
alternative by the respective agencies or offices identified in the state-
ment of the alternative.

Tho committee calls attention to the three proposals listed first, and
referred to under- the discussion of analytic sub-issues. There is afif,
urgent need to provide leadership to nutritional aspects of healtly,
sacial service, education, welfare, and regulatory programs. Such lead-
ership by the Department in the development of program guidelines
and reculations, increased manpower support and expanded and re-
vised edneation outrench programs, requires that there is a clear policy
recognizing nutrition as an important factor in optimal health.

143
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'The committee also feels that the
due to the lack of a coordinating grou
loss of nwareness by progrnm‘stnﬂgs ofjrelated getions in nutrition and
health. The committee members, though all act{ve in various nutrition
progritins, have no mechanism to shage_ideas,|review results of pro-
grams or coordinate activities on a forfnal and fontinuing basis. Prep-
aratiorf of position papers, and review of problem issues, such as this
report, can be done effectively and iently only if some type of co-
ordinating group in DHEW 1s organized and supported. The commit-
tee strongly recommends that considgration be given to the concept
offered in Proposal 3. ,

The first proposal, to establish a scientific evaluation and review
unit, and provide, on a continuing’ basis nutfitional status reports,
reflects the committee’s experience in attempting.to bring together in-
formation for this report. %asic idformation islobtained by many pro-
grams, and nutrition related data is collected|as-part of ‘many field
surveys and statistig gathering activities. But{no one at the present
time has the responsibility to Pring this inforrhation together, review
it, evaluate it, and then provide program planyers with guidance doc-
uments. In odder to provide;guidance for program planning in rela-
tion to short and long term nutritional healt r quirements, an evalua-
tion capability must be established in the Department. :

The alternatives developed is the program ateas related to the vari-
ous aspects of the problem/isssue, are similar in basic design. The
committee, recognizifig that increases in funds and manpower would
probubly not be available, and of the opinion that simple expansion
of old progfams would nob.aid.the Dephartment to assume its role,
sought to deséribe ways thatexisting or proposed programs conld be
used to make nutrition in health a factor in the imporvement of health
and health care. .

The alternatives which the committee most strongly supports are
those which would build nutrition into heglth, socjal. welfare and
education programs as part of regulations and guidelines. In some

to duplication, and a

cases, additional support would be required. but in most cases, funds -

already provided for sérvice support would offer a ready means to
carry out the alternative if appropriate:regulations calling for such
support were made a part of the agency pelicy. *

The major, and perhaps only adverse reactions could come from
those groups and individuals committed to trying to solve nutritional

problogxéﬁ with what has“been tried in the past. As stated in the de-

seription of the probleny, nutrition, food, and health problems rapidly
undergo change and systems are néeded which can identify change,
and respond to change in a manner which will have a_positive effect on
health. By using already available resources. and programs, and
seeking manpower and funding support only as it related to identified
programs ‘the basic alternative sllous)(l be attractive to those concernect
with not expanding funding levels. The committee feels that much-
can and should be done through what is already available. If optimal
nutritional health is'to be the goal, it can be achievel only as part of
total programs to provide adequate income. Lealth care, and preventive
health edueation, A .

~
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( RECOMMENDATIONS s
The committee recommends that consideration-be given to the spe-
cific alternatives in each'of the prograi.areas. Alternatives related to
health programs cannot be considered as possible solutions for edu-

cation prograins, thus the committee ‘does not feel that a list of pro-

posed trade-offs can be given. Instead, the committee desires that each
of the alternatives relating to a specific office or agency be taken as a
recommendation for that particular aspect of the total problem/issue,

At the present time the lack of coordination and failure of the

many groips in the Departinent to have a common goal in rfutrition
and health, reduces the effactiveness of the total effort. The three pro-
posals the committee offers are designed to provide the basic founda-
tion for coordinated nutritional health programs as part of the De-
partment’s overall progrant. . ‘
The alternatives proposed were selected, in every case because they
offered . the most reasonable measures to bring about desired change
within existing program structure Swhenever this was possible).
However, special attention.is called to the following alternatives

which could previde unique opportunities to make nutrition = living
and active part of programs, and not an academic and lifeless lecture

1. Provistioxn oF NuUTrrrioN SERVICES AND SUPPORT -
N
- : Alternative 1.
. * Alternative 2.
C Alternative 8. « - "
-in 1 ‘.,,,”‘ Fd 1
T . EDUcaxﬁ%r . o
ALTERNATIVE 2. ° N

These alternatives could be undertakepe with very little increased
support. They would require that the Department establish regula-
tions and guidelines for the inclusion of nutritional activity in a num-
ber of ongoing programs. : ’

3. Researci aANp DEviLOPMENT, EFFORTS T

In many of the alternatives, reference is made to the need for re-
search to determine the best method(s) to support and provide nutri-
tionnl services. and education in nutrition. While these research and
development components were not broken out into individual items
they are éssential aspects of each alternative and should be comsidered .
a key to proposed action. The néed is to recognize in lanning stages,
that research and development, with education must be a part of the
programs. The committee strongly recommends that research and
development efforts in relation to the nutritional aspects of social
gervices, income maintenance, health education, and health services
be started as soon as possible. This will provide information necessary
to integrate sound nutrition action into existing and planned
programs. B
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Foop Anp Drva ADMINISTRATION,
Washington, D:C., May 4, 1972.

Reply to Attneof : BF-120.

Subject: Supplemental Information: Nutrition Study Gréup Report.
Ta: Daniel {) Zwick, Special Assistant for Policy Development,

Assistant Secretary for Health and Scientiffc Affairs, HEW

The attached. reports provide the informition the committtm-
bers were ablé to develop from available information sources.

In addition, T have attached a memo covering & recent action by the
USDA establishing a Committee on Food and Nutrition. A small com-
mittee has been working with the.OST on a nutrition policy. The
USDA representative has been pushing very.hard to expand this
agency committeepproach, and then use the agency tommittees as
points of liaison bedsgeen departments, ¢ ‘ .

' . Oaoex C. Jouxdon, PhD.
. -t Director,
Division of Nutrition, Bureaw of Foods.

Attachments.

= (114)

-




an] v N

¥ .

Iyw.x"ronr or HEW PrograM8 AFFE{TING NUTRITION
1

Therd is no current inventory of major HE rograms affécting

nutrition. The last inventory was repared in 19p8 by a DHEW Intra- l
+ Department Nutrition Council (January 8, 1969 report, pp. 622-635).

The most recent summary was prepared for thp Department’s state-
ment to the Senate Select Committee on Nutritioh and Related Human
Needs, May 7, 1969. . !

It would be most timely to develop a current inventory of major
HEW programs affecting nutrition, The impetus of any such actjvity -
should come from the OS since the information must be collected in
a uniform manner, and will require cooperation of nutrition and fiscal

<' | personnel since a considerable proportion of HEW dollars beingr spent

.

for nutrition is hidden in generalized programs and not readily identi-
fied as nutrition dollars. . T e
It is estimated that a comprehensive study would require several
months at a minimum and several persons full time during that period.
This type of review should be done as it would be a first step if any
type of coordinated effort were to be undertaken. It would require
gsoveral months at a minimum, and the identification of several staff
ersons. The HSMHA has -undertaken the development of a work
plan related to HSMHA-supported nutrition -activities, and one
_yphase of this would be-such an inventory for that Agency. The wowk
as not started, but the Center for Disease Control (6DC,?’) was given
léad agency responsibility and is expected to carry out the,work plan
which incladed both the inventory and assistance in the development
of gruidelines for nutritien services.

“While similar activities are not underway in other HEW units, it
should be possible for many units to develop inventories based on the J .
most. recent budget reviews and submissions. It is suggested that if’
competent summer staff consultants could be identified, that this might
be an undertaking worth considering for July and August, 1972.

¢

CURRENT HEW N("I;I‘(ITI()N ACTIVITIES AND POBSIBLE ADDITIONS *:

T NIH (NHI, NICHHD, NTAMD)—Research, Manpower and
raining. * i
HSM%‘{.\«(‘hild Health Programs, Nutrition Program, CDC Sur- /
veillanco—N.C.H.S. Indian Health, and Community Health Service.
FDA-Research, Regulation—Foods. . pes
SRS-—Community Services—Aging. )
0S8 —Model Cities, Consumer Services, Office of Child Development.
OE—Office of Nutrition and Health Services, Home Economics/
Health Education, Consuiter Education, Follow Through, Migrant

Education.
SSA—(Future—?), Family Assistance (Welfare Reform, Food
Stamps.
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HEW ReraTioNsuips witH OTHER PROGRAMS

™~ .

There appenrs to be only limited relationships between HEW and

the nutrition activities of oth¢r Departments. Tﬁe coordinating activi-

ties listed below cover current, and past attempts to provide coordinn-

tion. It would appear that one major limitation in relation to the de-

velopment of strong cooperation is the lack of a clearly delineated
DHEW policy on nutrition. e .

_~* a. There existed an agreement between USDHEW and USDA

“to cooperate all phases of nutrition programs, signed in February

1960 between Secretary Finch and Secretary Hardin. (Copy at-

tached). Actual implementation of the agreement was apparently not

undertaken. -

b. The Interagency Committke on Nutrition Education, an officially
established group meeting once a month te discuss programs related to
education, provides an exchange of information, but does not attempt
to coordinate programs. The &cremrint for the Committee is located
in the USDA. There are at least ten DHEW units with representatives

n the Committee. A copy of the Committee program is attached
%Attnchment A) .

c. The Interngency Committee on €ommunications in Nutrition
}Resenrch, an ad hoc group which has representatives from USDA,
DHEW and the Department of Defense. DHEW groups represented
include FDA ; Maternal and Child Health, {‘?CH%; utrition Pro-
gram, CDC, and Indian Health Service, all in HSMHA : and the In-
, stitute of Child Health and fluman Development, and Arthritis and
) Metabolic Diseases in NTH. . .
‘ d. Cooperative programs have been undertaken for specind activities
. and joint stitements issued. An example is the joint statement on
“Supplementary Food Programs for Low:income Groups Vulnerable
to Malnutrition” which was prepared by the Children’s Bureau, SRS
: and CMS, USDA. These ad hoc activjties are possible when both
) organizations are sufficiently aware of each others’ programs to recog-
nize the ¥alue of.cooperation. With only limited contact there is no

means to establish such cooperation,

' e. The Office of Education has a direct relationship with the USDA
progrium on school lunch and child feeding. The major responsibility
remains in-T"SDA.

There are several actions which could be taken to improve the HEW
relationships with other Departments in relation to nutrition activi-
ties. The first relates to the establishment of a policy in regard to nutri-
tion in the Department. This could not be carried out without an

> evaluation of current programs: The development of a comprehensive
inventory which provided a clear picture of HEW programs would

be n valuable step as it could serve to stimulate Agencies in other De-
partments to review their programs. Program comparisons would offer

one means of establishing & point for discussion. Then there should be

‘ established a focal point (or points) which could be directed to serve
to coordinate activities with related groups in other Agencies. j

There still remains the need to have some coordinating force within
ITEW to provide a general coordination of activities, evaluate the
effectiveness of coordinating actions between groups, and provide a
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means for calling the Secretary’s attention to nutrition problems, pro-

© grams’ successes and failures, and reoommendinﬁ actions which result
?roni cpoperative efforts. The committee approach of USDA is one way
tp aceqimplish this action, and a similar idea was expressed in the com-
Tpittee’y initial report. , ‘

Without better internal coordination and the establishment of 2 .

Pepartmental nutrition policy, attempts to develop better external
relationships will have only limited success. -

\
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Re; Feperar GovERNMENT

y % _ 1. PURPOSE ;

Both the U.S. Department of Henlth, Education, and Welfare, and
the U".S. Department of Agriculture having certain responsibiiities
for Federal nutrition programs, it is hereby agreed that the respective
Repartments will cooperate with each other in carrying out these
responsibilities. ’ -

This Memorandum of Agreement sets forth the basic arrangement

. for said cooperation.

It is understood that said cooperation shall include al] phases of the
nutrition J)rogmm) including but not limited to: policies, goals, re-
search, and traininf and action programs. )

4

II. LIAISON

The Secretary of the TS, Department of Health, Education, and
Welfdre and the Secretary of the (.S. Department of Agriculture
will each designate a key official in the Office of the Secretary of their
respective Departments who will.serv6 ns the Department Liaison
Officer pursuant to this Agreemerit, Each Department Liaison Officer
will be concerned with : identification of brong policies affecting inter-
departmental cooperation; resolution of differences between the De-
partments, through conferences and other procedures which bring the
appropriate program officials together; periodic review of the status
of the general agreethent and specific agreements: and maintaining a
Department repository for all specific agreements made pursuant to

this general agreement. .

11I. BPRECIFIC AGREEMENTS

Specific agreements may be negotinted between princip®] program
officialé in the U.S. Department of Iealth, Education, and Welfare
and in the U.S. Department of Agriculture pursuant to this general
agreement. Such specific agreements should clearly delineate kinds
and amounts of services to bhe rendered by each Department; the types
and quantities of personal services, supplies, and equipment “and
facilities required to perform the agreement ; *the estimated costs of
performing the agreement, including any limitations thereon; the
arrangements for reimbursement; and the arrangements for periodic
status reports, and a final report on the accomplishment of specific
agreements. ) ‘ »

Specific agreements shall be reviewed by ench Department. Linison
Officer prior to execution. Copies of specific agreements shall be given
to the respective Liaison Officers. _ '

(118)
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1V. ANNUAL REVIEW

The Depnrtment bt Health, Education, and Welfare and the.U.S.

« Department of Agriculture Liaison Officers shall make an annual

review during the fourth quarter of each fiscal year to determine the

_ specific agreements te be continued into the following fiscal year and

* to anticipate any new specific agreements. They wilF also review the

general operations under this Memorandum of Agreement and recom-
mend to the respective Secretaries any changes in the Agreement.

“ _ Rosert H. Finch,
' Secretary of Health, Education, and Welfare.
Crarroro M. Harpiw,
, Secretary of Agrioulture.

Basic INForMaTION oN THE INTERAGENCY COMMITTEE
oN NUTRITIONAL EpucatioN )

INTRODUCTION .

Al

The Interagency Committee on Nutrition Fducation, formerly
known ns the Interagency Committee on Nutrition Education and
School Lunch, resulted from the merging of two committees, Janu-
ary 1950. These were the Interagency (‘ommittee on School Lunch,
with its secretariat provided by the Office of Eduention, Federal Se- N
curity Agency, and the Nutrition Planning Committee, with its secre-
tariat provided by the Agricultural Research Service. Both of these
committees were organized during the first years of World War 1L
By the middie of 1949, they had overlapped membership and were
discussing related programs, and it seemed expedient to merge and
integrate the work of the two. It .Jundgl062, the natne was shortened

_ to Interngency Committee on Nutrition Ednchtion, inasmiich as the
group's chief function in relution to the cehool lunch progran is that
of helping maximize the opportunity the program aliords fo# nutri-
tion o«fnvn?inn. . '

’ ' PURPOSE .

) To better understand the goals of member agencies and their nutri-
= tion-related programs: to stunulate efforts to improve the woll;bemg
of people through nutrition education and other activities.

' . FUNCTIONS

1. Prowides the opportunity for member agencies to gain a better
understanding of purposes and programs of member agencies throngh
exchange of information and materinls, and disenssion of rommon
problems. . ]

= 9 Shares information on enrrent developments, pertinent research

and nutrition edueation throngh Nutrition Program News and other
mnedin, i

3. Provides a fornmefor discussion of issues and problems related

. to nutrition edueation. )

. +. Explores and suggests areas of needed studies, research, and ac-

tion related to nutrition education for consideratioii” by nember

ageucies. :

v

\‘1 ‘ a0 843 15— 0
S 124 -




-‘ ’/,,./‘ L. - »120 ' .
s 5. onsors confercnces, workshops, and institutes, nnd otherwise
" furthetmutrition education.

-6, M{xmtnlﬁs communication Wlth Stnbe and locnl nutrition com-
mxttees ’

¥ MEMBERSHIP - r

. =TThe Interagency Coxmmt.fee on - Nutrition Education consists of
’ represéntatives from Government and'"Quasx-Govemmenb agencies. -
that have res ongibilities related to nutrition education. .

Currently the Committee is made up of one or more members and
altemntes rom each of the following :

.= Department of Agriculture
. Agricultural Research Service
' . -+ Consumer and Food Economics Research Division
. _* Human Nutrition Research Division .
Coqperatxve State Research Service "~ -
Lo Extension Service oL
. Division of Home Economics - "
Farmers Home Administration . * ' . ,
‘ Operating Loan Division o L
Food and Nutrition Service - .~ S
Nutrition and Technical Services Staif
¢ Foreign Economic Developmmt Serv:ce
Foreign Tr amu]g Division

Départment of Commierce

o » o
. National Oceanic a;ld Atmospherxc Admxmstmtlon % .
g . National Midrine Fisheries Service

S Department of Health, Education, and Welfare
‘Office.of Child Dévelopment

7 Bureau of Head Etart and Child Development : °
Office of Education -
‘ Division of Vocational and Technical Education o
o Office Nutrition and Health Services : : L
“ﬁ! - Public Health Service .
, Food and Drug Administration .
Health Servxces and-Mental Health Admlmstmtlon
National Institutes of Health
Socialind Rehabilitation Service
% +Agsigtance Payments Administration

Office of Economic Opportunity -
Emergency Food and Medical Serv:ces Program

, American National Red Cross 5 ’ :
Ofﬁce of Food and Nutrition

>

. " R ‘ Drcestper 17, 1068,

¢ Svrm,mmmnr TFoop Proanas ror Low-INcomm Gnours
VULNERABLE TO MALNUTRITION K

ej int stntement developed by the Chxldren’s Bureau, Social and:
mbl 1tut10n Service, U. S Deptyrtment of Henlth, I?,ducmon, nnd-

..‘




‘Welfare and the Consumer.and, Marketing Service, U.S. Départment,
‘A, .&.(?lﬂtm-),*. S : . U S o )
" 'This joint statenjent concerns a.Supplementary Food Prograii for |
- Low-Income Groups Vulnerable to MaEer’ition 1n which'the Dépa;i:-t ,
* ‘ment of Health, Education, and Welfare and Office of Economips
poitunity are-cooperating -with the U:S. Department of Agrigal
oderal, regional, State and local health, education, and welfareini

ams are urged.to.cooperate in (1) the identification‘and atithors
of needy persons who require additional food fori health Fea-". " -
{2). the distribution of supplementary foods to’ 'sﬁ»iﬁ}l sersons; and 7
{3), concurrent food:and nutrition education programs for.thém and
thelif"f@l,!“_vi’(ﬂiés. . . o o .‘ A._'_ \, . ;x" . ‘ e oL & (‘..‘.-v—v . S
«The primary objectiye of the program'is to make.y vailable;gelected
/ nutiitiods foods;to indi%#iduals in vulnerable-groups in low-income .
“families who do'notshaye an. adequats f60d supply and who have been’ .
identified as negdiirg. food “for health rédsons, Vulnerable groups.as ..
.definedifor this suppleientalfood program include infants, preschool -
children (18 months.through 5 years), pregnant women, post-partum -
-and nursing mothers, a1l of whom may lf}g susceptible‘to nufritional - . -
deprivation because of increased nutritional reqiirements for growth’' .-
- of pregnancy and Jactdtion, or disease stytes; particularly those re- ~
lated to nutrition. , R SRR
- The specific legal basis or authority for the new program to opersts » + -
‘. ‘when USDA’ Food Stamp Program is operating is found in P.L.
90468 which is,the new appropriation act for the U.S. Department of
* . Agriculture. Insother areas the foods will be drawn from those ac-
quired under USDA’s price support and surplus removal legislation.
" ¥or, this program USDA funds are aVailziine' only for food. Addi-

- tional'money needed for storage and distributior -costs, educational
. dspectsand clerical needs will have to be‘gbtained from other sources—
- e.g., county or city government, local Office of Economic Qpportunity
or Community Action Programs. The Office of Economic Op br_tunig R
is attively supporting the program where its Comprehensive Health
Care Program exists and is encouraging Community Action Program’s
to support it in other areas. . . o : ' .
The criteria for participation in the program will include both a
health and a financial component. Any individua] in-a vulnerable
group whose need has been i entifiéd and who has by a means test that
considets age, inconie, (location and income of parents, if a minor)
;- and employability, been found to be eligible for existing health or wel-
. fare programs wﬂf-be eligible for thisnew program: Examples of such
" eligible-programs include the Office 6f Economic Opportunity’s Com-
~ prehensive Health Services; the Children’s Bureau’s Maternity and .
. gnf’ant Care Projects Children and Youth Projects and Family Plan- -
. ning Projects; the Indians receivin%‘ free medical and health care -
from the Division of Indian Health; the Food. Stamp and Commodity -
: Distribution program participants; those receiving federally aided
“ !“public or medical assistance; and those who. quali%-{; for receipt of
" health services provided b%r ébate, county. or local public health serv-
ric'es‘at'no fee or substantially free. S R

;Thls'memorandu;n' supersedes the 1964 joint statement on “Improv.ing the Nutritlon
- of Needy Mothers and Chiidren” prepared by CMS, U.S. Department of Agriculture and
.. the Chidren’s Bureau, U.8S. Department of Health, Education, and Welfare, °, )

) -:,—,,(!’ PR
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-y Bligible individuals will Teceive food iugon the receipt of an appro-

priateauthorization which may be issued by a physician, public health "

nurse, social worker, nutritionist, or other sta.

- ‘physician may designate. . .- SCIR
.. The anthorization rates and a description of the foods which are to - -

- be made available are described in two informational sheéts prepared o

-, by’ the USDA ‘and included in the accompanying kiy of materials, - .
- namely: “Maximum Distribution Rates in Supplemental Food Pro- .
_-gramt for Low-Income. Groups Vulnerable to Malnutrition” and. &

* “Descriptive Listing of Supplemental Foods for Low-Income Groups -,

* Vulnerable to Malnutrition.” .

- member .whom the

- State distributing’ agencies are authorized to negotiate an _approv-. .

' “«able plan of operation with State, county or local public l'1esp’li';111J and
~welfare authorizations. (See “USDA P.o{icie_s and Procedures.”) ‘

N ‘:'_f:_;"}, ‘ . L. . ; # . . .. . R

% Jn okder to initiate @ project (1) the State or local health agency . '

. shaglld contiict the State Diréctor of the Commodity Distribution Pro- = -
gram, and also inform the Children’s Bureau Nutrition Consultant =

for their regiorl or (2) the State or local food distributing agency -

" ghiould contact the State or local Director of Public Health or the - - .

Director of a Maternity and Infant Care, Children and Youth Project, ~ + -

HOW TO INITIATE A PROGRAM

or Family Planning Project.

et ' OUTREACH EFFORTS - . A
.7 - Tt Is important that all organizations concerned with imprdving the
S 'nifﬁritiona%'status of low-income families cooperate in an “outreach
effort” to see that the program is accessible and understood by: all
needy families in the area. Orientation about this new program should
" be' provided for the personnel of all the commuity agencies including K4
agriculture, health, education, welfare agencies, and community action
_programs. - ' - - i

NUTRITION EDUCATION

: .+ To further strengthen this -gﬁort it is" important for cooperating
.« agencies and groups to plan and earry out & cortcurrént food and nutri-

‘ tion education program. To assist in this erfdeavor the Consumer and. .
Marketing .Service of USDA. and Children’s Bureau have developed
specific educational materials for this program. These are listed on the °

- order form included in the accompanying kit of materials. ol
- In additjon, State and local -pu?lic health agencies have many. good
. Edlicﬂtéﬂnal materials in maternal and child feeding which might be
utilized. | : o : ° N
~Attached is a kit of informational and educational materials to help .
you'in initiating and developing this program: - ,
. i~A copy of the TUSDA Policies and Procedures for the Program: :
~ "t=—(CFP (C-D) (Instruction 708) -Authorization Rates and De- ° _-
, <1 scriptive Listing 6f Foods for Supplemental Food Program . L
* —Exhibit A—Maximum Monthly Distribution Rates in Supple- -
_ meéntal*Food Program for Low-Income Groups Vulnerable to
C 0 peMlnatrition o o T N - o w
<. —Exhibit B—Descriptive Listing of Supplemental Foods for T.ow-- .4 -
Income Groups Vulperable to Malnutrition S

E 41“’ , ;’vi.’-’,“' .
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o *—'An.authorizationfomi L SR o

. - —Alist of'the State Food Distribution Directors * " ..

... —A list of Directors of ‘Nutrition in State and Territorial Public

" Health"Agencies . = . - ° o
dricational materials from U.S. Department of Agriculture and

hildren’s Bureau (See attached listinﬂ'; il e
~Attachrients, . ., . | : T a Ca
B jjATA-Rﬁ?bRTmG Sysmi;s FQR'NU&'RtﬁoN Aisrb Foop .

. The_information collected by the National Center for Health Sta-
stics, and accumulated during the course of the Ten State Nutrition
urvey, is exceeédingly valnable in providing information on the nutri-
sthtus of selected segments of a broad cross section of the U.S. /

,.txor’ia%
“population. « i i SorRe e W
" The HANES study is g specific time study, using a data colléction
_-gystem and sample desi%l ‘.(fZVelo sed for only the one purpose. It is
- tostly, but can be valuable as a ajor (and perhaps sole) means of
establishirie baSeline data. However, neither the Ten State Nutritional

" :Survey nor the National Center for Health Statistics Survey consti~ .
. tute an-operational surveillance system. I .ot

 +  Wha##is required is an operational sistem‘v‘vhich malkes use of many: -
" other Sources of health information that can, if properly evaluated,
~ and combined with data from the specific nutrition studies provide the
.needed continuing guidancefor program plahning and change. If prop-
er]y established, most of the basic information 1. collected as part of

.other health systems, . = .- , e

: " Such a surveillance system should be en, ineered so that it is an
e acceptable stimulus to remedial action once &’1’;] mechanism shows that
.. *.  remedies sliould be applied. What is needed is a system which covers
the population, particularly the subpopulation groups at particular
 risks, tests for the adequacy or inadequacy of nutritional status in
. relationship to the most critical components of human nutrition, iden-
tifies and characterizes the ‘populations suffering from nutritional in-

'y adequacies which have genuine and siﬁniﬁmnt implications for the
¥ ..*  health of the individuals making up- that ¥opulati,on, and -identified
femedial action. :

v __changes which regult from the institution o

' 4 Sreps Nemoen To Estasrisa anp Montror Unirory NUTRITIONAL
) Stanparns ¥or HEW PR\%GRAMS '

A basie factor in developing and monitoring nutritional standards
for HEW Programs is the establishment of a HEW nutrition poliey..
Without such guidance, uniformity is not possible. ‘ :
_“The following actions would provide HEW with a mechanism for "
‘establishing and monitoring nutritional standards In pertinent

©  programs: - - o .
 {a) A “central nutritiofl mechanism’%should be established in Office
of Secretary to:.- . . o Lo ‘ v
- .1. review and identify all present DHEW programs with a
" nutrition component and classify them as to the adequacy of ex-
isting-nutritional standards-and guidelines. L ~




N 2. work .with. ldgv\jslnti-ve unit/OS in reviewing all roposed . -
E legislation and ensuing regulations in order to assurs that pro-
~vision for nutritional standards are included as appropriate.
_ 3. maintain an up-to-date file on all existing nytrition stand-
« ards and guidelines of DHEW programs and of all comparable
accrediting bodies such as American Hospital Association, Amer-
ican Dietetfe Association,ete.. =~ .~ - - . . _ :
‘4. review and approve all nutritional standards and guidelines
_developed for DH%%V programs in order to attain some degree of
consistency. : * B .
5._provaide technical assistance to DHEW programs re develop-
- ment of approprinte nufritional standards and guidelines. .
(b) Individrx)ml program units within DHEW, should have major
+ responsibility for the actual development, implementation and mohi- _
toring of nutritional standards since nutrition services are delivered
as an integral éomponerit of a.broader prograém—e.g. health care, child
development, educational services, etc. To develop nutritional stand-
ards in isolation from total standards could«leo.dp to the “nutritional ;"
tail wagging the dog.” Although developed by individual program
units, the review by “central nutrition mechanism/OS” would assure -
 consistency of nutrition standards for all DHEW programs. _

T

]

/5. NurrrTioNar Services or Meprcare AND Meprcam

Several summaries of the nutrition services uqﬁe_r Medicaid have
been gompleted. A rather comprehensive one done a short time ago is
attached (Attachment 1). This points out that nutritiona] services ara
basically included ad' part of other major services, but that nutritional
service as a Sseparate service is not funided. ¢ ;

In regard to N.-H.I.S.A. and F.H.LP. it appears that a similar pat-.

4. tern will be continued. Dietary services Wi].{)probnbl'y continueé to be
", included in calculating reasonable cost and the state’s negotiated rates
for in-patient care as under Medienre and Medicaid. T
However, the nutrition component of preventive and health main-
tenance services (including out-patient care) is very much in doubt.
Neéither HMO’s or the present health insurance proposals give ade-
* quate-consideration to nutrition service as a component of the basic .
health care plan. Unless the regulations developed for NH.IL.S.A. or~
- F.H.LP. clearly define nutritionists and nutrition services as a benefit
under maternity care, well baby care, out-patient services, medical and
% -other health sevices, etc., nutritional services as an integral part of
., comprehen#{#& health care.in the nation could become non-existent.
" It would appear reasonable to include nutritional services in health
plans directed toward prevention of disease ( keeping people well) as
well“as providing health care. As nutrition ig one key factor in good
health, the provision of nutrition services in preventive health should
be]pgrt; of the health maintenance program. Such“services would
- Anclude: . v : o -
; {} 1. Individual and group counseling. .
2. Consultationt6 group care facilities. ‘ C
3. Development of nutrition teaching methods. .
4. Training and continning education for nutrition personnel

- at support level and for professional nutrition personnel. ‘

5. Assessment of nutritional status and food patterns. 1

i C -t . U * 8
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- . NuUTRITION SERVICES PROVIDED UNDER TITLE XIX

* “Four types of nutritional services may be financed under Medicaid
: (ff professional planning and supervision of menus and meal

- -gervice for imtients for whom special diets or dietary restrictions
are medically prescribed, o , ‘ -
o 22;  professional nutritional counseling, - -
" (8) preparition of meals for persons who are unable to do so
- themselves, and o o o
" (4) nutritional ’nspects of screening, diagnosis and treatment.

_ Nutritional services under Title XIX are included as part of other
major services proyided; direct Medicaid reimbursement is not avail-
able for nutritional services provided.as a. separate service. N utritional
services are included as part of (1)jgnpatient hospital ¢are, (2) out--
patient hospital care, (3) skilled nursing home care, (4) home health.
.care services, (5) early and periodic screening, diagnosis and treat- .
ment, (6) Eersonal care services in a recipient’s home, and (7) ICF
.care. The first five gervices are required services which States must

-~ include in their State Medicaid plans, with home health care services *
' dual in need of skilled nursin% BRI

LY

. required to be provided to any mmdivi
home. care. Forty-five States and jurisdictions include’ home healt!
“ajde programs-in their provision of home health care services, séven -
States provide personal-care services in a recipient’s home, and 34
‘States provide ICF care. A o -

Y - @

. 1. INPATIENT HOSPITAL CARE -,
o Provisiori for diets and food preparation are integral services of in-

+patient hospital care. Reimbursement for nutrition services 13 included .
*in the calculations made for inpatient hospitdl reasonable costs. . |

. . -
Y v - N

- I 8NH GARE -

s lgrepamtion of menus and food and supervision of feeding is also an L
_ntegral ;)(art of SNH care. , . - R
Title XIX regulations on provision of dietary.services are quite -~
- ‘specific. SNH’s are required to have professional planning and super- -
- vision of menus and meal service for patients for whom special diets
« or dietary restrictions are medically rreseribed. Menus for such per- -
* sons must be planned-and supervised by professional personnel meet~
ing the following qualifications: | ¥
¢  (a).A dietician who meets the American Dietetic JAssociation’s
- standards for qualification as'dietician, dr .
(b) +A. graduate holding at least a bachelor’s degree from a
: university program svith major study in food and nutrition; or
. ™w . (&) A 'trained food service supervisor, or associate degree die-
- tary technician, or a professional registered nurse, with’ frequent.
. ‘and regulanly scheduled consultation from®a dietician or nutri: -
tionist meeting the qualifications stated in subdivisions {(a) and
(b) of this subparagraph. " o
~ Special and restricted diet menus are to be kept on file for at least
‘80 dazys, notations are to be made of any- substitutions or variations In
the meal actually served, and the patients to whom the diets are ac-
tually served are idehtified in the dietary records.
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Procedires are required which assure that the serving of meals to
-~ such patients is supervised and their acceptance bg the patient is ob- .
- setved gnd recorded in the dpa,ﬁént’s medieal record. A ,
_ Finally, the regulations efine 5, SNH as an institution where food -
. .-~ s prepared and served ynder competent direction,'nt regular and ap-
. - propriate times, and where ‘proféssional consultation is available to -
-« assure good nutritional standards and that the dietary needs of the
 _ batients are met (45 CFR 249.10) (45 CFR 249.33) - :

Cy o

.

. »", , T OUTPATIENT HOSPITAL CARE - - . L
~_ Nutrition services are provided as outpatient hospital services if &
-+, dietician is a imember of the outgutient _c]l)inic staff. }I)n general, nutri-
* tional counseling would be provided by, large teaching hospitals which -
~tend to have dieticiaris on their staff fo a greater extent.than general .
‘hospitals, » T ‘ .
e IV. HOME HEALTIF CARE |
» . Under the regulations for home health care services, provision is- -
made for iptermittent -6r part-time nursing furnihed by (a) a home.
health agency or (b) by a professional registered nurse or a.licensed
chticul nurss under the direction of the patient’s physician when no ‘
ome health ageney is available, Dietetic counseling can be one of the
services offered. to. the patient along with othef:medical services pro-
vided in the honde; for example, dietetjc counséling may be given to a.-
- dinbetic by a visiting nurse along with assistance in insulin’ manage-
“ ‘ment. ’ C T g -
IIome health caré regulations also include provision for home health
. pides who perform personal care services as outlined by a physician’s
“plan of treatment under the supervision of a professional registered: .
nurse. Personal care services of the home health aide can include as-
~* rsistance in the preparation of food along with help with personal
* . hygiene -and administration of medications., However, nutritiona} -.
services can not be reimbursed separately, i.e., preparation of meals ,
alone would not be a reimbursable service under Title XIX, | .

4
e .

V. EARLY AND. PERIODIC. SCREENING, DIAGNOSIS AND_REATMENT

. 'The ESDT regulations provide that nutritional aspects of screen-* .
© 1ng, diagmosis and treatment, for all Medicaid-eligible children under
~21 might be included in a State’s ESPT program and that the State
Title XXX ngency could pay for such services, -
. &> P
Pearsonal Care v e
.~ Under Title XTX States may opt tp, provide personal care services -
in a recipienfs home rendered by o' qualified individual where the
services are prescribed by a_physicianiin accordance with a-plan of
- treatment and are supervised by a registered nurse (45 CFR.240.10).
Seven States includé this service under their Medicaid programs.
“Personal care services, like those performed by home health aides. . -
representing a home health'a ency, may include sassistance with food y
preparation along with. assistgnee in bathing, walking, ete., but food

A .

vi. OPTIONAL SERVICES
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“preparation’cannot be the enly ‘spiwice needed by the patient. Porsonal.
tare services include assistance with personal hygiene, maintenance of

- a clean environment, preparation and serving of. food, and adminis-

.- tration of medications. The manual of instruction for the providers

-~ ~of ‘personal ¢are in Oklahoma includes a section on-prepatation and

. serving of food with basic nutritional informution presented in‘a non- *
. technical manner, - K L T
" The primary difference between 1tl)erso al-care services and the sorv- .
ices which may be provided by a home health aide is that the latter |
. $ervices are f‘p’i:ovided through s homeé héalth services agency and the -
~_proyiders of home health aide serwices are lLikely to have had-more
« ", ‘training. A second difference is that personglicare services may include
v _arrangements where live-in providers caré for their patiénts, while -
home health aide services are generally of short duration.. 3 :
. ICF Care R
IOF care includes preparation of meals for persons who are resi-
dents of the ICF; these persons are genernlly unable to prepare their
- =~ own meals because of their ].:thsicil or mental condition. . "
s+ There are at present.no Federal ICF requirements for meal plan-
" ning, preparation or serving. Tederal regulations recommend that

special diet menus be planned by a professionally qualified dietician
- %Qbfg areviawe_d‘. and approved by the attending physician (46 CFR
" New Federal regulations are in process of clearance which will sub-
stantial]ﬁ upgrade dietary services provided in TCF’s. The upgrading
of dietary aml other ICF requirements is the result of the transfer
. the ICF program from APA to MSA. effective January 1, 1972.

P e

. Umn Srares DEPARTMENT OF AGRICULTURE, ~
: _ ' : OFFICE OF THE, SECRETARY, ‘
v Lt Washington, D.C., March 20,1972. *
| . SrORRTARY’S Menmoraxpoa No: 1778 . o,

. COMMITTEE ON FoOD AND NUTRITION RESEARCH -

. 'This memorandum establishes the Committee on Food and Nutri-
& tion Research in order to facilitatethe discharge of the Department’s
" responsibilities with respect to food and human nutrition.
unctions. The functions of the Committee include the following:
"+ 1. To net-as a foeal point on matters, related to food and nutri-

s tion tesearch that-are of concern to more than one agency of the .
-+ Department. . Co -
-9, To_assure close working relationships and coordination -of -
activities among Departmental groups concerned with food and .
nutrition rescarch and those involved in_the nutritional aspects - -
of other programs such as school lunch; food distribution; food .
. stamps; and food production, processing, and marketing, -
. 7. 8. To appraise the nutritional implications of current Depart-

" . " mental and related programs, identify l;i‘;seurch needs, and recom-

. * mend appropriate’ food and nutrition jesearch programs. e
. 4. To maintain liaison with other groyps or agencies concerned

with reséarch or related programs in huit utrition, includin
TCh Or T progr. ) ding

-
N [ ) . "
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4ho Food and Nutrition' Bénrd'of the National Research Council.

Soopé: Specific artas.of food and nutrition researcli to be considered . '

by this Committes iriclude the following: R
_ L Nutrient requirements and interrelationships in man.
‘2. Biological availability and safe levels of intake in man.
8. Compositioy and nutritive value of foods. ., ,
4. Food consumption and nutrient intakes.
5. Food production as related to nutritive value and naturally,
occurring toxicants, " S Lt :
6, Storage, processing, distribution, and. preparation of foods -
- a8 related to nutrition valug and naturally oceurring toxicants.
7. Foog economics and n.urketing. v '
8, Fortification, modificdtion, and development of new foods,
9. Nutrition education. _ + ° o
10. Effectiveness of public and private food delivery systems as.
- _ related to food consumption, nutrient, intakes and efficien S
" Membership. The Chairman of the Commiittee will be fromgcmnce :
_and 'Education, and the Vice Chairman will be from the Agricultural

Research Service. Other members of the Committes and alternates; - -
shall be desiglxlatea‘ léy the Administrator of each riember agency, to- -
o : .

partioiﬂza;te y in Committee activities, as follows: ‘
gricultural Resaarch Service—Three members - S
. Consumer and Markefing Service—One member .

o Cooperative State Research Service—One membher

<

» Economic Research Service—One member -

Extension Service—One member .

Food and Nutrition Service—Three members ,
Agency representatives shall provide or arrhnge for information and
stafl assistance for the Committee as may be needed to deal effectively " -
with activities or reports involving programs and responsibilities of -
~ their agencies. L ' .

Representatives of other.agencies and sglected. individuals gy be
invited to attend Comniilfhe meetings as deemed appropriate Dy the.
Chairman. N . S

The Committee. will meét once a month or at the discretion of the
Chairman, - T >

All recomme_ndations,‘reports/ or other actions of the Committee
. will be submitted to the Secretary through the Director of Science

and Education. ‘ o

’

i~ . Eart L Buorz, .
— . Secretary of Agriculture.

.
\
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| APPENDIX E
. . [¥rom the Milling & Baking News, s,m“_om :
NEW CONTROL OF FARM POLICY ‘DESCRIBED'F "

L

1

: Don Paarlberg asserts control of farm
 } by old establiskment; “new agenda” he
f : prices
Crymer, N.Y,,
‘large measurse, los
berg, director of agricultural
culture, acknowledged in an a
Conference in Clymer Sept. 11.

ddress at the

establishment as the farm organizations, agricult
the Congress, the Department of Agriculture a

- colleges.

- - Mr. Paarlberg described the “old agenda”

olicy has been lost
ed by holding down

' Sept. 22.—“The agricultural establishment has, i -
t.cdontrol of the farm policy agenda,” Don
cconomics, U.S, Department of

Paar}-

gt
Public ]E‘oﬁl(;1

National

.
v
Mr. Paarlborg defined the agricultural

1 committees of
the lazid grant

of agricitural policy as’

dities and specifically\with-influenc-

~ concerned primarily with commo

rmepr’s interest. But, e described a

-ing supplles and prices in the fa

“now agenda” that had been adopted

cultural dstablishment.” On the new agen

how to hold them down, various food

_rural development, land use questions,

~ bargaining.
‘I%xt of %Ir. Paarlber,
- The biggest’issue of agricul
“ control the farm policy agenda
As always, whether in the facu

halls of Congress, the most important

tural policy 1
and what subjects will bg on 1t{
1ty senate at the unive

“over the protests bf the agri-
da he listed food prices and
programs, ecological questions,
civil rights and collective,

'3 address follows, in part: -

is this: Who is going to
rsity or in tho
role of leadership is to be able

in issues for resolution, and to

vto control the agenda, to lift up certa
<ke'cip other issues from coming up.
: .There is an old farm policy agen
« the one that has long been before us, Hore
» How to improve agricultural efficiency ! T
 How to control production and support pri
This oneiz40 yearsold. . :
The old agenda is concerned primarily with commodities and speci-
cally with influencing supglies and prices in the farmer’s interest. It
a8 long been the agenda of what might be called the agricultural es-
thblishment? The farm organizations, the agricultural committees of
the Congress, the Department of Agriculture, arid the lynd grant col-
loges. While these groups do not see all issues alike, they have long
‘Heen agréed on one thing—that they should be the farn| policy deci-

sjon malkers.

da and a new one. The old agenda is
are some of the issues: _
his one is 100 years old.
ces of farm products?

(129)
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e Srrris Qur New Acenpa )

. The new agends differs radically from the old one, as this listing
* “will clearly show: ’ '

.+ ®-Food prices and specifically how to hold them down, an issue
placed on the'agenda by the consumers. .
he, various_food .programs which now take up two-thirds of
%, % h,S/D.A budget, so that we are more a Ministry of Food than a
% “Popartment of Agriculture. This issue was placed on the agenda -
- lﬁrwhgghn_s become known as the hunger lobby. )
' o lgot]'ogxcnl‘ questions, placed on the agenda by the environment- .
. alists, S ‘ ' :
¢ Rural development, primarily a program of the 8095 of the rural
;}eople who are nonfarmers, D
~® Land use questions, raised by those who oppose the long-held ides. .
.+ that farmershavye first.claim on thouge of land, - - -
¢ Civil rights, ndvocated by thoss who challenge the white male
- tradition that haslong characterized agriculture., L
- ® Collective bargaining for hired farm labor, placed on the agend
by orgahized labor, - . :

- Most of these issues have been placed on the agenda over the protests -
of theagricultura] establishment. The agricultural establishment has,
in large measure, lost control of the farm policy agenda. During the
plnast six years I have spent more time on the hew agenda than on the
.old one. .

The agricultural establishment has had.the ball for 100 years, but -
somgtime during the last 10 years there was a turnover. Not rapid, or
.. clean-cut or dramatic as in a football game. In fact, it has beon so grad-
N . ual that we have not fully realized it. But the initintive has changed
3 hands, none-the-less. ¥ . - ‘ :
We could spend a.lot of time on Post-mortcms. tlging to fipure out’
why the farm policy agenda has been changed. Some will say th
change comes from the loss of political power, traceablo to the declino

‘in the number of farmers. Others contend that it reflects a change in,

_fundamental mood of the country. Still othets believe that pro-farmer
hrograms are only temporardly superseded, that large supplies and

ow farm prices will reappear, and that the ol agenda will be back
. withusinayearortwo, = . - .
How should wé-who nrg&gf the agricultural establishment deal with

o ’ Y

" ‘the newagenda?’ o ' )

' To make.clear the set of value judgments with which I address this -
-question, I indicate here this overall objectiva: -7 '

A free and prosperous agriculturs and a food industry that is open

and competitive, with assistance,for the least fortunate and least able.

‘With a different objective, no doubt a. different analysis would -
e emerge. ) ) IR »

; . Crreg Four Possmre STRATEGHES -

I see four different possible strategies, as follows: hallueination,’
qonfrontatlon, capitulation, cooperation, - . ’

- : MALLUCENATION

o 'We might deceive ourselves into thinking that nothing has changed.
.+ Orif things have changed, they will soon return to the status quo ante,

o1

Q
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" *'This strategy requires less thinking] than an of the others I shall -

akin tothe attitude.of the loyal% =~ = -
to be unaware that the emperor

ERC. T gt

o

» " discuss; and so has its attractions. It
.. subjects iiv the fable, who professe
» = yag-without clothes. !

ball and think yow've still gat it.
L - - . DR ) :
CONFRONTATION

' S | CONFION v ‘
@Ke wey ﬁﬂea} with the new agenda is to challenge, head on, those,

who. pyt{gtféw¥ard. We would continue to bo the advocates of our
Tong-tijagiconstituents, to defend the old ground, to repeat the honored
rheforic,snil to take direct issue witlr those who have wrested the

& I mentioned ealier that the éqtabliahnwn't ad lost the farm policy '
" ball. There is one thing iworse than losing the ball—that is to ldse the . .

A -

- farmc’policy agenda ot of our hands. We would recogmize that tl? :

, Bn,lfl had gong over to the other team, and would consciously ply
- defense. S R . o
There i3 nothing wrong with J)la,ying defense. With a good defense
¥9u’b1ierhnps can protect & lead, and yow may be able to recover %

4 um e, ; ) ) R . v %

‘We would thus oppose the claims of the ecologists, challenge the'

urgeoning food stamp program, take issue with the consumer advo-
¢atles, resist the civil rights movement, and declare the rural non-farin

“

~ people to be the constituents of some other agency, This alternative -

wonld be true to our honored pastg. : R .
But wsnk as wo are, it would probably result in very fow victories.

One ‘shoitld not choose confrontation as a strategy unless he has a

* reasonable chance of winning. - _
' CoxnrnoxtarionN-DerpeNs Tixs IssvE . -

There is this trouble with confrontation s@mtagy——-thnt it deepens
.%lhe jssue and makes it-more difficult for cither party to retreat with
- honor. ; :
"The chances of'% 1 1 . 1
very great. Qur'old constituents are fewer in number, despito their un-
doybted worthiness. And even for them, needs hawe changed so that

- the old agenda is less meritorious than it once was.
' " CAPITULATION .

- Another way to deal with the new agenda isto nccept it, to surrender

_our traditional views. “If you can’t lick them, join them.” If there are

¢ more people in favor of coyotes than of lambs, side with the coyotes.

- If the majority of people favor low food prices, go for a cheap food
policy. Accept the recent past as a wave of theTuture. 1

- »  Nor A Goop Anmmmnv;z

440

Thero are some farm poﬁcy people (not many) who are ready to -

’ eapitulate. As you ean discern, I do not think this isa good alternative.

e co COOPERATION

i W establishment people are like o Congressman who has been ro-
" districted. Earlior he had & good safe-district with constituents whose

» ‘,

IToxt Provided by ERI

suéceeding )&ith conf'roﬁtatién strategy may not be -

.

[ 3
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problems he knew and toward whom he felt sympathetic. Now he has
new constituents, whom he did not seek. Their problems are new to
him, and the things they want are: different from desires of his old
constituents. : .

Sogome kind of cooperation is called for. ,

One type of “cooperation” wag evident in the passage of the so-
called emergency farm bill early fhis spring. The architects.of the old
agendn got together with the architects of the new one and worked
otut a dsul. “You support our farm bill and we’ll support your food
stamps. ‘

So a coalition was formed. From the standpoint of the agricultural
establishment, tha deal didn’t work out so well. The new boys got their
food stamps butdhe old boys didn’t get their farm bill. One should

" beware of joining himself with an overpowerful ally; he may not have
much influence on the joint undertakings. - .

. Cooperation involvés something more than trying to péol the cur-
rent desires of people with conflicting interests. : '

- Reacmine Ovut ror CoNSENSUS

There is another, more constructive form of cooperation. It consists’
of listening to the other party and reachin%eout for gome degree of
consensus. %t involves restraining the appetite to somdxlegree.

This past July there was an agricultural research’conference at

Kansas City, the purpose of which was to plan research for the next
decade or two. Present were not only members of the agricultural
-establishment but also consumers, ecologists, nutritionists, people from
the labor unions and civil tights advocates. The meeting was a bit
unusual. It was constructive.
- The Rural Development Program has reached out to solicit, wel-
come and acknowledge the contributions of many groups in addition
to those of the agricultural establishment. This has worked fairly well.
The program is now probably in better shape than it ever hag been.
Listening to the rural non-farm peorl'e has been helpful.

Progress is being made in the civil rights area through cooperation
with groups quite outside the agricultural establishment. Agricultural
services are increasingly broadened, providing assistance to those who

~ have been inadequately sprved. Progress has occurred. In general, con-
frontation has been avoided. : :
-~ It takes two to cooperate, as it does to tango. We should not assume
+ that if we establishment pcople reach out with cooperative intent, the
“architects of the new agenda will automatiecally reach out in response.
They mgy or they may not. But up to now I think it is fair to say that .
when we have reached out Witg sincere intent, there has been a
response. = - ' .
" Cooperation is difficult—and risky. Cooperative intent may be inter-
preted as a 8ign of woakness, an invitation to be overwhelmed. Wé can-
not expect to dictate.the conditions or the terms of the joint effort.
There are two different ideas of government, just as there are two
different types of cooperation. - ] . : :
One idea i8 to group the people on the basis of some criterion, to geot
into one camp all those who have one particular attribute, say a liking
for low prices. Put into another camp all those who have the opposite
.view. Then hammer out the solution. Obviously, this means clean-cut

1
issues and a head-6n- slugging match ot the hlgflest levels.

1.341 |
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Worr Ovut Dirrerences AT Lower LE_vx:Ls

Anotlier idea is t6 work out some of these things at lower levels, so
that the differences are not 8o great when final resolution takes place.
Instead of h:w'm-% all the advooates of high prices in one group and all .
. 3%, those who favor low prices in another, mix them to ether o bit, so that
g,', _ they have to work things out among themselves. Cooperation is made.

7 " necessary, people are impelled to listen as well as to speak, and
decision-making takes place at the lower as well as the upper levels. -
This seems to me a far better system. - _

The_cooperative attitudo is beginning to permeate all members of
the old agricultural establishment.

The dgricultural committees of the Congress are no longer the
single-minded advocates of the old ag nda which they once were. The
cooperative intent is visible in their w rk on rural development, en-
vironmental programs and othef eurrent 1ssues. _

The Department of Agriculture has changed its official stance on a
number of issucs, The big commodity programs are a case in oint.

' The land grant colleges, in their teaching, their research, and their

1 oxtension, have modified their offerings in the light of changin times.

N " The farm organizations are also listening. For example, they are
now willing to hear proposals which would extend collective bargain-

ing rights to hired farm labpr.

SrraTeGIEs ARE MuTuALLY EXCLUSIVE

A I have been speaking of these various strategies as if they weve
mutually exclusive. This need not be so. It is possible tq take am
overall attitude of cooperation and still adopt elements of the other
strategics in particular cases. - v
Some issues may best be handled by pretending they don’t exist. For
exumll(ile, benign neglect may be the best way of ealin% with perennial
attacks on the middleman, a subject which is on both the old and new
agenda. There is no known solution to this “problem,” which objec-
tively measured, is of minor, importance. Maybe it can be finessed.’
T public view is that any issue on the agenda is a legitimate one,
anth that a solution can be found if men of good will would Eut their
! minds to it. One or both of these things may be untrue, in which case
it mny be best to pretend the issue does not exist. ' :

Though the basic attitude be, cooperation, it is perhaps best some-
times to capitulaté. An example: the Departmenk of Aizriculture had
Iong defenged huge commodity payments to a few large farming",
operations. These payments turned out to be indefensible. So the De-
partment capitulated.

Sometimes confrontation is an appropriate policy, even though the
cooperative intent is, overall, the dominant orte. President Ford con-
fronted a farmer-labor-consumer coalition in vetoing the Emergency
Farm Bill this spring. In my opinion; this was a constructive act of

public policy. s

e

CF
5

0

UNPREDIOTABILITY “IMPORTANT INGREDIENT” - -

An element of unpredictability is an important ingredient of-strute; A
gy in the area of public policy. But it should not be the sole element,

« | 1 -
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~ & cooperative role (which many are already
. *good to be acc‘om(})lished by researching a subject that we are unablé to
. put on the agenda.

e

icerror. R
tiys presentation with-thp question, “Who is going to con- .

To be eithdr totauy prediétme or totaliy.\unpieiliétﬁble would bo 'a
: muij(l):; stra ‘ : ' R

| trol th%afnrm policy agenda and what subjeets will be on it?

My answer to this question is that only if the agricultural estab-

- lishment takes a generally cooperative attitude can ey expect to
- have much of & role in shaping the farm policy agenda and-influencing -

the particular issues that-appear thereon.
' - Must Appress THE “New AdENDA”

This suys sémething to those of us concerned with research in the
policy area. We, as well as the political stmtogiqg, will have to take
oihg). There-ig little _

It is my belief that the,mm%ginal contribution to

an understanding of the policy issues is greater if we address ourselves

t(l>dthg items on the new agenda than if we continue to focus on the
oid one. N ’
In extonsion as well as in teaching, the new constituency will have '

to be served.
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& serious professional and legal implications.

APPENDIX G A

| [From Nutritipn Todsy, March/Aprii 1975} Sy

o HOSPITAL MALNUTRITION o

No, one is certain if hospitad induced malnutrition has .

always been with us and is just now being recognized by

- mewly nutrition consgious physicians or whether it is an wn- D

' empected byproduct of the sophiticated- food service sya-*:

" tems mow popular in tnstitutions. Eeggrdless of etiology, %
hospital malnutrition.is a prevalent health problem with

he fol]oimhg
instructional essay tells how to recognize undernourished,
malnourished, or starving patients. It ig the result of the

 combined effort of two teams obf professionals. It was nearly
6 year #, preparation. Its reliable guidelines should be useful

inevery hobpital, . )
o make this vital information useful to all, this article
is also available as a Nutritjon Today Teadhing Aid.
. e

(By Charles B. Butterworth, M.D. and George L. Blackburn, M.D., Ph.D.?)

Three recent developments make it important that physicians, dieti-
tions, nurses, adminigtrators, and in fact all persons involved in patient
care, become aware of the nutritional status of the hospital patient.

First, there is the recoghitj,gﬁthat an alarming number of people in
hospitals are malnourished ahid that this condition is preventable in

* many cases. - - ;
Second, more and’ more health professionals are beginning to ap-
reciate the fact that good nutrition plays a major role in wound
ealing and in hei%mng’resistancetomfection. , '
- Lastly, new techniques and products have been developed which'
: gr%ptl{ enhance the ability to provide nutritiohal support to the
patient, oo

One might wish to extend this list of developments that call for
greater awareness of the nutritional health of hospitalized patients.
Among such points would be that because of the level of current food

prices 1t is likely that more

enter the hospital. On theo

3

to be undernourished when t)?eg
moreover, with the current hig

plications and hastening convalescence, as proper attention to t]
tients’ nutritional health will surely do. ar ' .

oor people and indigent elderlﬁ' are apt
ther hand,

1 costs of hospitalization, there is every
incentive for shortenirig the period of confinement by preveptin%

com-
e pa-

_- *Dr, Bitterworth |

s Professor of Mediclne and Direetor of the Nutritlon Program at

the University of Alabama in Birmingham. He also served as Chairman of the Council
on ¥oods and Nutritlon of the American Medical Association. Dr. Blackburn is Asaistant
Professor of Surgery at Harvard Medieal School In Cambridge, Mass, and Direetor of the
Nutrition Support Service at the Boston Cltly Hospital and the New England Deaconess
Hospital in Boston. The authors deaire to point out that this work was a group endeavor
and is thae result of the application oi the extraordinary talents of the staff of the Nutrition |
Pro{'p-nm in Birmingham and the Nutrition Support Service in Boston. Special recognition
is due Carlos L. Krumdieck In Birmln{;bnm for his contribution of photo material, In
Boston, credit is shared by Bruce L. Biatrian, Graham Page, Daniel Slgman and Joseph

Vitsle,’
(141) !

| '~142 o




-

pa

U 2 Y

.’t_” '. . . » (,) ‘ ‘-, . . ‘ . ) . h.. .l
. S P - ..

s -

&5

B _ - Our purpose here is to outline some simple and practical methiods

for the assessment.of nutritional status. Most of these can be applied
-without complicated laboratory equipment and they should be avail-

.-able in hospitals of all sizes, ¢linics, and even in doctor’s offices, 'Many

“-of the lprocedures- involve nothing more than, the application of basic
. skills, careful ingpection of the patient with nutrition in mind,. -
and the use of analytical interviews of the natire described.

“clinica

No attempt will be made td outline programs of nutritional snppdrt

" ar therapy. The major intent here ¥is to suggest methods and guide-

- need of nutritional intervention, - L e . :
Not. the least of our purposes in presenting these guidelines ig the

lines that will make’it easier to identify those patients who are in

. ,

' _ hope that some of the follswing suggestiong will result in improved

gystems. for dealing with nutrition services in hospitals according to

- Tocal requirements, As Dr. Meiling aptly pointed out (Nutrition To-
“This (hospital, maldutrition) is not only the -

day, May/June 1974)

doctor’s and dietitian;‘s problem, it is/also th¢ administrator’s prob- .

< lem,”"Ho also noted that the root cauge of hospital induced malnu-
trition lies in the hospital system and until that’s changed, patients -

are going'to suffer. ,
Rare Curtosrries

Tt i our belief that malnutrition has for too long been identified . -

with the “classical” vitamin deficiency syndromes by physicians and
‘other health professionals.. Although these far:ndvanced syndromes are
occasionally encountered and should not be missed, overt vitamin de-
ficiencies are best regarded as rare.medical curiosities. By contrast,
protein-calorie malnutrition, which henceforward will be referred to
.by the abbreviation “PCM”, which develops in the hospital, has been
found to affect from one-fourth to one-half of medjcal and surgical

“patients whose illness has required- hospitalization for two weeks or .

more. Therefore, high prierity should be given to the identification
and'prevention of PCM. S -

, Patients with malnutrition, particularly protein-calorie malnutri-
tion, do not tolerate concurrent illness well. They tend to have delayed
wound ‘healing and greater susceptibility to infection and other com-
plications so that the period of hospitalization may beé considerably

‘prolonged. It is perhaps paradoxical that for twenty-five years or more

a certain c{n'eoccupution with fluid and electrolytes, vitamins, hor-
mones, and blood gases iths Appeared to divert. the average clinician’s
attention from two of the most fundamental requirements of every
patipnt: adequate protein and sufficient calories. Why has this oc-
‘curred? The reason probably is that there is no single anthropometric
or biochemical measurement to define the exact ex%en&pf PCM.
‘Nevertheless, as with any other complex pathelogicaleprocess, the
patient in whom PCM is suspected, should be evaluated using n. num-
ber of agdurate methods and techniques that have proved both valu-
‘able and“practical ‘in our experience for the assessment of a patient’s

* nutritional status (and risk). Considerabls emphg%s will be placed
loweve

on PCM becauseof the prevalence of the problem. r, it is be-
lieved that the procedures to be deseribed are sufficiently comprehen-
sive to permit identification of most of the common nutritional dis-

.. orders that are likely to be encountered in a hospital pépulation.

\‘l‘ - . o
) . » . “ ‘ﬂ.ﬂa . : ‘
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" It shoutd be a simple matter, except,in emergency- situations, to
obtain rather quickly an estimatg.of a patient’s nutritional health
when he is admitted to the hospit#l. Such an estimate should be.an
essential part of the admitting process. It can be carried out by the

v

_clerical staff, nurses, laboratory personnel or others. In this re ard in

addition to inquiring as to the patient’s usual height and weight, it is
essential that tt.;lhe patient should be weighed and his height measured.
Asking the patient for this information is not sufficient because, for a
variely of reasons, the reply will very likely be inaccurate and two.
valuable benchmarks of nutritional health will be lost. The actual

‘.

measuremonts should be recorded alongside the desirable weight a¢-
cording to some suitable standard sueh as Metropolitan Life Insuran
tables. The physician’ should bear responsibility for reviewing this
information along with admission labgratory work. .

Evervone’s Doty N

e . . o
Tt should be the duty of every person involved in the patient’s care,
to ensuro that crueial data are recorded and available for interpreta-
tion. Patients at high risk of malnutrition or having particular nutri-
tional problems should be identified within twenty-four hours by a
notation made in the patient's permanent hospital record. We believe
that this information should be commuhicated simultaneously and di-
rectly to & Nutrition,Support Service or to other appropriate authori-
ties having responsibility for this aspect of patient.care. But sinee it is
an unusual hospital indeed that has yet organized a Nutrition Support
Service, our suggestion is that in the absence of such a service, the
matter be referred to the staff member most interested in nutrition and

to the dietitians. ' e S

The attending physician must béar the ultimate responsibility for
deternfining the patient’s nutritional requirements and providing a
means to supply them under the circumstances distated by the clinical
situation. His function is catalytic since without his initiative the
ancillary resources of the hospital cannot be activated on behalf of the
patient. Only on his signal can the special skills of nurses, dietitians,

harmacists and consiltints be brought to bear on the problem at
sand. If these services are inadequate, the physician resolutely should
send ‘the qutient to another hospital cup:&le of providing whatever
nutritional support services are necessary to sustain the patient during
his illness. It 1s the responsibility of the physician to review promptly
all nutrition-related information prox{i&(gec‘l to him by various staff. -

. members combined with his own observations and preliminary labora-

tory results. This should form an important part of the patient’s “data
base.” In the case of problem-oriented records, specific nutrition prob-
Jems should be itemized on the problem list. :

THREE ALLIES

-

For the assessment of a patient’s nutritional status, the, physician
has three traditional allies: the history, the physical examination, and
the laboratory findings. . :

Table 1 represents a check list of the more important points to be
covered in the patient’s history. As will be seen, the answers to these
simple questions can be recorded by pammedicni personnel, or family
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", members, o possibly even by the patient himself, While this list isnot - -
. exhaustive, it-will serve as & screen from which one can spot warning .

- “ signals, In our experience, even one “Yes” answer should alert the:
- ~DPhysician and his staff to the presence of 4 person with a potential
'ﬂ:.,‘n’n}nutntlonn,l -problem. Séveral affirmative answers immediately.suggest
"=~ “the need for special studies, special consultations, and possibly prep-- -
- aration for special supportmessures, - . T o
+., Part 2 of thig table outlines contributions that can b made by mem- -
2 bers of the dietetic staff. Vefy ofteri ths skilled questioning of. an
~~ experienced dietitian can.incover unexpected facts about the patient
- and his food consumption Patterns, either under ‘home conditions or.
- Yinder the conditions of the current ,heal%h;s;oblem. Careful inquiry
" - may be necessary fo determine if patients tr y understand prior die-
tary instructions and the dietitiax should be adept ot eliciting these.
Part 3 of the.table indicates the contribution that the nursing staff -
can be called upon to make. In this connection, the need to have reg-
- wlar and aceurate recordings of thebody weight cannot be over-.
- emphasized, Weight is perhaps the most important single piece of - -
, Information that can be provided as to the patient’s nutritional status,
" . ""The nursing gtaff is'also in & unique position to maintain & constant
*.. 8urveillance of the patient's activities, hehavigr, and food consump- *-
tion. Nurses are very careful to take note and record the medicines a -
.. matient takes: in some patients, the record of nutrient intake is every .. -
bit; as mmpertant. ds the notation of- drugs he has been given, If our *
modern hospitals are to be rid of the spectre of hogpital induced mal-
.- Nutrition, then at least some method has to be found to notp and record
. how well n patient eats. Whenever a patient is suspected Bf becoming
..~ malnourished, a glance At his finished mea] tray is of great importance, -
-~ 'The impresgion ig an indispensible part of his hospital record. L
.- The nurging sfaf’s observations of a patient during the entfre 24- . -
¢+ . hour day mdy provide invaluable information regatrding nutrient: ‘
* intake, adhérénce to dietary instructions, or dietary indiscretions. )
. For example, it can B8 quite helpful to lenrn about, the midnight
snack: congn_lmed by:the patient on n low ¢alorie diet; the forbidden
. potato chips and salted peanuts eaten by the patient on & sodium-
- Testricted:diet; or the candy bar consumed by the diabatio, Similarly
. the recognition of surrentitions vomiting has occasionally helped ex- -
Plain an otherwise puzzling case of suspected ‘malabsorption.
- Table 2 out}ines some of the more protinent physical findings that
-, . thepltysician should look for when he is meking & nutritional evalua-
' tion,” This is. where the skilled and exl;erlench eye of the nstute
clinfeian is jnvaluable. Certainly it should be his task to search for
. .physical evidence in'suspected problem areas and to correlate physi- o.
“wcal findings _mtg} the history. A. conscfentions and thorough physical-
. examination' for nutritional adequacy or inadequacy should be o rou-
. tine par} of every patient’s workup and. should require no special in-
: dicatigns or justification. The history and physical examination should
. enablethe physician not only to identify existing problems and treat
_* *thém, but also to anticipate problems and prevent them. . .

p?

yproble: _
- o Ustror, INpioATors '

‘Measurement of the tricen skinfold techniques has proven to ;b.e o
helpful indicator of nutritional status, The proper technique is to

W s N
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grasp o fold 6f skin on the posterior aspect of the arm midway between

."shoulder and elbow, gently pulling it away from the underlying
-~ Muscle. The caliper 1s° aﬁx
recorded on the chart. Either Lange or Flarpenden calipers are suit-’

plied and the average of several readings 1s,

-able for this purpose, since they are designed to exert uniform pressure
“vovoer o wide range of thicknesses.

" vided it i§’ checked periqdically. We usually weigh patients 1n in

" The measurements of height and weight are, by far, the most use-
ful indicators of nutritional status. In many cases they are the only
indices available outside the hospital. Although rapid weight loss in

a hospitalized patient is an extremely important index of change in -

protein, nutritional status, since it usually reflects use of protein as a
metabolic fuel (adipose tissue is lost more slowly owing to its high
caloric content), a patient who is grossly obese may be above the
desirable weight/height standards, yet suffer extreme protein-calorie
malnutrition. Similarly, edema is 8 common feature in protein-calorie
malnutrition and may give falsely high weight readings. Numerous
other pathological states may alSo cause edema and interfere.with -

nutritional assessment. However, edema usually indicates an under- -

lying metabolic malfunction that must be taken into consideration
in the overall nutritional assessment. ‘ , .
The choice of scales is most important. Spring balance scales are
not sufficiently accurate for this type of work and should not be used.
The best type of balance scale is the beam or lever balance type, Xro-
oor

clot.hin%. Patients who are unable to stand can be weighed on bed-
scales. It is important to weigh patients daily at approximately the
samo time and under conditions that are as standardize$ as possible.
Cooperative children and adults are measured against the vertical
measuring rod with a_headpiece. Shoes are permitted allowing 1-ineh
heels for men and 2-inch heels for women. The lower border of the
orbit should be in the same horizontal plane as the external auditory
meatus and the arms should be by the sides. The bar of the headpiecs
should make contact with the scalp. Uncooperative children and bed-
ridden patients may be measiired recumbent using a wooden length

. board and perpendicular headpiece, or even a tape measure.

For caleulation of idea] weight, we use the Metropolitan Life Insur-
ance Coinpany tables of desirable weight according to height and

* frime derived from the Build and Blood pressure study in 1959 (see

Table 4). Appropriate allowances must be made if the patient is not
wearing ordinary clothes or shoes. i

So far, we have attempted to describe simple clinical procedures
that should be widely available. There are a number of routine labora-

tory procedures available in most hospitals which can also yield re- -

markubly accurate information about nutritional status. The }{eﬁ' is
¥m adoption of a slightly different ]perspective and a slightly

merely t ;
modified approach to the interpretation of laboratory results. For ex-

. ample, abnormally low levels of prothrombin activity, serum calcium

and serum carotene, may each have a separate explanation. Collec-
tively, however, they may well be the result of abnormal fat ubsor}[l)-
tion affecting the functional status of the patient with regard to the
fat-soluble vitamins A, D,and K. : . .
‘We wish to emphasize that there ig nothing magical about nutri-

tional assessment and there is no single specific test that will provide
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~ routinely in most hospitals,
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all the answers. -Névertheles_fﬁ;éimple laboratory procedures available
itn yield highly useful information if the

physician interprets them in their over-all relationship to the puti%t’s

~ nutritional status.

_In,addition to, the simple tests already mentioned an%@resent’ed in

Table 1, there are a"number of specialized proceduresto aid in the -

recise characterization of status with regard to specific nutrients.

ome are listed in Table 10. It should be borne in mind that many of
these have been designed for sereening studies it large populationg
and may have limited applicability to individual pgtients under un-
nsual circumstances in the hospital. Recent therapy with minerals,
drugs or vitamins may influence the outcome of laboratory studies.
Certain antibiotics may inhibit growth of bacteria in bacterial assay
systems for vitamins; contraceptive steroid agents may spuriously ele-
vate vitarhin A levels, reduce certain metal binding proteins, and lead
to lowered circulating levels of folate, vitamin B2, and other vitamins
in some cases. Clinical scurvy may exist in the presence of serum ascor-
bate levels that are only in"the ¥marginal® range. As with virtually

- all laboratory tests, it is essential to kmow the vagaries of the proce-

dure, and the clinical implications of the result in relation to a com-

: prehensive analysis of the patient’s currént situation.

i BODILY DEFENSE BREAKDOWN PARAMETERS
4

"The body defenses are divided into 8 main categories.

(1) Mechanical—The bodly is protected from microbial invasion
not only by intact epithelial surfaces, but also by mucous barriers,
digestive enzymes and excretory antibodies present on such surfaces.
These cells like all others, require an adequate supply of nutrients for

eir growth, turnover, and function.

(2) Cellular—Cellular defense mechanisms. are mediated by a)
lymphocytes and plasma cells, but their exact function and modes of
action are not well understood and b) polymorphonuclear leukocytes
which have the ability to ingest and destroy bacteria or foreign bodies.

(3) Humoral—Humoral defense mechanisms are mediated by gam-
maglobulins or other plasma proteing which aid’in the destruction
of micro-organisms. Some- antibodies appear in ‘secretions, for ex-
ample, in tears, colostrum, and intestinal mucus. :

There is ample recent evidence that in protein calorie malnutrition,
all three defense mechanisms are impaired. Herice, in addition to other
serious disorders, the body is open to infection at a tim® when it is
least able to cope with it. Changes in humoral and cellular defenses
in protein calorie malnutrition are the sf}"lbjcct of considerable re-
search at the moment. : :

13 &;

METIIODS OF EVALUATING BODILY DEFENSES

A. Quantitatively .

(1) Total white cell count in a nofmal person is usually in the
range of 5-10,000 per cubic mm. ' N

(2) Differential Oounts—(a) Lymphocytes usually account for
30% of the normal differential white count and they shonld be pres-
ent in absolute numbers of at least 1,500/cubic mm. Lower levels indi-
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cate impaired cellular defense mechanisms which occur in protein
calorie Idalnutrition. , — '
+ (b) Polymorphonuclear leukocytes usually account for 65% of the.
total'white cell count. With pydgenic infection, a polymorphonudlear ,
leukocytosis occurs and there is‘an increase in the proportion of non-
segmented (“stab”) forms. A failyre to respod to pyogenic infec-
tion with a polymorphonuclenr Jeukocytosis means a poor prognosis
especially in a protein calorie malnutrition. | ; :
10 é:})lTo‘taZ Protein, Protein Electrophoresis—Tatal protein 6-8 gm/
m : '
Albumin 50-65% Total=3.0-4.5 gm/100 ml ’
 Globulin (contains antibodies) 35-51%
Total 8.0-4.5 im/ 100 ml

Caq

Transferrin (Siderophilin)—A. beta-globulin which has been the
subject of considerable interest as a parameter to judge:protein calorie
malnutrition. s~ R

The serum concentration of transferrin can be qliantitated in thé
Inboratory, but the procedute is not yet widely available. Depressed
transferrin levels should be sispected whenever the total iron binding
capacity (TIBC) is less than 250 p %. oY

TRecent work suggests that the p[i;:mmn proteins syngliésized with the
highest priority during recovery fromn PCM are the immunoglobplins.

Next in priority are certain coagulation roteins, (prothrombin
and "proconvertin), pre-albumin, retinol-binding protein, and beta-
lipoprotein apopeptide. Albwmin, transferrin, and hémoglobin appear

. somewhat later. Further research is necessary to establi¥h serum trans-

ferrin as o useful parateter in the nssessment of nutritional status,
but early results are encouraging. _ 4 -
B. Qualitatively . ' K

(1) Lymphbcyte quality evaluation can be carried out ¢nwitro using
a variaty of techniques to determine their competency, such as their
ability to undergo “blast-transformation” in response to phyto-
hemagglutinin. .

(2)- Polymorphonuclear leukoaytes can bo qualitatively evaluated
by incubating with bacteria to estimate phagoeyte activity and killing
ability after n certain time nsing special microscopic techniques.
In these experiments, phosphate-depleted white blood cells are unable
to migrote townrd bacteria, an essential enrly stop in resisting bacterial
invasion, - ) .

Thoe above tests aro at the moment mainly research techniques and
are not nsed in day to day assessments of nutritional status. ’
(3) Delayed Iypersenaitivity testing uging Purified Protein De-
rivative=—( Tuberculin) Oandida Albicans ewtract and Dinitro—Chlo-

robenzene contaet Senaitization tests ‘ :

v Skin tests are carvied ont by conventional means utilizing Tuber-
enlin (purified protein derivation). Candidn nlb_ic_uns_oxtmvt, (ITol-
lister-Stier) and dinitrgehlorobenzene contact sengitization (“I)N(_‘]}”,
Catalona technique). Jh general. a failure to respond with a positive
reftetion to ngy of these should be regavded ns a ossible manifestation
of impaired cell-mediated immunity due to PCM. Trecise confirma-

) ‘
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! tion depends on the existence of either prior reactivity, or the restora-
tion of reactivity upon nutritional repletion. :

CATEGORIES OF MALNOURISHED PATIENTS

Essentially three types of protein-calorie malnutrition commonly
~occur: . ‘ ‘ , : .
L Advlt kwashiorkor-like state. A. common syndrome ig the well-
‘nourished (or over-npurished) “individual in' whom the corabination
.. of severe catabolic stress and’sub-standard intake of nutrients com- -
. bine to depress selectively the level of visceral protein and immu- ; -
‘nologic competence. A% in children, this kwashiorkor-liks state evolves
from a protein-deficient diet in which the calories délivered are pri-
, miarily, or exclusively, in the form of carbohydrate. Due to-the rapidity

- of onset, these patients tend to maintain.their anthropometric meas-

urements (weight/height, triceps skinfold, .and arm circumference)

despite severe depréssion of serum proteing; sich as transferrin and’
¢ < - albumin. Edemais a common feature because of h{ oalbuminemia
-#v_ ond-altered electrolyte metabolism. Associated with this visceral pro-
- tein depletion.is o depression of cellular immune function as measured
.by delayed hypersensitivity skin testing, lymphocyte coumts, and hu-
moral and leukocyte competence. o0 _
. 2. Adult marasmus or ohronioinanition. The marasmus-type picture
of chronic illness is characterized in pdults by decreased anthrope-
metric measurements in the presence of normsl serum albumin. It
represents a more prolonged and gradual wasting of muscle mass and,
subcutaneous fat due to inndequate intake of protein and calories. Un- -
like the kwashiorkor-like state which is dependent upon biochemical *
assessment for identification, this group of patients may be readily -
assessed by most anthropometric m&usurenfents, or even by visual in-
. spectign. . .

. p3. rasmio \“kwashiorkor-tike”. This may be regarded as a far-
advanced stage of chronic inanition combining some of the clinical
features of the other two types. It is an extremely serious, life-threaten-

*  ing situation because of the high risk of complications, infectious and
otherwise. The typical patient is one who has mobilized reserves of
fat and lean-body mass for a prolonged period in axi unsuccessful effort °

.to recover from chronic iliness or injury. Ultimately, these reserves are

" exhausted, or additional catabolic stress occurs. Rapid depression of
visceral protein synthesis then supervenes. Clinically, this may be
signalled by the onset of hypoalbyminemia, the appearance of edema,

- decline of immunologic competéfice and evidence of deterioration in

© the function of multiple organ systems. The necessity for vigorous
nutritional therapy is much more urgent and the care is much more
complex jn this situation than in either of the other states. .

It is of the utmost importance to appreciate these three malnutrition
categories in making nutritional agsessment in order to develop the
required nutritional support plan. Briefly an adult with kwashiorkor
has adequate reserves of fat and skeletal muscle that can contribute
to his needs, if he is given appropriate amounts of fluid, electrolytes,
vitamins, minerals and enough protein to offset obligatory nitrogen
losges associated with thetillness or injury. Alternative intravenous
and post-operative diets have-recently been developed which minimize ,

a
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.~ these losses and conserve visceral protein,-by providing an exogenous

sugg‘ly of calories'and amino acids. ,

e adult marpsmic patient can benefit from vigorous oral feeding
programs, if adetiunte time is available and if depletion is not. fars.

. advanced. Generally speaking, however, patients who are more than
20 or 30% below desirable weight, cannot recover on an ordinary meal
pattern and must have aggressive support (such as around-the-clock
tubd feedings, gastrostromy, or substantial intravenous sypplementa- -

- tion.) :

+The third category of marasmic, “kwashiorkor-like” patients re-
%uiries. vigorous hyperalimentation, either oral or parenteral or both.
utritional support must be given promptly, if significant morbidity
and mortality are to be avoided. - .
This has been an attempt to present, in a form suitable for general
use, some simple and widely-available procedures for the agsessment
of nutritional status of hospitalized patients. We are aware that mal-
nutrition ig often a complex medical and socio-economic problem, and
that our approach may err on the side of over-simplification. Neverthe- "~
less it is our hope that more widespread use of even these simple clinical |
and laboratory methods of assessment will bring about gredter appre-
ciation for the importarnice of good nutrition in the mantenance of
health and recovery from illngss or injury. Furthermore, it is our-con-

* viction that simple adherence to basic diagnostic and therapeutic prin-
ciples of nutrition will lead to great improvements in.the overall
quality of health care in our hospitals. More than that !—At times the
results will seemn nothing short of nstonishing. '

o
TABLE 1—~CHECK LI1ST FOR ASSESSMENT OF NUTRITIONAL STA’_}"I'S‘

Part 1 . y .
(To be completed by traincd staff member, physician's assistant, or other)
' . Yes "+ & No
Usual body weight 209% above or below desirable? .. _______._. Yion

Recent loss or gain of 109 of usunl body welght?_ o ee oo o_._l ‘

Does patient llve alone and prepare own meals?

1 fitting dentures?. e ceuoeeueo.o e e mm et e e ———————— A
Exceasive use of aleohol e veeeo . e e em s eame—————mmam—~e————— YR
Freqient use 6f fad dlets, or monotonous dlets8?. . comoccccaomeaas o em—ana
Any chronic dlsense of GI tract? (dexeribe) aeccmecccen-a. e em e mem———————
Haus there been any surgleal procedure on GI traet (other tha
appendectomy ) ? (deseribe) oo ao ——m————a—— e mcem e mmc e ————

Recent major surgery, illness; or injury?- ek ecaam
Recent use of large doses of : .

catabolic steroids? . ————

{mmunosuppressants? .- e cm e ———— rncpeesm e ———— .

anti-tumor AgeNtS e e e nmema—————————
antl-convulsants?

antl-blotley?~._- - dhmemm e mmmmae—— -
oral contraceptlves?a o cameaa . i ——— e —— -
vitaming? —— 4 ———— &
other? :

Has patient been maintained more than 10 days on intravenous ﬂuldn,?-.ﬁ\.y..
Any reason to antleipate that %mtlont wilf be mqyo : .
to eat for 10 days or longer /- .

K -y
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Isfp%ﬁelx)it known to have 1

QUATY. artery: disease?
labs rption? . :
hrofiie lung dmease?
: 'chronrc Teénal disease?
7 chronie-liver “digease?
./ circulatory problem. or ‘heart-failure?.. 3 i ek,
.-nefirologieal disorder or paralysis" S | 3, : e -
.mental retardation?._. = .
(Note If all answers to the above items are “No" the patient may b regm‘ﬁed

459 “low-risk” or “acceptable risk.’ The risk increases in ditect propértion to the
“nuiiber-of-*Yes"” answers, Patientsswith more than 3 “Yeg” ansivers should be

~i

c1a1 attentzon is given to provxdmg their nntr,monal req

.“' ; ) aPart T
(To be: comgle%qg}by d.ietzt‘mn)

Descrrphon of recent food consnmytioﬁ “patterns,
pOSltion v Y 04

“

-

ments.)

e

a’: n

,,

.

e

)

. -considered at an- in&eased riglk of developing medical. c%ucations, nniess spe-

eatin% habits, and’ meal- com-

- Oircunistances of food purchase, stoi‘a
“Bistimate of daily average’ calonq cons

-activity ).
Food tray vxewed,

y
' .

ra -

sources,” .
Estimate of fluid intake. © '

Bistiinate of energy expend.iture (eg ld‘W

e and prep&ration m the hom\e
tion. ’

3 .

or\highf level ot physical
4]

average,
Hstimate of possible nutrient deﬁc;gnt:es, b;lsed g \

b B & b
IS égart;ﬁglk);‘; -
PN € be oompi‘ot,ecl byn

Estimate “of actnal food consumptmn, ugcl*n&n%g any.

nw otuﬁ) A
Prnvided \bn—hospxtal

2o,
i

Bstimdte' of stool frequency,‘urinary losses,,losses by suctlon ,tube, draq,nage,

i)spected im,bal )‘nces

,\—

&

et

o Careful recording of body weight at regular intervals. »

4

a

.

.

‘~‘Behavior patterns, eccentricities, vomiting (idfeluding surreptitious vbrn{ting)

g

¥

' General appearance—obese? skinny? ,

t

~y

TABLE 2-THE Pnysxcu. EXAMINATION _ . L,

K

Head——bossing, deformities, cramotabes (under l'year old) '
Eyes—ophthalmoplegia, cataracts, xerosnr, Bltot's spets, retinal hemonrhage,
' papilledema, night blindness-
Mouth—glossitis, ﬂr\givms, caries, perrodontal disease, chellos1S, ageusm,
dysgeusia  + N
“Nose—anosmia, dysosmia, nasolabial seborrhea
Skin—pallor, abnormal pigmentation (carofenemia, hemochromatosis), folicu- *
lar hyperkeratosis, bruises, peri-follicular petechiae, peHagrous dermatitis,
flaky-paint "dermatitis, fistulas, status of wound hea.hng, subcutaneous tab
~and skin-fold thickness, edema N
. Hair—easy-pluckability, sparseness, deprgmentatron
. Nails—{friability, bands and lines ’ N } : ;
_ Neck—goiter ) ot
nlargement, high-output fa11ure, resting tachycardia
Lungs-—no 2 Use of accessory muscles to breathe?
- Abdomen-—enlarged (fatty) liver, distended loops of bowel ascltes, varices e
Genitd-urinary—secondary sexuial characteristics, hypogonadism, delayed onset
of puberty ‘
Skele,tal»epiphyseal thickening, bowing, rachltac rosary, osteoporosis, frog leg
) posxtion, tenderness - -
: -Mzuscle»—atrophy, wasting; hemorrhage, pain
J oints—effusions; arthralgia
urol—foot-drop, confibulation, improper poqxtron and vibratory sense, hyper-
reﬂexra hyporeﬂexm irritaBility, convulsrons ‘

-

N
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1. Patients who are grossly overweight, or grossly underweight “(the former -
because of a tendency on the part of some physicians to overlook protein require-
ments; the latter because of limited protein reserves in organs and lean body
mass) ‘

Y in?nk Any patient w1th pnor maldigestien; malabsorption, or inadequate nutrlent
e, e.g.
a. pancreatxc insufficiency
b. celiac disease, Orohn’s. d1sease surgical nemoval of portions of stomach or

Tate 3—BxAMPLES OF SoME, “HIGH-RISK” PAT

; - small bowel; small bowel by-pass, congenital malformations of GI tract .
... e chronie. alcoholism, ‘anorexia nervosa any form of dietary faddism or.
: ‘abuse
d. patienilzs maintajned tor more than 10 days on simple solutions of’ glucose
- and saline
-8. Patients with increased metabolic requirements e, tever, infection, trauma,
hyperthyroidism, pregnancy, burns, infancy
4. Patients with external losses, e.g. draining fistulas, wounds, abscesses, eﬁu-
sions, exudative enteropathles, chironic blood loss; chronic renal dialysis
5. Any patient who is likely to be unable to consume adequate amounts of food
_ for 10 days (especially if reserves are limited), e.g. head and neck trauma in~
jury or surgery involving GI tract. ,
TABLE 4.~-DES|RABLE WEIGHTS FOR MEN AND WOMEN
fAccording to helght and mme ages 25 and overl
- ~ Weightin pounds (in Indoor clothing)
“ \ Small  Medium ’
Height (in shoes) o : frame frame  "Large frame
v N '. hY v e
Men: : ,
5ft2in S U A 112-120 118-129 126-141
ft3in o 115-123 121-133 129-144
5ft4 in 118-126 124-136 132-148
5ft5in 121-129 127-139 135-152
. ft6in i I 12¢-13 130-143 138-156
7in 128-137 134-147 142-161
51t &in 132-141 138-152 147-166
§ft9in.. L b N - 138-145 * . 142-15 151-170
5t 10 § { 140-150 148-160 155-174
5ft11n i&\ __________ 144-154 150-165 159-179
6ft._.: = . 148-158 154-170 164184
6ftlin._... W \g} 152-162 156175 - 4 168-189
6ft2in 156-167 162-180 173-194
6ft3in o~ = 160-171 467-185 178199
© - Bftdin ' - 164-175 178-190 182-204
© Women: R
o 4ft100n 92-98 98—1&)7 104-119
. &ftllin P ——- 94-101 98-1 106-122
5ft_._ 1 96-104 101-113 108-125
5ft1in - © 99-107 104-116 112-128
* 5ft2in I 102-110 107-119 115-131
‘5ft3in O S 105-113 110-122 118-134
Lo L S 108-116 113-126 121-138
-5 t5in ———- iy . 111-119 118-130 125-142
5R6In. i 114-123 120-135 129-146
51t 7in P g 112-127 124-139 133-150
58N ey : 122-131 128-143 137-154
© 5t 90n & 126-135 132-147°, 141-158
51000 e mn o ¥ N 130-140 138-151 - 145-163
5ft11in 4 . 134-144 140-155 149-168
6t . : 138-148 144-159 153-174
Note: 1 in hests for men and 2 in heals for women. .
Source: Prepared by the Mutropol;(an Life Insurance Co. (1960) durived prlmmly from datx of the “Build and Blood
Pnssuru Study 1959, . .
-
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TABLE 5].—TRIC'EPS§§{(IN-FOLD, BIRTH TO 60 MONTHS, SEXES SEPARATE !
‘ I R

W:‘

0

Triceps skin-fold (millifater)

o

, . 1 90 percant 80 percent 700p 60 percent
. Standard . standard standard standard standard
. Age{months) Male. Female flale Fomale Male Female Male Female' Male  Female
N - = 1 R "
6.0 6.5 5.4 59 48 52 4.2 46 3.6 3.9
}0.0 . 10.0 8.0 s.0 8.0 8.0 7.0 | 7.0 6.0 6.0
10.3 210.2 9.3 8.2 82 8.2 7.2 7.1 6.2 6.1
10.3 10,2 9.3 8.2, 8.2 82 7.2 7.1 6.2 6.1
10.0 10, %0 - 81l 80 &1 70, 71 ‘60 6.1
9.3 . ] 8.4 8.7 7.5 1.3 6.5 6.3 5.6 5.8
9.3 10, 8.4 9.2 7.5 +« 82 6.5 - 1.2 5.6- 6.1
8.1 9.4 82.. 85 7.3 1.5 6.4 6.6 5.5 5.7
¥ Adapted from Ha_mhand (19553); Tanner & Whitehouse (1962), )
" TABLE 5b.—TRICEPS SKIN-FD‘L/[{,’ 5 TO 15 YEARS, SEXES SEPARATE ! .
.
/Triceps skin-fold (millimeter)
o ’ . 90 percent 80 percent ) 70 percent. 60 percent
) “Standard - . standard standard standard standard
Age (years) Male  Femile M}le’_ Femiale Male Female Male Female Male Female
8.1 8.4 / 8.2 85 13 7.5 6.4 66 55 57
.82 9.6 7.4 . 8.6 6.6 1.7 5.8 6.7 4.9 5.8
139 ' 9.4 7.1 8.5 6.3 7.5 5.5 6.6 4.7 5.7 .
1.6 10, 1 6.8 9.1 6.1 | 8.1 53 71 4.5 6.1
8.2 10.3 7.4 8.2 6.6 8.2 5.8 1.2 4.9 6.2
8.2 10.4 7.4 9.3 6.6 8.3 8.7 7.3 4.9 6.2
8.9 10.6 8.1 ‘9.6 1.2 -85 6.3 1.5 5.4 6.4
85 101 1.6 9.1 6.8 8.1 58" 7.0 5.1 6.0
8.1 10.4 1.3 9.4 6.5 83 5.7 7.3 4.9 6.2
7.9 11.3- 71 10.1 6.3 9.0 5.5 1.9 4.8 6.8
6.3 1.4 . 57 10.2 ..5.0 9.1 4.4 8.0 3.8 6.8
* 1 Adapted from Hammond (19552).
. TABLE 5¢.—TRICEPS SKIN-FOLD, ADULTS SEXES SEPARATE
Triceps skin-fold (millimeter)

" ; 0 percent . 80 percent 70 percent 60 parcent
?4’& Sex Standard standard standard standard standard
- L

) 12,5 L3 10,0 8.8 7.5
Female, oo oeoeeeeen..on [, 16.5 14.9 13.2 1.6 . 8.9
fv TABLE 6a.—ARM CIRCUMFERENCE,‘G TO 17 YEARS, SEXES SEPARATE! -
N Arm circumference (cantimeter) R
) 90 percent 80 percent 70 percent 60 pnfcnnt L
s - Standard standard standard " standard standard
Age (years) Male  Female "Male ~ Female  Male .Femaler Male Female Male* Female
173 17:3 156 155 13.8 138 121 . 121 104 104
17.8 17.8 16.0 16.0 14.2 14,2 12§ 125  10.7 10.7
18.4 184 16.5 16.6 14.7 147 12,8 128 11.0 1.1
15,0 19.1 . 17.1 1722 152 - 15,3 13.3 13.4 114 11,5
19.7 19.9 1.7 1.9 15.8 159  13.8 138 11.8 11.9
: 20.4 20.7 . 18.4 18.6 16.3 16.5 14.3 *145 122 12.4
" 21.2 21,5 19.1 19.3 16.9 17.2- 14,8 15.0  12.7 12.9
22,2 2.4, 2.0 20,2 17.7 1.9 15.5 15,7 -13.3 13.4
'23,2 23.2  -20.9 ©20.9 . 18.6 18.5 16.3 16.2 139 13.8
25.0 4.4 22.5 22.0 20.0 18.5 17.5 17.1 15.0 4.6
26,0 28.7 234 22.2 20.8 19.7  18.2 1.3 15.0- 14.8
2.8 4.9 -7 22.3 2.4 19.9 ° 18.8 1.4 16.1 14,9
1 Adapted frem 0*Brien Glrshik & Hunt (1941),
hd
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TABLE 6b.—ARM CIRCUMFERENCE, ADULTS, SEXES SEPARATE -

Arm circumference (ccntiﬁritgr)

T

- ERIC

Aruitoxt provided by Eic:

90 percent 80 percent 70 percent 60 percent
Standard standard - standard standard standard
Male. : LS 2.3 2.3 24 25 17.6
Female e 85 5.7 2.8 20.0 AR Y A
~ Adapted from D'Brien & Sheltan (1941). Hertzberg etal 1963). - © -
TABLE 73.—MID-ARM-MUSCLE CIRCU‘MFE,RENCE.‘EG TO 60 MONTHS. SEXES SEPARATE
Mid-arm-muscle circumference (centimeter) .
: 90 percent 80 p t 70 p t 60 percent
. Standard tandard tandard standard standard
Age (months) Male  Female Male . Femals Male Female Male Female 'Male Female
1.2 .103 101 91 9.0 80 7.8 6847, &%
12.4 114 1.2 10.2 9.9 8.9 - 8.7 7.64% - 7.4
1.5 11.6 11.3 10.3 ©  10.1 9.0 8.8 LT 1.6
12.8 11.8 - 1.5 1.5 ~ 10.2 9.2 9.0 7.9 1.7
129 120 ‘}l. 6 10.3 10.3 9.3 9.0 3.0 1.1
13.7 12.6 2.3 11.2 11.0 9.8 9.6 8.4 8.2
. 13.9 1.7 125 1.3 1.1 9.9 9.7 8.5 8.3
TABLE 7b.—MUSCLE CIRCUMFERENCE. 6 TO 15 YEARS. SEXES SEPARATE
. Muscle circum{crencs tcentimeter)
T ' 90 percont 80 percent 70 percent 60 percent
Standard standard | standard shnt!lld .. Standard
Age(years)  Male  Female Malse  Female Mals  Femals Male  Female Male  Female
14.7 . 4.2 13.2 12.8 1.8 11.4 10.3 9.2 8.8 8.5
15.3 14.8 13.8 13.3 12.2 1.8 10.7 10. 9.2 3.9
16.0 -. 15.3 14.4 13.8 12.3 12.8 112 -10.7 9.6 9.2
16.5 . 159 149 4.3 132 12.7 " 1.6 11.1 9.9 9.5
17.1 16,6 15.4 4.9 13.7 13.3 12.0 11.6 10.3 10.0-
17.6 17.3 15.8 15.6 4.1 4.1 12.3 12.1 10.6 10.4
18.5 18.3 16.6 16.5 14.8 14.6 12.9 12.8§ 1.1 1L 0
19.6 19.1 17.6. -17.2 15.7 - 15.3 13.7 13.4 1.8 - 115
20.8° 19.6 " 18.7 “17.6. 16,6 15.7, 4.6 13.7 12,5 l;: 8
23.0 ) 20.8 20. 7 . 18.7 18.4 16.6 16.1 14.6 13.8 12.5
M *
t
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© TABLE 7c—MUSCLE CIRCUMFERENCE. ADULTS. SEXES SEPARATE

Muscle EIrcum’fermco (centimeter)

90 percent ' BO-percent 70 percent 60 percent -

Sex - T Standard . standard . standard standard “standard
\' N -
Male_. comntn - 25.3 22.8 20.2 1.7 15,2

Famale. . ool 23.2 20,9 186 16.2 ©138

This reflects both culomc udequucy and muscle mass.
We have found the mid u[iger arm to be the most useful place and

%IVB the optimal results. A soft tape measure calibrated in cm is
used. It is placed around the left arm of its mid point (in the same

place as previously described for triceps skinfold). It should be firmly
' meped uround but W1thout compreSsnon of the underlying muscle

CALCULATION OF MID-UPI’ER ArM-MuscLe CIRCUMFERENCE

This is derived from the mid upper arm circumference by means
of a formula (from Jelliffe, 1966). (The diameter of the humerus is
assumed to be constant.)

C,=mid upper arm circumference in cm

S=triceps skinfold in cm ~
~d;=arm diameter

dz—-musclq d%gmemr .

=radius O
Skmfold S=9X% subcutuneous fat :
=d,—d
3 Circumference C; 2%51-
- haaad 14
Muscle Circumference C,==2r cm
’ ' =nd, cm. .
= dl— dx—'dzg) cm
=qady—mT d; - dg cm
, = 01 - cm
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TABLE 8—REFERENCE TABLE FOR MEN OF IDEAL WEIGHT FOR THEIR HEIGHT OF URINARY CREATININE/CM
: «  BODY HEIGHT )
. [Creatinins cosfficient—23 mig/kg/body weight) .
v Medium frams, idsal
Height - weight Milligrams creatinins
_—_— Total milligrams centimster body InzlmI
N Fest  Inches. - Centimsters  Pounds Kilograms creatinine/24 hr r
. 2 57.5 24 56 o 3
T 3 £0.0 7 8l 1325 )
. 4 62.6 30 59, , 359 s
5 165.1 33 .. 60. , 386 8.
’ 6 167.6 37 62.0 , 426 E
7 70.2 41 63, , 467 3.
8 s 1.7 45 65, , 513 8
9 75.3 49 67. ,555 _ 8.
10 7.8 53 69.4 , 5 s
11 30,3 714 . 9,
' 0 82,9 162 73. , €91 9,
1 185.4 67 5. , 739 9,
2., 33,0 71 77. ) 7 9.
4 3 90,5 76 ¢ 79. 831 9
- 5 4. ., Je30 8. .2 391 9,

° TABLE 9.—REFERENCE TABLE FOR WOMEN OF IDgslsy\’lﬁlEllig;TFOR THEIR HEIGHT OF URINARY CREATININE/CM -

-

{Craatinine tosMicient—18 me/ke/body welght]

Medium frams, idsal
weight

Huight : * Milligiams- creatining/
—r—— . Total milli ur?‘s cantimster body hnlr\t/
Fast ‘lenchu . . Centimeters - Pounds Kilograms craatinine/z4 hr 240
4 10 47.3 0l 48.1 5.63
y 4 1 49,9 04, - 47.3 851 . 68
’ : - 52.4 07, 48.6 875 .74
W 54.9 10, 50.0 .81
. = N 157.5 13 51.4 . 925 . 87
150.0 16 52,7 949- 93
62,6 19 64.3 . 6.01

65.1 §5.9 1,006 3
67.6 27, 53,0 1,044 5. 23
70.2 3L 59.8 1,076 3, 32
§ 72.7 35." 6L.6 1,109 . 42
- § 75.3 139.§ 63.4 1,141 51
; 1 77.8 43, 65.2 1,174 60
§ 1 80.3 47. 67.0 1,206 .63
6 82.9 51. 68.9 1,240 .78
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3 Criterla may vary with different methodology. -
Sourca: Darived from Table of Current Guldelines for Criterfa. Nutritional Status lot ubouto

-
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TABLE 10.~SPECIAL LABORATORY TESTS OF VALUE N NUTRITIONAL ASSESSMENT ,
- C : P Criterfa
. T, . Age of subject of status .
¥ . Nutrhnl and units (yoars) - Deficiont marginal Acceptable
Serum lscorbk: acid 1(m{noo 1) SO | | agqs ............ Upwo.l..... 0 l-o 19 0.2 plus, .
Plasma vitamin A} (mc 0. Up to 10..... 0-19 20 plus,
Plasma carotene (mcl/  weuadOo.. Up to20...... 20—_39 40 plus, . -
© " serum tolacint (ne/m) ' 1 — Ty i 2189 & .
erum nx(ng/m ages . -5. .0 plus,
Serum vitamin Bu2 (pg/mi).. .- 50 B0 100 +w 100 plus, B
Thlamlnl in urlnl (mcm cmlinin-)l 1t03 . 120-175 175 plus. :
“ to 5 .............. U 85-120 120 plns,
70-120 130 plus.
-10 to 15 ............ Up to 55...... §5-150 150 plus.
o 16 PIUSe e nameaae U 27-65 65 plus. .
Prunant 21-49 50 plus. .
Riboflavin In uiins (meg/g creatining) Le e e nen l to3. 150-193 500 plus.
—— 4105. 100-299 300 plus.
6to9. $5-263 270 plus. :
10.to 16 70-199 200 plus. '
16 plus 21-19 80 plus,
Pregnant... Up to 30 plus,
. R8C Tnnskntohw'ﬂ’!-eﬂoct (ratio)2...... , ..... All 2 n...-..‘..,.. 2! plus.,_.... 1525 Uptols,
RBC glutathions teductase-FAD-sffect (ratio)y......... . 12 ..................... ptol.
) Tryptophan Load (mg Xanthurenic acid lxcrmd)i Adulb. (do se: 100 (6 hn).... .= Upto25.
'{M body ahn..... romemann ... Upto 25, -
Ay
Urlnary pyr(doxln- ? (mcm crutlnln-)........... 1tod. f.-. 90 plus,
4406 ccoececaiae. UptOB0aaane o ceeeaaanean 80 plus.
" . 7109 p 60 plus. .
I 10t032..0 40 plus.
. 13 tgl eaiemmanncn - ll}p Eo .................... ,gg gllus.
Urinary n'methyl nicotinamide ! (mg/g creafinjne). All ans 0.2-5.59" 0,6 plus.
Pregnant 0.8-2.49 2.5 plus.
Urinary pantothenic aci 06““9 "Ml ages PRO200cccc e cncccecnaaa 200 plus
Plasma vitamin E(mg/100 m) 2. oo cecoee e ;[ R, " Upto 0.2..... 0.2-0.6 0.6 plus.
t Adapted from the 10 State Nutrition Survey. °

Ev:lu‘tlon in Nutritional

> Assassment In Health Programs. Am J. Public Health (Supp.) 63: 34, 1973, G. cmlsuki:, sdjtoggAlso ses: Sauberlich,'H. E.,
?N! Sc[lln'c [ l.n'gl 5k|h LH leoutory Tests for the Assessment ol Nultllloull Status, Reviews, Clinical Labora-
o4




APPENDIX H
[From the Lutheran General Hospital, Park Ridge, I1L]

OUTPATIENT NUTRITION COUNSELING

The Nutrition Section of Lutheran General Hospital is providing
individualizéd®diet counseling on an outpatient basis. During these
counsgling sessions, a clinical nutritionist evaluates medical back-
grouritl she receives from ,you%_oﬂice wnd a nutrition history she
. obtains from your patient to develop a gdiet modification program

. %eured to your patient’s individual needs and preferences. ‘T'o meet

] ‘basic needs of mutritional care, as well as to evaluate the patient’s
understanding and ability to manage his diet, we include at least one

‘follow-up session with the patient after his initial diet instruction.

EnGrsiry |

Patients are eligible for diet counseling by physician referral.
.Counseling is available for any diet modification. It is geared to assist
‘the patientto assume responsibility for his diet through understanding
the reasons for the modifications, and the results hre can expect from

adhering to the program outlined for him. Teaching tools have been
- developed which correlate his physical conditién with the preseribed -

modifications. Diet lists of ““do’s and don’ts” are not given out without
supportive counseling. i x
- ArpoINTMENT TIMES

Monday thru T{hursduy,, 7:30 A.M. to 8:30 P.M.
Friday, 7 to 5:30. 2 Saturdays per month.

APPOINTMENT SCHEDULING

Registration (COR) 696-5050. C
. information regarding available intment hours, location of the
. outpatient nutrition office and s for counseling. If necessary,

cancellations must be made 24 hours prior to the scheduled appoint-

ment time. )

Your patient must make his a pointfnent through Outpatient
OF

REeFERRAL N6TRS

To assist us in making an initial assessment of your patient’s nutri-

tion needs, we request results of -any ’Fe'rtinent, recent lab work you -

- may have on file for your patient. The accompanying Requisition
Torm-can be used to record this information. This form also explains
to your patient how he may obtain appointments. These can be ob-
tained in pad form from the nutrition office (696-6138). :

(157)
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“After_each patient appointment, you will receive a note from the
nutritionist which will assess your }mtlent’s past food intake, grov@de
specific information on the type of diet the patient will be following
and evaluate the patient’s motivation and comprehension of the diet.

'This note will also advise 127011 of further appointments and nutritional .

your patient.

L)

care we have planned wit

Group Discussions

Discussion groups are being conducted on the following diets:
Diabetes Y
Type IIA Hyperlipidemia—ZLow Cholesterol * -
. Type IV Hyperlipidemia.- - ) /
- 2gm Nat : -0 ‘ _ ~ :
Wo request one individual counseling session with the patient before

he participates in these group meetings, at which time he can obtain

detailed informgtion abbut dates, times and meeting places,
N . -
46) LUTHERAN GENERAL IIOSPITAL

UTPATIENT NUTRITION COUNSELING ,
Name: oo e
Diet recommendation: .._ ... ... _____ . __TTTTTTmmtmm m———e nem—-
Dro e e e e e M.D.

By oppointment only. A pointments for individual diet counscling and Grou

p
Discussions ean be scheduled through Oytpatient Registration by ealling 696-5050.

DO NOT eall the Nutrition Section for scheduling assistance. You may obtain
the schedule of fees from Outpatient Registration. - )

-
Diagnosis: _____.___ e cmmecmm—a—. Blood pressure: .___ ... .. .___._..
Medieation: ___._ .. _____ . . N e emefeccccacceemeee————ea
Profile B Cholesgerol ... ... . ______.
Date: oo Triglycerides - ..o ...
Serum ... A
Type oo emmemeenamana-

GTT ' FBS - Urine -
Date: oo ... emaman YMhro _.o....... : eccaaaa-

~-
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APPENDIX I | L.
B Tue Lisrary or CoNeress, ~ . .
o ' . LegIstATIVE REFERENCE, SERVICE, -
e T - Washington, D.C., September 83, 1976. -
To: Senate Nutrition Committee. Attention: Nick Mottern, - .
From ¢ Education and Public Welfare Division. T -
‘Subject :, Community Health Service centers programs and require- : -

~“ments\for the provision of nutrition-servicés. .

© This ig in response to your request for information regarding the -

-various Community Health Service centers programs suP&)ort'ed by -
the Department o . Health, Education, and Welfare .and whether -
* nutritional services are required to be provided by, thesé programs.

' Programs surveyed include the following: -~ =~ ° .

(1) One hundred fifty-seven operational community health, centors
which include neighborhood heaith centers, family health centers, an
community health networks, provided o ranﬁekof preventive, curative,
and rehabilitative ambulatory services and arran . for inpatient

~ gervices to an estimated 1,425,000 persons in 1076, These programs are
located in rural mid urban areas of medical underservice, Neither the
original authorizing legislation nor program guidelines explicit]
require that nutritional services be offered by these centers, It shoul
bo noted that o revision of the community health center authority
_ contained in Public Law 94-63 specifies that a center ?lrovide a number
of primary health services and supplemental healt gervices which
are necessary for the adequate support of primary health services and
agpmpriute to the ﬁm_'ticulgr center. The newly enacted legislation
(July 29, 1975) further specifies that supplemental health services can
include “public health services (including nutrition education and so-
~_¢fdl services).” . , :

'+ "+(2) Ninety-six grants supported 105 migrant health projeots which -

. served approximately 390,000 migrant agricultural workers and gea-
gonal farmworkers and their families in 1975. Services provided rango -~ .~
from o full complement of dingnostic, therapeutic, and followup medt- =
cal services to a more limited focus on specific &isenses. Neither the
original authorizing legislation nor program regulations explicitly re-
quire that nutritional services be offered by these centers: As for the

*  community health center program, it ghould be noted that a revigion: -
of the migrant health program contained in Public Law 94-63 specifies
that a center provide a number of primary health services and such

- supplemental health services as may be necessary and i8 may be ap-
ropriate to the particular center for the adequate support of primary - i
calth services. This newly enacted legislation further specifies that

supplementad-health services can include “public health services: (in-
cluding nutrition education and social services).” ' . -

- (8) About 300 project grants supporting over 3,600 family planning -

clinics. provided services to more than 2 million wormen in 1075, Serv-
' 5 . (159) o
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" ices include comﬁrehensive family planning medical, educational, and
‘social services. i i
who cannot afford them. Neither the original authorizing legislation,
. Pprogram regulations, nor a revision of the family planning projects
-explicitly requires that nutritional services be offered. * ‘
o %’4) “Approximately 520 cMnmum‘:‘;/,mcntaZ kealth centers provided
- gervices to about 1.57 million indivi

I

and_education services for¢a wide range of individials and ‘entities

- services, pnrtinl_hospitali‘zgtion; emergency services é and consultation -
* rivelyed with méntal healtl services, incl‘)é\ging health professionals,

schools, Jaw enforcement and correctional agencies, public welfaye
ngencies. The services of the center must bd available to all persons in
the community, without regard to ability tq pay. Neither the original
‘authorizing legislation, program regulation, nor the revision of this.
program contained in-Public Law 94-63 requires that nutritional serv,

. 1ocs be offered by community mental health tontors.

(5) Approximately 500 projectgrants foricammum‘tg/ alcohol pfo-

grams provided services to about 176,000 individuals in 1975. THese

“programs provide alcoholism treatment, rehabilitation, and prevention
- sepvices to special population groups such as poverty populations) In-

dipns, drinking drivers, public inebﬁates,kang employed alcoMolics. - -
program regplations -

‘Neither the original authorizing legislation n
require that nutritional services be offered. . : .
T hopo this information is helpful. If you require further/Assistance,
please.don’t hesitate to call. ~ T - T . — o
—_— ’ . ' ‘Ricmarp PricE.

_ dividuald in 1975. Mental health serv- -
-1ges provided by theso centers include inpatient services, outpatient

providing thege services, plriority is given to those - '
a

i
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A . APPENDIXJ .
* NUTRITION PROGRAMS IN STATE HEALTH AGENCIES

(By Milton Z. Nichaman, M.D. and Gretchen B. Collins*)

’

Koy Words:.State health a encies:, nutritionists, sur-

~ wveillance,

standards, consultation, applied human

research,

A recent survey of nufrition programs

.

in State health. agencies !

revealed s wide variation in numbers of nutrition positions, training -

- and ekperience retuirements,

and in the administrative placement of

the nutrition activity, Replies were received from 50 States, the

District of Columbi

a, Guam, Trust Territories of the Pacific Islands,

Puerto Rico and the Virgin Islands. o
Forty respondents indicated - nutrition was a separate unit; the
number of full time positions in these units varied from 1 to 35. In
~ addition to-the 173 nutritionists in identifiable nutrition units it was
-~ reported that there were 53 positions in Health Care Facilities (Nurs-
_ing Home Consultant, Hospital Consultant, etc.), 8 in Chronic Dis-
ease Programs, 54 in Maternal and Child Health Programs, aud 126

in “other” programs. . . L -

ER OF STATE AND TERﬁITDRlAL.NUTRITlDN POSITIONS BUDGETED AND FILLED, MAY 1873

Numbes of

States and  Tolal number
territories ot positions Positions
Numbsr of- positions budgeted per State and tesritory reporting budgeted vacant
2 temesaceeennezzetcnsanstonarannn
14 21 4
17 83 10
6 a7 4
. 12 160 2
4 179 12
51

¥ Includes 32 part-time positions.
'_—_——— N .
*Dr. Nichaman {s Chicf, Preventable Dizcases and Niitritlon Activity at the Centor for
Diseaxe Control, Atlanta, Ga. Miss Colilns s 2 Nutritfonist with this unit. .

3 Nutrition Directory, Stato Health Afenclea and Graduate Programs of Public Health
Nutrition, Center for Dizeans Control, 1978. DHEW. .
July 1904.

Source : Journal of the American Dictetio Ayoolatlon, vol. 65,
’ (161)

-

)

B A i Toxt Provided by ERIC




. « ] ) " -
ADMINISTRATIVE LOCATION AND NUMBER OF NUTRITIONISTS REPORTEO TO BE EMPLOYED IN STATE AND
- ’ TERRITORIAL HEALTH AGENCIES-—MAY 19731 ' .

N Number and location ot nutritionists
. . Total numbar - -
Numbar of of nutritionists
Numbar of States and  in reportin Separate * Maternal
nutritional tarritories States an nutrition Health care  Chronic and child
positions <« g  reporting tarritaries unit lacilities  dissases  haalth Other
2 ceacqeannna TR 35me f7m joueree 3 i i
%l 51 21 16 - 8 3 7
3 66 3 14 1 5 9
5 75 ¥ 5. 1 33
4 187 * 54 ] 1 32 7
85 413 173 53 s 54 125

! Excludes part-lime nutritiogists and vacancies,

A large proportion of the time of nutritionists at the State level is
spent in providing consultation to other personnel in the agency to
local heslth department personnel, undp to non-agency personnel
concerned with nutrition and health such as teachers, agricultural
.- workers and welfare 'emgloyees. Depending upon the individual

- State structure, comsiderable time also may be devoted to various

ﬁroup caro facilities. In goneral direct patient counseling is-provided by
ocal departments or by local clinic staff. _

The multiplicity of roles that public health nutritionists have -
identified as their areas of responsibility and the problems thoy have
encountered in evaluating’ and clearly reporting program activity
have mado it difficult for administrators and logislators to appreciate -
properly thé value of nutrition services to tho health care system. This
In turn often results in allocation of inadequate staff and- financial
support. .

here is ro question that’ the activities being carried out by the

nutritionists in State health agencies are worthwhile. The question is,

however, aro these activities in areas that should roceive priority.

Somehow there must be developed an understanding and accoptance

by the policy making and program planning groups that nutrition

, " sorvices must be included in the initial plan for programs designed to
maintain optimum health. N - :

This cannot be achieved if nutrition services aro tied to cu‘u('f;oricul
funding. Neither can it bo done if the nutritionist is not involved in the

planning process. Idontifring nutrition as a separate unit does not
uucoﬁu tically assure involvement in major planning. The nutritionist
mis ‘trilned to function at the planning table. All too often the
nutrigfonist has adequate technical ability but is not 8(11 iplpe‘d to be
effective as a planner. The health administrator- of the egislative
groups must bgsupplied with definitive descriptions of the problem, a
clear cut plan”of action including cost in time personnel, and dollars,
and a plan for ovaluating the outcome as it relates to the tota] health
system. Traditional plans that address only limitéd or specific age
_groul)s must be repliced by a comprehensive approach. Nutrition
problents are not unique to any one group. Prenatal nutrition growth -
and development, obesity, the hyperlipidemins, problems of the aging
- such as possible hypervitaminosis, and inborn orrors of ‘metabolism
are all problems that deserve attention of Stato health nutritionists. ‘

5
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- A certain type of framework is required for the gbove ideas to Be
\ realized. Opfimum functioning will necessitate maximum flexibility.
i, Fundswhether Federal, State, or local must be.aHoeated to nutrition—
w2 not to chronic diseage nutritionisfs or institutional consultants or to
.- maternal and, child health nutritionists. L .
- Four major areps of involvement appear to constitute o matrix .
within which optimum nutrition. programs may evolve at the level
‘of the State health sgency:. S ' :
e . NvurritioNAn SuRvBILIANCE }
Despite the fact that thig area appears basic. to planning, imple-
-menting, and evaluating program activity, it has mot.been & major
- focus of public health nutrition &rogmms to -date. A surveillance:
program, specifically planned for the
to 1dentify the nutritional néeds unique to that geographic area..
National survsjys may suggest problem areas and high risk population:
groups, but only & continuing or planned periodic surveillarce within.
the-State.can provide data basic fo a well-founded program, .
Frequently data are already being collected by. other departments:
within the agency—e.g. epidemjology, vital stafistics, and matornal
and child health programs. are Troutinely collecting information. thint:
can provide the nutrition section with important facts. Perhaps some
reorganization or method of interprétation might be indicated if it
is to be-of greatest value to the hutritionists. Also, most heglth depart-~
ments have suck data es socioeconomic status, morbidity and mor-
.. tality rates,”and birth weight of. infants. All of these have direct
relation to nutrition planning.
Although. it 38 difficult to understand this fact, thero is also a
wealth of basidMfiformation recorded -and never used. To meption °
a few examples, heights, weights, and hemoglobin levels frequently
are recorded but never reviewed or used in an epidemiologic’ frame-
work. Not only igthis an inexcusable waste of time, energy, and money,
je information which might pinpoint groups needing

-+ but it ienores basje
¢ intensive nutrition‘services, .. i 1o ,
In still other situations, ‘th“a«a_lﬁﬁhtim dc(aPnrtment may nced to
organize and conduct surveys-that will provide information regarding
the prevalence of specific nutrient deficiencies in identified population
groups. T S :
‘It is imporfant to realize that surveillance is continuous while a
survey )l)ler ge is usually done at one Foint in time: Although a survey
- may highlight problems it should be followed for either continuous or
?replnnned periodic rhonitoring of those parameters selected as indices
or measuring the nutritional problems and the effects of intervention
programs on these problems. Such parameters may involve the nutri-
tional atatus of selected population grd¥ 8, dietary patterns, monitor-
" ing of the food supply, or availability of health dnd nutrition services,
tocite o fow. ' ‘ : ‘
;s o
. Sdcond, the setting of Nutritional Standards should be a primary
responsibility of the.health z‘:ﬁe'ncy.' ‘These would include standards for
meal service for all group facilities; professional standards for personnel

NUTRITIONAL STANDARDS .

3 h . . .
/ t .
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. _involved insuch facilities; guidelines for nutrition education programs’;

.+ . and standards for evaluating the nutritional status as determined by

L éither surveys or a surveillance system. With the increasing emphasis

7 * - on congregate feeding for the elderly, for the provision of nutntiomal |,

* ). services as a functional component of health maintenance organizatigns-

: and with growing numbers of non-nutritionists being utilized to extend ,
_ nutritional care, 1t is doubly important that standards be set and pro- BT
S visions made to assure their implementation. . '

™ ¥ . i 1
LJ . .
{ 4 -
[

[y :
*

NU’I;RITIONAL ConsULrATION ‘
o Lty . S -
. Nutritional Consultation is a third area in which the State program
should be actively engaged. Although in general Wwe believé that direct
. patient counseling should be performed at the local level and in many
. 1nstances the.same is true for consultation to institutions, the nutri~ -
o _ tionist at the State level should provide assistance in the identification

» of problems, interpretation of thee in terms of program needs; and
’ assist in setting up operational programs at the local level. -» . ..
PRI The State nutrition unit shoulfralso provide copsultation to ap-

' propriate Stite agencies and the State legislature. with ‘regard to long
range and immediate- nutrition needs and progrgm plans for the °
population of the State. -, Do o o

o S, _ |
. .o  Arpriep NurriTioN RESEARCE -

-

e Iy

~ __Finally, the State nutrition unit should have a program, cf,Applied
- Nutrition Research that is directed toward designing, implementing,
and evaluating model programs which, if successful, can be instituted
at the local-level. o ' o
For many, the above ideas will not be new. However, to use them as
functional guidelines may require an in-depth review of existing pro- .
~ grams and a realignment of manpower and objectives. Despite, exist- ..
ing shortages of money and manpower,swe believe that a new look at
priorities and a willingness to abandon traditional approaches if they
¢ arb no longer’ effective will move us much closer to optimum nutrition
N for our population. { ' , C .

‘
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\ ' APPENDIX K

PRELIMINARY PLANS FOR THE SECOND HEAL’I‘H ’
AND NUTRITION” EXAMINATION SURVEY "

: = ' A., JUSTIFICATION - oy
. The Nntlonal Genter for Health Statlstlcs- (NCHS) has Ieglslatlve S
authority underPublic Law 93-353; Section 306, Paragraph (6), Ttem  ~ = °
(1) ‘to collect statistics on a. number of health areas whichiinclude:
.- 1.'The extent and nature of illness and dlsablhty in the: US o
population. -
-2 Envuonmental social, andbther henlt,h hazards
3. Determinants of health.
.7 4. Health.Tesourcés and utlhzntlon of these resom‘ces :
-~ One of the continuing NCHS programs provxdmg such mformatlon,
the Health Examination Slu'vey is completing its present field program .
(OMB No. 68-R1184) in October 1975..The Division of Health
. Examination Statistics requests prelzmmary: approval for its next
project outlined below which is designed to complement and supple-
+ ment the dafa relating to the four areas stated above generated from
; other NCHS and external data collection mechanisms. The proposed
I Erogmm focus¢s primarily on assessing health variables that cannot
- be measured more efficiently through some other mechanism that can .
R 'produce national data as described below. The topics for which clear-
_ance is being requested arevexpected to be an inclusive list of ‘those
that will be pilot studied and pretested by DHES staff for. possible
inclusion in the Second Health and Nutrition Exammntlon Survey
(HANES II) program.
- The pufpose of the HANES IT nYrbgram is to measure the prevalence
s of certain’ health and”nutritional conditions and indicators, and to
monitor change-in them over time, Major conditions of interest are
anemias, diabetes, kidnej ditease, heart disease, liver disease, hiper-
tension, speech défects and. hearing pr‘oblems, gllergzes, osteoarthrosis and
disc clegenemtzon in the cervical and lumbar spines; dfitis media, and
respiratory function, Evaluation, offiutritional status will include die-
tary intake an% food frequency data inter-related with physical
exnmmatxon, ical history, and biochemical assessment data.
1. Target Population.—a. Nutritional assessment and . general
health a national probability sample . vﬂmn noninstitutionalized
-~ indiyjdual’ in'such & manner that es es of health and nufritional
status ¢an be made for persons 6 months to 74 years of age, &nd .
specifically for population groups at high risk of .poor nutrition,
e.g.; preschool children, the aged, the peor-and women of child-bearing,
age. Some estimates will be possnble for ‘minority persons within
these groups. Hawaii, Alaska, and American Indlan Reservntlon o
" latids are mcluded in the target umverseo

(165) ‘
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~b. Heart disease, diabetes, arthritis of the back and spme, and _
liver disease would be assessed in a nationsl probability. sample of
adults 18-74 years of age that would comprise a subset of a. - i
. ‘e, Kidney disease, hypertension, and allergies would be assessed on a
- national probability sample of the group 3-74 years of age that would-
comprise-a subset of a. , R T, o L
d.-Respiratery function and speech defects would.be assessed on the
24 years of age group that comprisés 4 snbset of a. . -

.7 .. 2. The sample design being jointly -developed by the Statistical
v " Methods Staff (SMS), NCHS, and the Statistical Methods Division

. '(SMD) Bureau of the Census, will build upon the 376 strata sample
design of the Health Interview Survey.to specifically define a repre- . ™
sentafive national sample that will be ca.pabfe of estimating the prev-
“alencé of target conditions by geographic region, . urbanization, and
. some age, race, sex and income classifications. Not all of these' classi-
" ficAtions could be used simultaneously. : cE
~Although the-details of the plan are not available at this time, it.

appears from past experience that 21,000 examined persons (EP’s)
distribyted over the age range can produce satisfactory estimates for
~ the target groups and conditions. Assuming a modus operand; similar
to that of HAD])ES.I and a response rate of. eighty percent (809,) or
greater, the sample size required to obtain 21,000 EP’s is about 27,000
; sample persons ? 's). ' The SP’s would be selected from a maximum
/ of 64 locations called Primary Satupling Units (PSU’s) ‘between
January 1976 and Nayember 1978 (roughly a three year period). .
If'thgli?'yixed Site Projéct (OMB 68-874022) is successful, a fumber of .
. “locations” ¢ould bejrun concurrently and the time of the data '
"y coll¢ction could be reduced. - . - :

Within a PSU poverty segments will be emphasized. SMD has
Census Tract and Enumeration District (ED) data that enables
selection of segments in ED’s where x%, of segments fell below poverty
levels (or some fraction of it) in 1970. The sampling of these segments
to other segments- would be at a radio between 2:1 and 4:1. The
optimum level for the development of the estimates specified above,
should be determined by SM}J))' using a Poverty Index cutoff of less
than 1.00. Segments would be clusters of eight (8) households. .

SMS and SMD will recommend the safnpling rate of persons within
T sample households to obtain the necessary number of SP’s in each age.

«" . class to produce the desired estimates. The within househdld samplin:

- rate by age will be kept simple and will emphasizs the pre-schoo
4 children and the aged. In HANES I females of child-bearing age were
also -over-represented in the selection procedure. This was found un-
- necessary in a second program because adequate numbers could be

’ ] o examined without special emphasis, The number of SP’s per PSU will
.'be.between 300-600 persons. ‘
W ‘A detailed sample design and selection plan will be furnished in a _

-+ final clearance request in the fall 1975. Mr..Earl Bryant is the Chief,
% SMS, NCHS, and is responsible for coordinating this aspect of the
"~ proposed plan. : Lo
3.The Household Interview will be conducted by the Bureau of the
Census interviewers as in HANES I. The interviewers will obtain
socio-economic and demographic information on each -household
select the sample persons from a household roster, and obtain medical

167. .,




- history &
pléo-attempt to mrange with the SP an appointment time for .

'... .1‘ A - . \ ’
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data on the é'?'ﬁiPl'élp'ei!soﬁs’» (SP’S) . The Census interirievv;er«‘willl .

examination.

o Exmmmons, a8 inl re.vious’f'Health.t Examination Surirejg@, will
... be given in two sets of mobile examination trailers that have a stand-
*ardized. enviromment, and selected high 'quality . equi ment; . The

o Division 'of Opeérations, NCHS, will specify the require -equipment

. givén-the sirvey specifications, hire, train, and manage the field téams

to at ister and conduct the examinmation.

" 7 bySample persons will be:gljo’ ided with transportation to and from
)

the examination site-or paid a mileage rate if they choose to drive

" their om cars, The SP, will be reimibiirsed for the costs of other trans-

portation to the examination site and return home. In addition, the

. exsimined persons will be paid $10.00 for their participation in the,

suléve +and the inconyenience caused by such perticipation.

Ine, €

he results ¢f the exsmination will be reiaf,orte to an sgzs""ﬁmml ‘

‘ ?réul: £§%edictﬂ‘ care or to 'the individual if no release is gbtained- .
7. In a¢cordance with Section :308(d) of the Public Health Service - -

Act, NGHS agsures each vl:es%on'dent. that the confidentiality of their
respanses to this survey will be maintained and that any information
from  questionnairés or records identifying individuals will not be-

. disclosed without securing prior written consent from the respondent. -

)i . ¢ B. EXAMINATION ASSESSMENTS AND' JUSTIFICATION
L Anemias.—the HANES I survey resi.ﬂf.s indiéq.te that anemia
defined 'by Jow hematocrit and hemoglobin levels is an important .

héslth problem in the U.S. With public policy: actions such as/ the
recommendations by FDA that food products be enriched ‘with iron

* and with some opposition to this action by members of the medical

comimunity, it is important to monitor the fprevu;lence of anemias
and 'also to ‘attempt to_characterize the type a anemia.

To characterize anemiss, the following approach has been reccm-
rirended Cy Dr. William Darlry, President, Nutrition- Fofindation,
CDC personnel and otbers. ) i

4. Symptoms, signs, and causes of anemias are to be gathered in
medical histcry guestions and a ’f)hyr ician’s examjnation. - '

b. Biochemical indicators in blood would be gspegsed—h matocrit,
hemoglobin, complete blood count, iron, iron bindipg capacity, fclate,
and protoporphyrin, On those in the normal range of hematocrit and
hemoglobin a sample would receive the following battery of 'tésts

“while- all ‘those with low values would receive the following tests: .
-ferritin, Vitamins By, By, and Vitamin B, copper, zinc and lead.

¢. Dietary data would be related to the above assessments to help

exg}ain some of the findings under a. and b. . . -

To monitor anemia levels and change over time, many of the assess-

ments are the -same; the new tests are: / o ' .
. Protoporphyrin and ferritin (better measures of actual iron

. gtores. available at the cellular Jevel), - - : e
Vitamins By, By, and Vitamin E (other than iron deficiency

causes. of anemia), 0
60-848-75~———12 ’ o
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.tdCo.pp,er,und zinc (necessary trace met?,ls ‘related to anemia),
an N L S
Lead (lead burden'can cause anemia). | '
The;outgut}of this set of assessments will be prevalence of anermias
- in_the U.S. population by various characteristics described above;
. information on" the interpretation and relationship of various in- -
‘dicators of anemia on a representative ‘sample of the population; .
information on'shifts in the prevalence ofhnemias prior to impgementa-
tion of public policy decisions to enrich foogls with iron and sub- -
sequent to that decision. Normative data will als§ be produced to
assess the prevalence of deficiencies as well as toxic levels. o
2. Diabetes.—Public Law 93-354 expanded - the authority of the
. National Institutes of Health and. thexgenter for Disease Control to
-~ advance the attack on diabetes mbllitus roviding millions of dollars
* for increased activity in diabetes prevention and control programs as
well as for funding research and training centers. Accurate prevalence
estimates are not available for the U.S. population; about two percent
of the population is being treated for diabetes. The hypothesis of the
American Diabetes Association and other experts in the medical field -
is that undiagnosed cases number two to three times the diagnosed
cases. »
" DHES proposes to give a national probability sample of .perszlu
11

18-74 years of age a diagnostic glucose tolerance test to estimste
the tdtal prevalence of diabetes in the U.S. Questionnaire data @ill
include the proposed HIS battery. of questions (OMB No. 68-1600)
to correlate with the findings of the examination component of the
pr%posed HANES II survey. " '
~ The procedure for having the standard ‘glucose tolerance test
‘peyformed is being exé)lored to minimize the burden on the respondent.
* A pilot study will be designed to determine the most acceptable
method logistically for conducting this assessment.

The assessment procedures are being developed with representatives
of the American Disbetes Association, the National Institute of
Arthritis, Metabolism, and Digestive Diseases (NTIAMDD), HIS, and
individual consultants. A pretest clearance request for a pilot study.
of respondent acceptance of the test procedure will be sent forward in
the near future, . ' '

Diabetes is related to kidney, cardiovascular, and hypertensive
diseases which are also proposed target conditions for this survey.

3. Kidney Disease.—Kidney disease and ity treatment have major
implications for .such federal programs as HMO’s, National Health

‘ Insurance, Medicaid, Medicare, and Comprehensive Health Plannin
Agencies. Federal programs authorized by the Social Security Amend-
ments of 1972 have a variety of responsibilities that have enormous

- .potential program ~gosts involving the End-Stage Renal Disease
rogram under M(;iicure and' other DHEW objectives to develop
policies to carry out the legislative intent, to accommodate patterns -
of medical practice and care in treatment of renal disease, and to
relate thiese activities to PSRO and other quality assurance rograms.

Discussions with Dr. Nency Cummings, NIH ; Dr. Cutler, University

» of Washington; Dr. Schreiner, ‘George Washington University, and
the Subcommittee of the Special Committee on Statistical Needs of
- the National Kidney Foundation, indicated that. estimates of the

-
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1" prevalence of kidney disease and normative data relative to kidney
..~ disease do not -exist. for the U.S. population. The impact of serious °
- - renal disease on. the individual and the medical care system suggest
. “a need for data that is not available from any other source. Assessment
of kidney disease is particularly suitable for the- HES mechanism
because many cases of mild or early disease states are hypothesized to
bis undisgnosed leading to more severe than necessary kidney damage
later in life. o . G o :

" The examination phase of the kidney assessment Will consist of .a
number of urine assessments to determine urine protéin, specific grav-:
ity, glucose and ketone. bodies, and inspection of the urine sediment ’

_ f6r red cells, white cells, epithelial cells, casts, and crystals. The urine
. would also.be analyzed for bacteriuria. A kidney function test involv~
ing a creatinine clearance would also be administered. Serum albumin;

is also an important assessment. The consultants Jelt an adequate] .

family history of hypertension, polycystic disease,’|kidney disease,|.
deafness, and kidney stones was essential. for data, interpretation.

Tha relatipnshi&'_of kidney disegse to diabetes,. hypertension, and

cardiovascular disesse issalso impertant. -~ - . .. o o

4, Cardiovascular Disease: (heart disease)—The contribution of ¢

‘cardiovascular disease to merbidity and mortality in the U.S. popu-

Jation is well known. Federal programs have supported emergency

_ medical services, preventive medical check-ups; careful diet, exercise,

etc. Yot, sudden death outside of the hospital accounts for approxi-

- mately 30 percent of the 600,000 annual deaths due to ischemic heart
~ disease. A common opinion is that many sudden cardiac deaths are.
due to nrrhﬁthmia.s deviation from the normal rhythm). With the . -

_support of the National Heart and Lung Institute, the proposed heart "

package below is designed to measure the number and duration of

arrhythmias in d;lgzersons ,26-74 years of age in the U.S. population
with o standardized two-hour electrocardiogram assessment. Other
electrocardiograph abnormalities will also be noted and analyzed for
. prevalence data. A clearace request for pilot studying the. procedure”
C will be prepared in April 1975. " : . P
. . The plans for collection and analysis of data ar¢ being based on
oxtensive consultation with the staff of the National Heart and Lung
_ Institute: Dr. Hinkle; Cornell Medical Center; Dr. Schroeder, Stan-
ford Universit; “Medical. Center; Dr. Lown, Harvard University;
and Dr. Cox, Washington University. -
The ECG measurement would begin early in the cxamination with
- 2 light exercisp challenge sometime during the course of the exami~ .
natign: The exercise mechanism and related safety precautions are be-
ing investigated. . . : . ‘ .
 Otlier assessments related to the estimation of heart disease include:
“ (1) blood pressure measuremerts; (2) medical higtory of heart disease-
and symptoms; (3) biochemical assessment of cholesterol, copper, zinc,
uric acid and foss“ibly magnesium; (4) a physician’s examination for
- SYTRPEOIS AN gigns: and (5) dietary intake data and medicines being
: - taken for heart-disease.  ° -

The data will be presented cross-classifying the cardiovascular
symptoms, history, and other items by the number and duration of
arrhythmias, Specific tables planned will be pregented in the final
clearance request. - ' ) : : ‘
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' 5. Liver Disease.—A new method for-detecting liver diseaso (hon--
g)eclﬁc) is Fropgsed to provide prevalencg'data on a national basis,

- Considerable evidence suggests that there is 4 large amount of un-

detected anicteric liver discase that only becomes clinically apparent

‘at advanced stt’ties of cirrhosis. The prevalerice data has important

implications on the interpretation of data on nutritional status, alcohol

v consumption, and hepatitis virus. If resources can be- identi ed, a
- test for hepatitis will also be included in the liver assessment. - @ -

-+ Congultations on the development and i;iterpretation of dats sets

lave ‘included Dr, Javitt, Cornell Medical. Center, and ,Dr. Berg,

NIAMDD. The test consists of a serum or urine test, for bile, salts

after ingestion of food capable of causing contraction of the gall

blhd]%exl; (egg nog, peun};lt butter, etc.). Included in the test package’

would be: e . CoT
" . 1. Mdédical hlzltdfy data of liver disesse:" o

2. Biochemical workup on serum :of alkaline - phosphatase,
SGOT and bilirubin. ¢- i S

y 3. Alcohol consumption questions 6n the 24-hour recall and

Yy dietmg_frequency questionnaires. v S
- » 4. Physician’s examination for, symptoms and signs. '

. No other source for this data exists. Detailed output tables will ba - -

‘spbmitted with a final clearance request, shoilld the tests prove feasi-

- ble in_pilot studies. - : ! g - o
6. Hypertension.—The National Heart and Lung Institute, stateé
and loc lgovernmentss, and private concerns are investing millions of )
dollars'in hypertension programs druﬁs, etc. Prevalence data will exist .
upon completion of the NES etailed Examination, but the
resources being devoted to active programs to reduce or treat h yper-

- tension indicate a need for monitering the prevalence of tha condition.
dnd the awareness of the condition. In ad 1tion, the target conditions
proposed for HANES II require that h ertensiol be asséssed con-
currently with diabetes, kidney disease, heart disease, and obesity.
The sssessment will include:- SR ; N

1, Medical history data. o B
2. Blood pressure (two measurements). s -
8. Biochemical assessments of BUN, and creatinine.

4. Physician’s examination for symptoms and signs.
5. Body measures—height, weight, and skinfolds.
6. Urine assessment., :

. The output tables from this sssessment will be described in detail
with the final clearance request. All examinees will roceive this
‘evaluation. e ) ‘ : ’
' 7. Speech and Hearing Defects.—The speech and hearing segment of
the proposed examination would be given to all examinees 6-24
ears of age. The .only previous prevalence data for speech defects
or the U.S. was developed from the Health Interview Survey. The
magnitude of resources being devoted to speech problems is indicated
by the 90,000 speech teachers working in public schools alone. The
speech assessment will consist of e¥ajuation of recordings of sentences
repeated bI\]' the examinee in addition to a recorded description of a
picture. The parameters to be assessed are articulation, fluency,
voice, and language. The- test procedure is being developed in consule
tation with Dr. Irene Stephens, Purdue University and Dr. Ludlow,

NINDS. ,
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Hearing 'I‘é\gg}s will be assessed by ﬁxeo.ns_»'of, puretone tm:diOmet -

‘Prevalence data for hearing levels are available from previous HES

éfforts, but the interrelationship between: speech and hearing indicates

« v

" ut least » minimal st of frequencies sho d be evaluated to properly

g

T
_impedance measurements and physician’s examination of the ear-

e prevalence of seridus otitis media will be assessed by mesns of

drum. These assessments dre being developed in consultation-with
Dr, LaBenz, NINDS, and ,Dr.vulifo P

- Medical School. - BRI

Tn sddition, Taedical history and related quéstionnaire data will be”

E developed. The output of the segment twill: be prevalence of ‘speech
e

. defects and serious otitis media.

direct programmatic interest to & number. of organizations in the
Health Services Administration who »sgpclﬁcally_-jrequested this be

_ considered as a-target condition. .

8. QOsteoarthirosie and Disc Degmcmtim% in the Qerm‘odl and Lumbar

Spines.—Oateoarthrosis is-ohe of the most: common diseases seen in

* older Americans. In many Americans, the disease is a major cause of

disability in terms of limitation of activity and mobility, This is

documented from HES Cycle I and HIS publications. No prev‘p,lence .

data are available on osteoarthrosis and disc -degeneration in the
cervical and lumbar spines. Although the. 1;:hysico,l examination in
assessment of osteoarthritis is difficult and rather inaccurate, radiologic
methods are ayailable for assessing the:severity of the lesions. Mgle
examinees 26-74° years .of age Wlﬁ be given x-rays of the cervical
and lumbar spines; females over 45 years of age will receive these
x-rays. Medital history of osteoarthritis and sympton data will also

" bé collected.

" The output of the assessment will be‘brevnlence of osteoarthritis of

”'j;t‘he «@rvical and lumbar spines by severity. Detailed tables will be

Ll
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ipresonted in the final clearance request. C nsultations have been with

-+ Drs. Decker and Bennett, NJAMDD, and Dr. O'Brien, Department
-+ of Meditine, University of Virginia. ~+ A *

.9, Allergies.—Allergies occur in a considerable proportion,'(;f the

population/and are respensible for  large numbér of ambulatory
medical cate visits, utilization of many drugs, and cause a small num--

ber of deaths. In consultation with staff of the American Academy of
Allergy (AAA) and the National Institute of Allergies and Infectious

rthern,  University of, Colorado

ot the speecH recprdings. Middle ear pathology a.ndi)in particu-

rious otitis media prevalence is of -

Diseases, DITIS proposes to do a prick skin test for five or six common -

allergies in the mold, grass, tree, and r weed groups. An official AAA
Commitfee is ponsi(ieﬁnﬁxpctly which allergens with these groups
should be administered. The results will provide prevalence estimates
on the nmixl}:er of persons and tlhipir degree of sensitivity to s ecific

allergens. Medical history of allérgies and symptoms will also be

.

4. included. This information is not available from other sources. Typ-

ical output tables will be presented in the final clearance request.
10. Nutritional Status—The results of HANES I indicate that a

* - substantial number. of nutritional probloms exist in the U.S. Anemiss
were_discussed eoﬁher .88 & primary health condition of interest in -

HANES IL. The Preliininary Findings of the First Health and Nutri-
tion Bramination Survey, U.S. 1971-1972, indicated specific biochem-
ical and dietary intake problems for broad population groups. Federal,
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 state and local bfforts in. rovidihg food stanips andlfood deliw}ery

RS

programs, cost billions of dollars annually and affect millions of per-
song directly and indirectly. M—an% millions of dollars and other scarce
resources are expended annually by the public and private sectors on
nitrition education programs; research on the needp for and offect -of
food enrichment programs; research on the complex relationship of

health and nutrition variables; and the delivel.y of health services to

‘under- and over-nourished persons. Food producers are, or will be,

required to label the nutritional contents of their products so that an

- “informed" publit can make more rational selection of foods con-

2
H

«

A)

sumed. Providing concrete indicators of nutritional status to such =

programs and monitoring changes in these indicators over time fulfills

o data need provided by no other source on a national basis and at a ..
relatively low. incremental cost: when combined with -other targot

asgessments proposed. )
. Evaluation of nhitritional status will include:

o, Thephysicidn's examination will be comparable to that of .
HANES I. It s a'brief examination with regards to clinical signs of -

Inalnufrition. . : : : s

b. Body measures comparable to those of HANES I are proposed
to. assess Emwth development, and obesity in all pepulation groups.
c. Biochemical and other in.borntory assessments to nssess the
prevalence of nutrient deﬁciencr or toxic levels of nutrients (anemia

assessments mentioned previous

1. Vitamin A deficiency in children and older Americans will ‘

be monitored. .
2. Vitamin C deficiency and normative data will bé measured.
3. Riboflavin deficiency and normative data will be measured
by a red cell enzyme test. .
4. Thiamine deficiency and normative data will be measured
by a red cell enzyme test. :

d. ¥ood frequency and 24-hour recall data will be collected to
ostimate for gopulntion groups the nutritional value of reported
food intakes,
and other factors related to dietary practices, such as numbers of
meals or snacks consumed, and use o}) vitamin and mineral supple-
ments. The objective is to relate these items to the other assessmen ts
of nutrition and health. .

e. Questionnaire data applicable to nutritional assessment include
menstrual period information, medical conditions currently and
recently, operations recently, special diets, use of medications includ-
ingbliirth control pills, vitamins, pregnancy status, and special eating

roblems. . . .
P The nssessment. of nutritional status has been developed on the

basis of the resuft«’of HANES I, recommendations of the American -

Public Health Association’s Conference on Nutritional Assessment,

recommendations of numerous individuals with regards to the con--

tinuing need for information on obesity, trace elements, diet supple-

mentation and its effects, oto, Of s%ac'ml note is fthz exchln.nge' of ,
epartment of - Agriculture to .

infoimation with staff of the U.S.

ensure that the data collected on dietary intake is comparable te
their proposed Food Consumption Survey. Having comparable
data with DHES relating this data to specific hes]th status measures,

ow often certain foods and food groups were eaten,-.
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nu.tiqnal Jood and henlth analysts are p(o’&%&ed with important

correlative data that neither the HANES mechanism nor the USDA o

gurvey could -individually provide. . Discussions. have béen with

"~ Dr. Rizek and a-number of other staff members.

Where I}I)ossible;’ the HANES I procdedures will be employed, in.
HANES II to provide comparable data from one survey to the next.
Specific tabular output from the assessment will be submitted with
the final clearance request. =~ . ' o
11. Miscellaneous Assessments'—a. Miscellaneous 'medical history

.and questionnaire data to becollected: .

1. Medical care sought with respect to specific target conditions.
2. Impact on the individual of specific target conditions with
respect to limitation of activity an(,f bed days: . ' >
3. Smoking questions to relate to target conditions and &
measure of carboxyhemoglobin discussed below. '
4. Participation in major federal programs related to health
and nutrition. , o : )
_ 5. Socio-economic demographic data about the household and
individual, o - :
6. A brief measure of psychological well-being similar to that
employed .in HANES 1. Lo
b. The Federal Energy Administration (FEA) has indicated o
strong interest in having a carboxyhemoglobin assessment done on a.

~ national probability vsamﬁle of persons as an indicator of carbon

monoxide body burden. EPA has some data-on special gopulation
oups, but national data are not known from any source. Important
health effects occur when carboxyhemoglobin reaches 3 percent and
continue to get more serious as the level increases Dr. Blair and Mr.
Viren of FEA have consulted with DHES staff on this project.
FEA, FDA, and EPA have indicated an interest in having lead
assessments extended to all examinees and not-limited to a subsample
as proposed. Doing both assessments would invélve support from the
-agencies involved to fund the labofitory assessments on blood.

c. Assessment of pulmonarg function is proposed for a sample of
ersons 6-24 years of age. Spirometry methods developed in the
IANES I Detailed Examination on persons 26-74 years of age would

be repeated to obtain normative data for pulmonary function for the
young ago group 6—24 years of age. ‘ .

d. Syphilis nndlﬁonorrhen assessment. Dr. Sencer, CDC, has specifi-
cally-requested HANES II to include assessments which could lead to
tht esfimation of the percentage of persons with a reactive blood test

* for syphilis and; the percentage of women who are culture positive for

gonorrhea. ' : ,
The objective of obthining the information would be of great value

. in measuring the extent and distribution of gonorrhea and syphilis

and evaluating the impact of present and past control efforts.

A number of technological and acceptance problems concernin
these assessments require further discussion between DHES and CDC

staff A feasibility study will be conducted prior to studying the
w. .pYoblem of al€eptance of the gonorrhea culture. A clearance request
will be submitted shortly.

\
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‘Specifics for all examination components and questionnaires will be

sybmitted in (Fi]ot study clearance requests. The overall examination
time and burden on the respondent will be less than in the HANES I
« survey. ’
.C. TABULATION AND PUBLICATION PLANS

This item will be completed’ in detail when a final clearance is
requested. - ‘ 5

D. TIME SCHEDULE FOR DATA COLLECTION AND PUBLICATION

1. Various pilot studies—June 1975~-October 1975

2. Data Collection—January 1976~November 1978.

3. Data preparation and editing—December 1978~April 1979 (plus
concurrently’ with 2.). : '
193. Data analysis and manuscript preparation—May 1979-October

|

6. Reports to Publications—Novembef 1979-November-1981.

: E. CONSULTATIONS OUTSIDE NCHS

Aplfl)roximutely eight hundred medical providers,, planners, re-
searchers, and educators were asked to recommend to DHES staff
major health problems for which there was a need for national data to
assess the nature and extent of the problem(s%; Approximately two
hundred replies were received and reviewed. For those su %estions
that were deemed "feasible, the specific suggestions and E)low-up
consultations are stated in the discussion of tEe survey content. The
Five Year Forward Plans for all health agencies .were reviewed for
national priorities; current and proposed legislation were considered
important criteria for inclusion if datd sets were not available from
other sources. Input® of general J)rogmm scope and broad content
recommendations were developed from meetings and memoranda
between DHES staff and the program representatives listed in
Attachment 1. Input was also requested from the NCHS Panel of
Advisors. Copies of the letters sent to' the medical community and
the Panel of Advisors are also in Attachment 1.
- The list in Attachment 1 is not exhaustive 6f sources who have
contributed to the present stage of the survey plan. Many individuals
are mentioned in the discussion of the specific topics presently included
as potential items for the. HANES II program. :

'Fhev plan proposed in this deeument will. continue to be evaluated
and many others will contribute input to the final plan submitted in
the fall 1975. :

F.-RESPONDENT BURDEN WILL BE CALCULATED IN DETAIL IN" THE FINAL
CLEARANCE SUBMISSION FOR THE PROJECT

" e

& .
a:f,snnsrrrvn QUESTIONS IN THE USUAL SENSE ARE NOT ANTICIPATED

There will be questions concerning the use of birth control pills,
menstrual period, blood in the urine, and the like, but in a medical set-
ting these are common questions and necessary. Birth control pills
affect the Ievel of biochemical values observed in a number of vitamins.
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ill usage. Anemia in

. women cannot be analyzed without knowing if the woman was having

her period at-the
. bant synptomirel

to anemia and kidn

. The trestment

time of examination. Blood in the urine is an impor-
ated to & number of liealth conditions and specifically
gy disease, ' ' -

above is brief, but each “sensitive” question proposed -

7 forinclugion in-pilot studies or in the final'clegrance will have a justi- -

., TEam
o
""0“’.4.

5 fieation/of o’similar naturé.~Confidentiplity is covered in Section A.,

. ESTIMATE OF COST TO THE FEDERAL GOVERNMENT

The amnual-cost of the proFos,e'd project, including overhead is

approximately four million dol

ars. Support from other government

‘agencies has not been finalized, but NIAMDDhas indicated that

$40,000-60,000 would be- available to support the assessment of - °
disibetes. The National Heart and Luxg Institute has indicated some

support would be ayailable for equipment and analysis of the heart

“ disease component, but level has not been established. The Bureau

of Laboratories, CbC, Ins some objectives that enible that organi-

- zation to bear some of the true costs of supporting a large scale national

effort to deveélop

biochemical norms and prevalence of gpecific ‘defici--

encies or toxic levels of vitamins or substances; the level of the contri-
~Hution is unknown, but should be recognized. .
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LETTER SENT TO NCHS PANEL OF ADVISORS .

"

: Ithlanning previous Hoealth Exnm'inntioh'Surve¥s';,'the advice of - .
-~ the NCHS Panel of Advisors has been of great valud, dspecially in
- . 1dentify owrent needs for health information, The Division of

- Health Examination Statistics (DHES) is now planning. another
- Heplth Examination Survey which will begin egrly in 19i76.é o would

‘again appreciate your assistance. P /
. Asyou are aware, the pur;liose"of the health examination mechanism
13 to provide those national health statistics which can:be best, or
exclusxvehy, obtained by direct examinations, tegts, and measurements.
- conducted ‘on probability ssmples of the noninstitutionalized U.S, -
p-oE::lntlon. Results are published as prevalence estimates of medically -
defined conditions, ns indicators of nutritional status, and as distribu~ -

* tions of the population with respeot to selected physioal, hysiological
-nutritional, and psychological characteristics. I% interrelating medica
_ ~hxstor¥ forms, questionnaire items, and examination findings, it is

possible to estimate the number of people wha have a specific condition,
such as hypertension. or diabetes, -but would not report it on an

-+ ifiterview survey because they do not know they have it. In addition, -

mot and unmet medical eare needs can be identified, and the utiliza-
tion of services and the source of payment, for services can be related
to specific conditions. :
In the 1976 exainination survey the.nutritional status of the U.S.
population, 1-74 years of age, will again be assessed. In addition major
components included in the first Health and Nutrition Examination
Survey (HANES I) program will remain unch anged in the new survey
so that changes over time can be monitored. Some nutritional assess-
ments included in the HANES'T. rogram will be deleted, while others
will be added. Your rocommongat,lops 'goncerning modifications to
" the nutritional component are requested. ’ :

"“A single visit, two-hour examination cannot {horou hly assess all
-aspects of health. Hence, in planning the new survey, tﬁo survey staff
must: ’ .

_ 1. identify selected health conditions that cin be measured
- within the allotted time period with a minimum of discomfort or
embarrassment to the examinee, and
2. determine whether the proposed health conditions can be
reliably measured considering the logistic, staffing, and equipment
requirements involved and the 1esources available to the survey.
In HANES II, a subset of the adult group 18-74 years of age will .
Teceive a more detailed health examination focusing on selected target
conditions and certain normative health data. Suggested target
conditions will be evaluated for inclusion in the light of %oth the above
criteria and the following ones: :
1. the prevalence of the health-condition,
2. the relevance of the condition to proposed or implemented
national legislation and DHEW priority programs, .

' (176)
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3. the impact of the condition on utilization oxghoed for medical
care services, o T ’

4. the offcct of the condition on the person in regard to dis-
eomfort or disability, and A o

5. tho need for data thit cannot be met or provided by other
sources of by data’ collected during provious national Health
- Examination Surveys. ' o S '
The 'Health Examination Survey staff would.appreciate your recoms

mendations on health conditions that satisfy these criteria. Any
" suggestions or comments you make will bé reviewed immediately.
Plosse do not confine your recommendations to the adult age group,
~ because brief physicnt, and biochemical assessments, as well as. a .
nutritional assessment, may be performéd on children. Please direct
the recommendations to: - A , :

Mr. Robert S. Murphy : :
Cliiof, Survey Planning and Development Branch
Division of Hehlth Examination Statistics
National Cepter for Health Statistics

5600 Fishers Lano . . -

Rockville, Maryland 20852

If you are aware of persons with spocial expertise relating to the
recommenilations you have, please include their names and state their
possible contribution toward developing a component in the next.
survey. ‘ . , E .

Beg’nuso of tho lengthy period required to formulate the vatious
aspects of the examination, ‘protest them and to field the survey, 1
would appreciate your recommendations st your earliest convenience.

Sincerely yours, '
¢ o Eowarp B. Perriy, Ph. D., Director.

«

°
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_“ALETTER TO,DIRECTORS, MEDICAL RESEARCH INSTL

- TUTES; CHAIRMEN, DEPARTMENTS OF PEDIATRICS

"~ AND MEDICINE . } Y .

e

. population of the

On behalf of the Health Examination Survey, I am seeking your - -
id in planning our next program. The Health Examination Survey,
a part of the D'i\]ational Center for Health Statistics, was established -
by Congress in 1956 to obtain information about the Health status
of the U.S. population.’ S o o

Since 1960, the Survey. has conducted health and nutrition examina- )
tions on probability samples of - the civilian noninstitutionalized ~

I}Jr.S. Sugcessive surveys have fecused on adults

18-79, children 6-11, and youth 12-17 years. The examinations are
conducted in specially designed mobile examination centers. Among

the examination procedutes that have been employed are:
chest X-rays fof pulmenary and cardiac pathology, "\
hand, foot, hip and knee X-rays for arthritis, .
hand-wrist , X-rays for skeletal age assessmeht aAnd, bone
densitometry;. . a . € '
electrocardipgrams, spirometry, and single breath"carbon
monoxide tests, _ - e e
an exercise tolerance test using a treadmill, grip strength, and
. blood pressure, : S e T
audiometric pure tone and bone conduction tests, — -
clinical ophthalmology examination by an ophthalmologist, -
(& dermatology examination by a dermatologist, including a
. ekin biopsy when indicgted and fungus cfiltures,

battery of intellectual development, school acfxieverilent, and

=7 liter: y tésts, S
N a p%&rj%ological evaluationschedule, -

ometric measurements,

ant] L :
ty of specially structured examinagon items by a

a varie
physician, , _ .
a dental examination by a dentist and an enamel biopsy for
fluoride content, : ' : i . ) T
‘hematocrit, hemoglobin, RBC, WBC and differential counts, % .
' blood groups and drme cultures, . - \ "!y,/
laboratory detérminations on blood for, glucose, cholesterol,”
uric gcid, PBI, Ty, T, iron, iron hinding caficity, folates, albumirn,
total protein, calcium, ‘phosphorus, magnesium,. alkaline -phos-
*  phatase, SGOT, Vitamins A and C and bilirubin, e
" ‘urinary thiamine, iodine, riboflavin and ¢reatinine, -
serological determinations for antibodies a.gamﬁ’tg amebiasis,
-, polio, rubella, measles, s%philis, tetanus, and diphtheria and a
. tuberculin skin test, and a large variety of medical histories and -

.. _ records including-birth-certificates of examinees. : .
T BN (178) - -
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. . .
The findings provide information ‘about the following: .
the prevalence and distribution of selected health conditions
present imthe generdl population—diagnosed and “previously un-
diagnosed conditiors,
growth and development patterns of children and youth—
physical, physiologic, and béhavioral, L
- indicators of nutritional -status for the U.S. population aged
1-74 years, a
met and unmet medical care needs related to specific target
conditiofis for adults, and : ,
ormative data for the U.S. population aged 1-74 years.
We are planning to conduct, in early 1976, a new syrvey of the U.S.
population aged 1-74. The sample will consist-of approximately 25,000
individuals. In the past, we have relied on the advice of a large number

‘of &xperts in different fields in planning the.content of our prograrms.

The conduct and operation of the new program will be similar to that
of the current Health and Nutrition Examination Survey (HANES).
(See enclosed publications for a descriptién of HANES I). Appropriate

.examination components will be provided-for'both pediatric and adult’

age groups..To identify important items of interest to the medical
community, which are suitable for our survey .operation, various
experts iricluding the-directors of medical research institutes through-
out the U.S. aﬁé?ﬁeing asked to submit suggestions that will -help
decide what the ¢ontent of the next survey will be. cot
I would appreciate your' passing this letter along to appropriate

- faculty members in your department so that they, too, might submit

suggestions. Further involvement by interested consultants has-in- -

cluded participation in the planning and conduct of the survey, and,
in the past, in the analysis and publication of the data.
If you have any questions, please contact me at your convenience.
Sincerely yours, '
- Arnowp Enger, M.D,,
' Medical Director,
Division of Health Ezamination Statistics.
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Administration on Aging

] N ) ) . :.‘.v > -
" OUTSIDE CONSULTATION IN

. .
o Paprian List . .

HANES 1T

s oA ’ . S

Dr. Donald-M: Watkin, Chief, Nutrition on Aging.
: - Cenler for Disease anii'oi N P
Dr. David Sender, Director. : o o .
Mr. Norman W. Axnick andl Staff Office of Program Planning and Evaluation.
L Dr. David Bayse and Staff Chief, Analytical Biochemistry Branch. . .|
sl National Institutes of Health . . . > :
: Dr. Robert.L. Ringler, Depu%r Director, Natjonal Heart & Lung Institute. :
Dr. Manning Feinleib, Chief, E fidemiology Branch; Division of Heart & Vasculgar
Diseases, National Heart & ung Institute. _ :
Dr. William L. Zuke), Associate Director for Clinical Applications‘and Prevention,
. . Division.of Heart'& Vascular Disesses, National Heart-& Lung Institute, 4
- Dr. G. Donald Whedon, Director, National Institute of Arthritis, Metaboligm &
D%;lestive Diseases. S } .
DrS. ﬁon Eagles, Deputy Director, National Institute of Neurological Diseases & .
troke. i '
Dr. Merrill Read, Associate Directoy:
for Child Health and Developm

. Health Services Adiinistration : _
-, Dr. Robert Van Hoek, Acting Dt:ﬂfxty Administrator. .

Dr. Emery Johnson, l’)irector, Indian Health Service. . K

- Mr. Royal Crystal, "Assistant to -the Director, Bureau of Quality Assurance., .
National Institute of Occupational Safety and Health _ . ,
Mr. Ronald F. Coene and $taff, Office of Program. Planning & Evaluation.
Special Commiltee on Statistical Needs, National Kidney Foundation
Dr. Dartell Farnestil, Chairman, Departinent of Nephrology, University of

.

4

’ﬁx:tmmum‘lq Programs, National Iﬁs@itutf}“ .
{8 ) s T

. .“', -

v California. |

American Diabetes Aasociaz'ion
_ Dr. Harve,
Dr. Kelly

Nutrition Foundation, Inc.
Dr. Williamn Darby, President.

. Children
"Roy M. Pitkin, M.D., Chairman.

*

- Joyce Kortman, Advisory Committee, NIAMDD. .
Knowles, Chairman of the Statistical Comimittee.
est, Department of Medicine, University of Oklahoma. -

~

’

. a
[

:tFood and Nutrﬂi‘b‘n‘ Board——Com’mitké on‘Nutrition of the Mother and Preschool .

Food and Drug Administration . .
Dr. Charles Anello; Director, Division of Statistics, Bureau of Drugs.
Dr. Martha Fox kISivision of Nutrition, Bureau of Foods: :
Dr. Catherine Mnh’nﬁ'ey, Project. I\@nnnger, Lead Contamination of Food;, Bureau:
of Fopds e . o : ° : :
U.S. Depariment of Agriculture ‘ o !
Dr. Walter Mertz, Chief, Nutrition Institute < .
Br. Robert Rizek, Director, Consumeér & Foods Economics, Research Dijvision,
Agriculture Resgearch Service. ’ - :
. st- Stephen J. Hiemstra, Assistant to the Administrator, Food and Nutrition.
ervice. T :

_ Early and Periodic Screening, ‘Diagnosis, and Treatment Program (EPSDT)
James Kolb, Prograth Analyst. ° . '
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Natzonal Institutes of Mental Health
Dr. Earl Pollack, Deputy Director, Bnometry Branch.

Federal Energy Administration

Dr. Joseph Blair, Medical Consultant, Office of Research and Development
Mr: John Viren, Office of Environmental Programs.

Environmental Prolectzon Agency - -

Dr. George: imon, Health Effects Division. o . -
Mr. Leland” cCabe, Wutex -Resources Lnbomtory
o
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o , APPENDIX L . , A
CENTER FOR DISEASE CONTROL, NUTRITION PROGRAM:

»

. . d
A. The mission of the Nutrition Program is (1) to identify specific
high-risk population groups and -to further define the existence, -
- charactery and extent of the nutritional problenis and (2) to develop
. and evaluate intervention programs aimed at the problems. ’
& " B. The principal amechanisms by which the above are achieved are
through technical and financial support of projects conducted b
health agencies, colleges and universities, an Te{nteq groups. Bo
grants and contracts are.utilized to provide financial support.
] 1(1‘ Specific examples of program activity to meet the objectives
ollow: ‘ : : g
1. Nutritional status studies have been conducted in a yariety of
. high-risk groups as a means.of identifying the location of nutrition
" problems. Examples are: ~ .
B a. Ten-State Nutrition Survay with emphasis on low income
. families : ‘
- b. Studies of migrant populations
* ¢. Studies of American Indians '
2. Various intervention techniques have been-field tested to observe
their impact on nutritional status. Two examples are :
 a. The use of highly fortified foods have been studied as a
means of preventing iron deficiency anemia. '
#b. Nutrition education has been’studied as one method of re- .
dueing maternal and infant morbidity and mortality.. )
. .. 8. Technieal sssistanee has been provitflyd by the assignment of pub-
P

‘lic health advisorg o prajects angl_,hbalﬁfi’"gencies;

videdito yariols agencies on such topics as
i u
worldielésely’ with national professional groups in
oririg. worksheps to deal with topies such as:
‘ftign ediiation inemedical schools :

ewiig and developing standards for interpreting iron

b ! .
¢, .Sefting guidelines for interpreting anthropometric data
" Internutignal activity has essentially t}yume focus. The programs - -
" afe implementéd by caoperative arrangemeénts with US/AID, Public - -
" Law 480, and intrnﬁzurhrarrnngements. : :
Some examples of projects are: ,
S * . 1 A tri-partite study of malabsorption has been supported.
ST 9. Staff has participated in the development and conduct of an
ce assessment of nutritional status in BnnglI:JLdesh‘ : o
-, 8, Guidelines were .developed for a simplified agsessment of
nutritional status in developing countries. S
' (183}
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y :
4. A study of the effects of nutrition education is being-ton-

ducted under a Public Law 480 contract. ' L
In addition to the foregoing types.of program actiyity, the Program
“has seived as the coordinating agency for a variety of HSMHA and
DHEW projects including the.provision of staff services for the
Nutrition Coordinating Committee of DHEW.
. D. Since the Nutrition Program is not oriented toward any specific
"age or ethnic group nor toward any specific disease category as such,
‘the total population at high nutritional risk constitutes tlie ultimate
consumer of its services. - ,
- E. Mutual interests with other HSMHA groups as well as other
federal agencjes result in some similarity of program plans and-im-
plementation, Both formal and informal efforts are exerted to prevent -
any duplication of services. Staff participation in such groups as the
Interagency Committee on Nutrition Education, close liaison with
such groups as MCHS, THS, Regional Officer, USDA, and joint plan-
ning on project development help prevent an overlap-of services.

¥. Staff has included : . :

4 physicians 1 health educator

3 puzﬁc health nutritionists 1 editor-writer

8 public health advisors 1 plant physiologist

2 statisticians 19 administrative and supportive
.1 public health analyst ' personnel

Total budget for fiscal yoar 1973:is $2.366,000.
G. There are no written guidelines for the Nutrition Program. Cur-
rently in preparation are: .
1. “Guidelines for the Assessment of Nutritional Status as a
Component of Public Health Programming”
2. A procedure manual for response to disaster
3. “Methodology for Simplified Assessment of Nutritional Sta-
tus in Developing Countries” o .
H. No licensure is connected with program activities.
I. The Nutrition Program will be terminated .June 30,-1973.




APPENDIX M

] A

DrrartyeNT oF HEALTH, EpUcaTION, AND WELFARE,
S ' Pusuic HeaLTH SERVICE,
D , -« CenTER For D1sease ConTroL,
- .« Waakingtop, D.C., July 31,197}
To: Acting Director, Officé:of Specialiealth Projects.
From: CDC Representative):Nutrition Coordinating Committee.
Subject : CDC ‘Nutritinn Activitfes fiscal year 1974.

i

- Under the, general afitherities of Sections 301, 308 and 315 of the

Public Health Service Act, the Center for Disease Control is cooperat-
ing with several States in developing a program of nutrition surveil-
lance. The methodoldgy was developesl at CDC, utilizing growth and

~ hematology data collected by the States. These data gyo submitted to

CDC for analysis. The results are provided to the States for their

use in targeting available resources to areas where nptritional defi-
ciencies are most acute. It is expected that this will result in decreasing
nutritional problems in the States. The information. collected will also
be utilized for investigations of the relationship between these nutri-
tionally-related parameters and a variety of preventable diseases.
Periodically published information on findings and related ihforms-
tion is being provided to the States and other appropriate agencies.
Through various bilateral pxograms, the CDC provides assistance and
consultation in relation to nutgition survey and surveillance method-
ology' to developing countriedy The’expenditure for this activity
< “during fiscal year 1974 was appyoximately $184,000.

: In additipd, the CDC, unde contyact to the National Center for
Health Statistics, Health and Nutrition Examination Survey, is per-
*forming all lahoratory tests for this nssessment program, including
‘biochemical assessment of nutrients, hematological data, and quality
control of specimen colection and handling. _Fgurthermom, investiga-
tions regarding standardization, reference methods, and better assa
for biochemical nutritional assessment are being conducted under 4]
.authority of Section 351 of the Public Health Service Act. The &x-
penditure for this activity during fiscal year 1974, including reiimburs-
able agreements, was $300,000. - . : ‘ kS

‘ ; . Gorpox E. Rosrins,
(For Milton Z. Nichaman, II\I.D.). .
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AbPENDI'X N
' REQUIREMENTS FOR DATA FROM THE 1977 NATIONWIDE

' E00D CONSUMPTION SURVEYS FOR SPECIFIED PROB-
‘ /f.EM AREAS AND USERS

—m-—ri———' - .
, Inmonvc'mon
This paper identifies the types of data from the propoqed 1977

[

ajor categories of groblems for which SEGCIﬁed Federal agencies have

aut orized responsibility. For each: ‘problem-ares, topics for reports
articles, bulletins, and administrative studies are suggested, along with
: their possible objectives and users. The topics and o Lctlves provide
- . the basis for specification of data needs especially for changes from the .
types of data available from the 1065-86 surveys. Finally, the paper

available to user groups.
The problem-areas are outhned below:
1. Public information (U,S. Department of Agriculture- USDA)
A. Variations and changes in food consumption, diets, and
dietary adequac
B. U.S. food market in 1977 and chunges since 1905—66/
II. Food market research and demand analysis (USDA):
. A. Agricultural policy and programs. :
B. Agribusiness problems. .
+ ' IIIL. Foymulation of food plans at alternative cost levels (US}DA}’
IV, UbDA food policies and’programs:
.+ A. Relevant to general public. 4
B. Dealing sith low income families. o s
C. Problems of specified populutlon groups. ’
D. Food and Nutrition Service’s administrative studies.
V. Fishery and game problems (National Marine I‘lsh(mes Ad-
. __ministration-NMFA): ' ‘ ‘
A. Health related. , N
B. Market research. . -
‘VI. Health related problems: : N
A, Reqponqlbﬂltles of Food and Drug Admuustmtlon

]

B. Req onsublhtxes of -other agencies in the De mtment of .
Health Education, and Welfare (HL‘V{}) such as
e tistics.
VII Scientific problems rélevant to’ (UbDA) T
. Sciences of fgod and nutrition.
. , -B. Food technology.
C. Consumer education.
D. Survey methodology.

(187)
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?'surveys of household and individua} food consumption needed or -

provides indications of forms for making data and analytical fmdmgs .
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groups.
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EXAMPLES OF TOPICS IN PROBLEM-AREA

1. Public information re:
. i ns and changes in food
— —~ggnsumption, diets, and die-
tary adequacy: i
1. Food CQnsumrptlon of house-
holds in U.S., 4 regions—
spring 1977 other seasons and
. year 1077,
2. Changes in consumption of se-
lected foods between 1965-66
to 1977. .
3. Seasonality of consumption and
price for selected foods.
Dietary levels of households in
U.8.,-4 regions—spring 1977
othér seasons and year 1977,
5. Changes in houscholqd diets be-
tween 1965-66 and 1977. .
. Impact of changes in home food
production onr household

ota. :

. Food pattern§ of households
with good and poor diets.

Food and nutrient intakes of
individuals in sex-age groups, °
spring 1977—U y re-
gion, urbanization, and in-
come.

. Food patterns of individuals

with good and poor diets.

10. Patterns of food mtake at home
and away from home of in-
dividuals in selected sex-age
groups. 4

Varintions in individuil diets
among households with home-
makers having specified char-
aeteristies.

12. Portion sizes and frequeney of

. use for seleoted foods—by

sex-age group and area.*

-User groups

Dy

11.

Data needs

consumer groups—e.g., ethnic, income.

grouped by income in 1977
survey data. )

ERI
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VIII. Income-related problems—HEW: USDA:
A. Measurement of poverty.

- B. Evaluation of impsct of current income-faintenance

programs on subsistence levels of

specified population

C. Appraisal of needs for changes in Federal income-
maintenance program. - : .

OBJECTIVES

Provide data and brief. descriptions -of
current eonsumption of major foods -
b{ hbuseholds grouped by urbaniza-
tion and income to enhance public
undérstanding of eurrent food situa-
tion and changes since 1865-G6.

Provide data and brief desarlptfons of -
.nutrient su&)plies and adequacy of
household diets in 1977 and com-
parisons with 1965-66 to informi
public. ‘ : :

data on diets of individuals

uring several days (week?), in order

to izﬂ%rm publie about variations in

_dicts "and problems eof particular
population groups. -

Suppl

Provide data on vm"lntions in intakes
of individual foods. )

~

News media, generdl public, gnvemrﬁfnt agencies, the Cougress, food industries,
dietitinns and other healith spccialists, producer groups. V.

Food in categories mntching.1965-66 date and for r'nntchfn”g pnpulntlon‘gro&Fs‘:w‘
Family and individual characteristics to expedite specification of ‘particul

Because of inflation, selected sets of 1065-66 data should bo given for households
dollarg to oxpedite comparisons of the two sots of °

)
.
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" Forma for output ' . .

Survey roports with tables comparable to those in 1955—66 survey reports 1_17ci

" but brief narratives of press-release type. Brief articles and short bulletins focuse

on particular population groups and particular commodities. Data tapes without
sampling unit ldentiﬁcntipn-. . ‘ .

L " (‘ Y
- EXAMPLES OF TOPICS IN PROBLEM-AREA ’ OBJECTIVES

B. 'U.8. food market-description: o o .
[ 1..Structure of food market in 1077 Provide basic information on market
~ compared with 1965-66, structure and Segments for all
. 2. Clpss \se6tion indexes of food  foods and major foods in 1977 and
A _conshimption in apring 1977  historical comparisons. for use in
‘ond./changes sinca 1955 and - market research and appraisal of
1 1064, ) + g country’s_food situation.
3.,(’% es . in use of processed™ - :
fodds and other categories of
', mirketing. @ -
4. Qen.sj—nnllty of food consump- .3
tidn- in 1977 with compari-
sons,

User groups , .

Food firms and Industry groups, sgrioultural organizations; ngricylfural
@conomio researchers in government agoncies, universities, and business; oifirket
researchers, mass media. o
Dataneedi ,

Maintain comparabillty with 1065-66 survey data.
Forms for output .

Articles in USDA periodicals, short bulletins, press releases for food industry
and agricultural publications.

'

' BXAMPLES OF TOPICS IN PROBLEM~AREA - OBJE6TLVEB

-«
11. Food market research and demand analyses for:
A. A%iculturnl, poliey and pro?nms: .
1. Key factors in changes In food To provide economie nnalyses of
consumption and food mar-  “historieal changes in U.S.gonsumer
keting 1955 to 1077—all foods,  dentand for agricultural conimodities

)

, major foodgroups. . » and pro{cctions of future changes
2. Alternative estimates of potcn- undor alternantivé assumptions for
tinl domestic consumer de- use in public and prjyate decision
mand for major categories of making’ re%ardin S%ource dovel-

. agrioultural commoditles. . opment, public subsidies, production

o adjustments, cto.
User groups’ Lo .
U.S. government ‘ndministrators, farm organizations, Congressional com-
mittees, land-grant college researchers, resource planners. 8>
] | ' T

Data needs

Maintain comparability with 1965-66 survey data for food in marketing groups
and individual major itoms. . . .

Fomily charneteristics, food program participztion,

Forms for output , _ s )
USDA bulletins, articles in USDA periodicals and professional {purnals.
«Detailed data tapes for both 1965-06 and 1977 and soasons. . .

EXAMPLES 'Oll' TOPICS IN PROBLEM-AREA OBJEOTIVES

B. Agribusincss: , C
1. Factors reiated to changes in -Provide analytical basis for decision
U.8. markoet for specific foods “‘making in agribusiness firms and
" _ snd in specificd forms. guidance for food markot-research.,
2. Mnrkctin% implioations of . :
. chnngcs n amounts, place
and form of food: consumed
by major population groups.
- -
b .

“ » -

a
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User groups - ' - . :
., USDA administrators, farm organizations, food industry firma and organiza~.
tions, Congressional committees, Iand-grant college rescarchers, market research
groupa. o Lo i
Data needs . .
Data comparable with 1965-66 survey data for food marketing catégorics and

major foods, with as much detail on forms of foods and consumer characteristics
as possible. ’ o :

Forms for output - . - .

Survey reports with tables comparable to those in 196506 survey reports 1-17,
but brief narratives of press-rclease type. .
. Brief articles and short bulletins focused on particular population groups and’
particular commodities. Data tapes without sampiing unit Identifieation.

osszoTives

 EXAMPLES OF TOPICB LY PROBLEM-AREA
III. Development -of food plant af

sevcral levels of cost:

- 1. Description and uses of revised .

A food plans at scveral
levels of cost.

x

types.
User groups

2. Tood plans for specificd fomily-

To devclop food.plans for use in con-
sumer education and in administra-
tion of food and welfare programs.

»

Government ndministrators and welfare Agcpolcs, mass incdia, extension stafls,

consumer groups, home economics teachers. = ¢ ‘
Data needs : . .
Carcfully cdited data on moncy value and quantities of individual foods

of houschold size and nutrition units.
Forms of output : .

Bulletins, articles in USDA periodical.

EXAMPLES OF TOPICS IN PRODLEM-AREA

consumed at home by familles with various characteristics and improv

OBJEOTIVES

IV. USDA food l];lt;)licles and programs relevant to:
o:

A.. General pu

1. Relationship of changes in in-

come—{food relationships ‘and
. food resource nlloeations to
major cconomic and social
trends.
2. Comparison of variations and
changes in food consumnption
and nutrient supplies in U.S;
with those for other devel-
oped countries,

3. Relationship of changes in féod

patterns of individuals (a) to |

changes in consumer demand
for food and food marketing
services and (b)_to changes in

dietary adequacy. 1

" 4. Identifieation of food probiems
‘of consumers grouped by
family and Individuai charac-
teristics.

User groups

To appraise the impacts of inflation,
cconomic  growt demnographic
chnngcs,on houschold food consump-
tion. .

To evaiuate the current relative food
and dietary situation of U.8. con-
sumers in comparison with those in
Western Luropean countries and
Japan and how inflation has changed
relationships. ,

To appraise the ovorall effects of
changes in food suppiies and other
cconomic and social changes on food
patterns of individuals, an aggregate

. consumer demand, and on dictary
patterns and adequancy.

To _identify brond consumer groups.
with gross types of food and dietary
problems. :

‘ Government administrators, Congressional committees, International food and
agricultural prganizations, consumer organizations, food industry researchers,

food and health researchers.

ERIC - .
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Data needs

by.individyals based on 24-hour recalls
for several days. Also nutrient su
alternative measures of houschold size
Forms for output

Articles in.BSDA _periodicals
data tapes with foods classified

data for use- by rescarchers in government agencies;

research organizations,
‘xz'x'Augxs OF TOPICS IN PROBLEM-AREA

B. Low income people: -/
1, Allocation of food resources re-

lated to family size and com-

) Fosition and to stage in family
.t - life cycle. -

2. Interrelationships among several

agpeots of poverty, food pat-

terns, and adequacy of housc-

_hold dicts and of diets of indi-
. vidual family members.

4 3. Food‘oconsumptlon and dictary
: -adequacy of houscholds and

©

not participating in govern-
ment food and/or welfare pro-

~ income individual and families.

.

User groups

Government administrators, Congressional committces, welfare agencies con”
sumer organizations, speolal interest groups, utiversity rescarchers. '

Data needs - -

Money valuc and quantities
houscholds, thejr nutrient contents,

of all meals (including snacks) caten in a weok
lace of eating:
X ctermined. Careful measuremont of income (gos-
sibly including nonmoncy income)’ and of monpurchased foods; meed pro in
questions regarding curront and recent participation in specific governmen
&

data on foods caten, time and
for number of days still to be

programs,

" Forms for output
Artioles in USDA and

«

- research organizations.
i

EXAMPLES OF TOPIC8 IN,PROBLEM-AREA

C. Selected groups of houscholds
and of individuals:

1. Consumption " of major foods
and diectary problems of each
sclected 1po uiation group and
appraisal of their relationships.

o

i

N
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Data on food,used by households-at home in a week of 4 scasons and 1977 and
to match spring 1965 data as well as diets
(PHGS based on several gets of food data. Need

complete counts of meals caton by houschold merhbers in weck.

and soientific journals. Brief bulletins. ot ES
on nutritional bgses and with matching nutrient-..

individuals participating and

grams. . ;
4. Possible alternatives for im-.
rovemeénts in diets of low-

of major foods and all foods consumed at home by
and the family characteristics as well as counta:

professional periodicals. Short bulletins. Detalled data
tapes for uge by researchers in universities, other government agencies, and private

19

LAY

and nutrition units so rmust get more

universities, and privaie

_ OBJECTIVES
. To measure effects of demograpliio
+ characteristics on food expenditures

of low income people for use in plan-
ning and administering food pro-

. grams. .

To measure the impact of poverty on

. @lets and the possibilities for im-
provement. ’

To ovaluate the effects on diet ade-
quacy of certain government pro-
gmm_s. ’

To summarize the implications of rela-
tionships between dictary Adequacy
and specific food patterns for choices
among alternative programs to in-
orease food purchasing power.

~

at home und away. Klso, detailed
for every individual in houschold

-

| OBJEOTIVES =

To measure relationships of potentially =
important ‘factors food an
dictary problems of sclected groups
such as blacks, Spanish Americans,
farm familics in porticular regions.

0 "
]

N
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EXAMPLES OF TOPICB IN PROBLEM-AREA

2. Potentigl benefits of specified
minimal changes in food pat-
terns of groups bhased on
eertain criterin (e.g., race,
ethnic  background, farm

operators).

User groups

OBJECTIVES

Starting from known dietary problems,
examnine variations in fopd}/)‘pnttems
within group to detprmine cultural
possibilitiea  of *hinor changes to
achieve dictary adequacy.

(&)

Govérnment researchers and administr .tors, special interest groups, university

researchers.
- Dala needs

Additional ‘fnmi]_v characteristics such as race,

ethnic background, religious

food practices, occupation and edueation of all adults, idcntiﬁcntiop of pregnancy,

spccification of cthnic foods.
I""orma- of outpul

Articles, short bullotins, data tapes for special groups.

EXAMPLES OF TOPICB IN PROBLEM-AREA

D. Ptograms of Food and Nutrition
Nervice:

1. Food consumption and. dietary

' patterns of partitipabts and

of nonparticipants with com-
purable characteristics.

2. Multjvariate anglyses of criticnl

, factors in food and nutricnt

atterns  of  participating

ouscholds and individuals
ahd comparable nonpartici-
ants.

p
3. Cost-benefit analyses of alterna-
tive programe to improve
dietary levels of
papulation groups.

User groups

specified”. .

" OBJECTIVES

To appraise effects on diets of partie
cipation in FNS programs. .

R

To measure relative importance of
socioeconomic  factors related” to
program participation and to food
patterns of participants and non-
participarits.

To identify criteria Tor evaluation of
slternative dietary improvement pro-
grams and to evaluate their costs
and benefits,

»

Governinent administrators, speeial intcrest groups, Congressional committees,

health /r;cscurchcrs.
Dala needs

Detailed data on various forms of money an

N

nonmoney income, program

participation. Additional family characteristics aifd possibly some family value

ures.
Forma of output

) - .
Artieles; short hulletins, data tapes for low ineome households and individuals
for use of researchers in other governmont agencies and universities.

'EXAMPLES OF TOPICS IN FROBLEM-AREA

V. Related to fishery products and gnme
; i(Nntinnnl Marige Flsheries Scrv-
ce): :
A. Health related problems:
1. Variations in consumption of

o articular species of fish and

n intakes of microconstitu-

cnts.
2. Contributions of fish consump-
tion to0 intakes of mierocon-~

stituerts.
C\',,;,i"
Y _
Q )
ERIC

OBJEOTIVES

.

7
To have detailedudata tapes for analysis
of consumption patterns for fish to
appraisc potential health hazards of
microconstituents. -

- N

.,1{),1 : -

L
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EXAMPLES OF TOPICS IN PROBLEM-AREA ' OBIECTIVES,

B. Market rescarch: . . :
1. Socioeconomio factors related to To specify the structure of 1977 con-
varintions and changes in sumption market and to measure

~

) household fish consumption. relntionships of major fanotors to .
. . variations and trends in consump-
) tion.

2. Projections of consumer demand To make projections of consumcr de-
for major species and forms of mand to holp the fishing industry

fish and shellfish. Frepxrrc for changes by shifts In
nvestment in production and mar-
: koting facilities.
~ User groups ,
. - Government administrators and rescarchers, fishories industrics, ccologists,
health r_cscurchers, consumer groups. ,
Data necds . !

Dotailed data on several days’ diots, as in HEW nceds, and dotails on general
types of fish and on specialty items containing fish; forms, place of consumption,
scasonal vasintions. -

Forma of oulput
Bullotina, articles, administrativo roports, dotailed data tapes.

. EXAMPLES OF TOPICS IN PROBLIM-AREA : OBJEOTIVES

V1. Health relnted—HEW:
A. Food and Drug Administration’s
aren of responsibility:

1. Varintions In intako of individual To use detailed datn tapes to ovaluate

‘foods, nutrients, and speeified ossiblo cffcots of alternative ndmin-

harmful substances by indi- strative deoisions such as maximum

viduals witlr=specified charac- levels of chemiy or, nutricnt

teristies. uu&?lcmcnm or anX other hazardous
substance. \

B. Center for Health Statistics, Pub-
, lic Health Sorvice, NIH .
1. Epidemiology of major dictary To appraise relations ips between
problrc{:m. , roblems of

2. Comparison of health surveéy  subgroups in the population.
findings re nutritiordal status \
and 24 hour diota with varia- T
tions in Individual food in- v
takes based on 1977 survoy. '

User groups |
Government administrators, Congreéssional committees, health researchérs, food
and drug Industries, consumor groups. # :

Data nceds y
Diots of individuals for ns many days as possiblo without blasing food pniterns
or reporting. As much dotail about foods usod as tespondents can roport, mpco{:\xll{
ro fortificetion, enrichment, pdditives. Nced hoight, weight, and some henlt!
charaoteristics of individuals to relate food pattern énm‘to health survey data.

Formas for oulput i .

Detailed data tapes for administrative use and for rescarchers’ use In univer-
sitics and private rescarch organizations, articles, administrativo roports.

R r
EXAMPLES OF TOPICS 1Y ‘PBOBLIH-ARM OBJEOTIVES

VII. Scientific problems related to:
A. Bclences of food and nutrition: .
1. Variations In food consymption To mensurc relationships nmon[L su)
- and gfotary. intake individunl and family characteristics

families and individuals and () variations in food consump-
tion aid _(c) varintions in intakes of
nu

varying charnctoristics.

S ta 89 as to provide
. P qu}lgbnsla {for ink{ng observed human
.a . be and oxporifuéental rescarch.
Q p o <,

ERIC | 9D A .

Aruitoxt provided by Eic:
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EXAMPLES OF TOPICS IN PROBLEM-AREA ' °  OBJECTIVES .

2. Changes in food patterns of . Tq test hypotheses developed from
selected sex-age groups and. cross-sections with data on changes’ A

factors related to them. o - between surveys in 1965 and 1977.
3. Factors related to dietary ade- To determi}%e the extent to which the
. quacy of individuals at var- relationships of dietary adequacy to
- ious stages in life cycle. - soctoeconomic factors vary with

: . age.

4. Evalugtion of relative impor- To improve the sacientific basis for -
tance. to dietary adequaoy‘ of ‘gvaluation” of alternative programs

_comsumers’ food and nutrition for "dietary improvement especially
knowledge, food industry to overcome food fad industry over-

. practipes, and govérnment sight and to evaluate programs such
. programs.” . as nutrient labels, )
5. Development and testing of To develop scientific basis for project-
generalizations regarding food - ing changes in consumption.
consumption patterns  and : . \

food-income relationships. - . .

] 6. Evaluation of . alternative ap- Based on measurements-of relationship '

- proaches -to solving dietary and known patterns of variations, to

: _ problems. among feenagers, identify ranges and possible changes

. elderly people, and other in dietary intakes that might result

- specifie gopulation' groups from dlternative approaches such as
indicated by the 1977 survey educational programs, fortification, -
and identification of needs for genetic changes. Then identify the
specified types of research. ' areas for further research.

7. Effects of changes in RDA on To mesasure the impact of changes in
evaluation of dietary , ade- RDA on proportions of the popula-.
quacy. tion falling below the standards.

8. Significance of major meal pat- To anppraise differences between ratios
-terns “for relationships be- of nutrients implicit in Recom-
tween - nutrient ratios in ob- mended Dietary Allowances and

. served diets and comparisons those derived from observed dc}ﬁts
ﬂilt)hAs ratios deriye from of particular sex-age groups.

9. Effects of revised procedure for “To measuré the effects of combining
' calculating nutrition unifs on age groups in households according
measures of variability in to observed ratios to observed in-
household diets and of their takes of moderately active younger
- adequacy. men instead of the ratios calculated
' from RDAs as well as using a
possible new procedure for taking

- gccount of meals eaten away from _ ..

me. -

User groups

1)
University teachers and rese
government, dagencies and priva

in foods and nutrition, researchery in
research foundations concerned with /food

sciences, food econdmics, and humdn nutrition and health. Vs
Data needs . . B ) : -
i Household data on food consumption comparable to those obtained in 1965-66

777y Pplus additional information on family characteristics, kinds of meals eaten away
, from home by each family member, matchjing 24-hour intakes by recall, and
dietary data for individuals for additional days. Also a brief test of nutrition.
knowledge of homemakers. ) ‘ i

.
Forms of output - .

Professional articles in scientific journals, research bulletins to report technical
analyses and findings, detailed data tapes for use by other researchers. ¢ Ty

S

EXAMPLES OF TOPICS IN PROBLEM-AREA : OBJECTIVES

B. Food technology: :

1. Socioeconomic factors related to To measure consumer demand for re-
consumption of _particular  ¢ent and potential technological
foods in differeny’ forms and developments.

with different chgracteristics. ) .
oy 3

1]

\)( " ‘ - . . ’ “
., .. ) T ow ’
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2. Importance of changes over last
ecade in use of prepared foods
to consumer demand and to
changes in dietary adequacy.
3. Projections of changes in con-
sumer demand for food mar-
keting services and for engi-
*® neered. foods.

User groups

sities, food indusitry planners.

Data needs
As dethiled information

information.
Formas for output )
" Articles in' government

EXAMPLES OF TOPICS IN PROBLEM-AREA

C. Consumer education (see also VI
and VII A above): :
1. Food management behavior in-
L 1977 of families with specified
characteristics.

° 2. Appraisal of variations in food
' buying practices of families
with specified characteristics-
and of directions of changes.
. Economies of scale in food buy-
ing measured by multivariate
analyses.
Benchmark data
appraisal of food

(]

4. or self-

ocations.

51

. Appraisal of relative costs of spe-
cific resources, such as nu-
trients, food processing, other
food marketing services, home
preparation time, used-in food
consumption subsystem of the
family food economies.

Relationship of 1977 patterns of
eating of families and indiyid-

4 uals with selected characteris-

tics to socio-economic factors

and to dietary adequacy.

: 6.

7. Img)licntions of changes in rela-
tionships among socioeconomic
characteristics, food patterns,
and dietary adequacy.

8. Effects of alternative measures
of levels of food consumption
and nutrient supplies and
}thnnggs from 1965-66 to 1977
evaluation of needs for, con-
sumer edudgption.

Q

ERIC N

Aruitoxt provided by Eic:

-

- - 195

£l

To appraise consumer demand and
relevance of technological develop-
ments to dietary improvement.

To nppraise possible future demand for
products of technological research.

Goverament administrators, food _technologists in food industries and univer-

a‘smres'pondenm can provide on forms and product
characteristics of food consiuimed as well as consumption data consistent with
earlier surveys and additional family characteristics and basic meal pattern

periodicals and professi'onn] .journals, special réports
and bulletins, detailed data tapes with product and family characteristics.

OBJECTIVES'

To measure factors related to different
types of food management behavior

- in order to identify needs for con-
sumer education and to plan educa-
tional programs.

To a Pmise consumer food buying
problems and the. priorities .for con-
sumer education.

To take into account major factors
other than family size in appraising
higher food costs of small families.

To answer consumer question: How do
other families like us spend their

fpod money

To}rovide sound bases for consumer
education in food buymanship to
maximize consumer satisfaction.

‘

o~

To¥measure relative importance of
socioeconomic factors in variations
in eating patterns and of eating
patterns to dietary adequacy in
order to focus educational efforts on
key problems and particular to the
content of educational programs.

To contribute ‘to improvementx in
focus and content of consumer
education.

To evaluate the statistical bases and
procedures availuble for measure-
ment of variations and changes in
diets in order to improve the
rationale for consumer educaticn,

194
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User groups . " .
Government administrators -in local,

and teachers in consumer education, consumer groups, legislative committees.

Data*needs . . .

Detailed information on processed forms of foods cofisumed, more Information,
on family and homemaker characteristics, possibly some data on homemakers® .
time allocation for food preparation, data on meals eaten by individuals by pldce- . a
and time and items included for seversl days, possibly indications of consdmer

knowledge relative food costs.
Forms of output - *
Articles in
bulletins at bot,
university researchers.
D. Survey methodology: :
1. Varjability of food intakes of
major. population groups in
relation to shorter and longer
- time pcriods and appraisal of
eﬂ'egts of alternative measures
of :}'ok)'d coﬂnsumption.“

2. Evaluation of the effects of

alternative ‘measures of gu- measurepients of variations and
~ trient supplies and: of nu- - changey in diets and of factors re-

trient standards ‘on relation- / Iated t6 them.

ships of diet: adequacy ’ / :

socioeconomic factors. y
3. Comparison of levels of fgod
\  consumption and diets
ured, by 1977 survey /with
estimates derived fro
disappearance data.

User groups

overnment ' periodicals and professional journals, vernment
technical and semipopular levels, detailed data tap

state, and federal education; i‘osenrchers

for use by

To appraise the statistical significance
of measyrements bascd on one day
intakes "in comparison with data
based on several days’ diets. . To
evaliate relgtive validity of al-

- tﬁ?\&tive medsures of food consump-
tion. !

To' appraise’the statistical bases for

e measures of food consumption
nd the statistical bases for analyti-
/ cal work. ) ‘ *

T}zﬂrnlunte the reliability of alterna-
Y

Statjsticiafis in governmept agencies, universities, food industries, .and market
research firms, as well as government and business administrators and researchers.

Data needs . -
Detailed data on congfumption, dietary patterns, family characteristcs.

Forms of output .
Articles in gover
tailed data tapes.

- ..

‘
v k]
EXAMPLES OF TOPICS IN PROBLEM-AREA

VIIL. Incomec-rélated prohlems
A. Measurefhent of the ingidence of
poverfy (HEW-SSA)/ .
¥. Updated estimateg of regional
and urbanization distribu-
tion of the poor.

2. Family and economic char-
acteristics of the elderly
poor.

aluation of currentincome-main-

tenance progrpms (HEW-SSA,

AOQA, SIS, AFPE):

. Dietary adequacy and food
rogram  participation of
Bouse olds and individuals
partigipating and not par-

%rn. %'such as SSA, BSI,

.

. . o)
ent and professional periodicsls, statistical bulletin, de-

OBJECTIVES

To provide public and governmentad-
ministrators with reliable informa- .
tioxt on incidence of poverty.

To