
“No democracy has ever starved.”
— Amartya Sen, Nobel laureate econo-
mist

As rates of obesity continue to in-
crease in the world’s more afflu-
ent nations, it is difficult to com-

prehend that malnutrition affects over
800 million people worldwide. Six mil-
lion children under the age of 5 die each
year of malnutrition (www.unicef.org
/sowc98), and 115 million remain mal-
nourished.

Varying types of malnutrition exist,
including micronutrient deficiency
(Table 1) and protein energy malnutri-
tion (PEM). PEM consists of both kwa-
shiorkor and marasmus and is further
clinically subdivided into complicated,
severe uncomplicated and moderate
uncomplicated malnutrition (Table
2).2 Mortality from severe malnutrition
is high, and recovery is complicated by
coinfection, abnormal electrolyte lev-
els, sepsis, hepatoinsufficiency and
congestive heart failure.1,3

Rates of malnutrition worldwide
show no sign of decreasing. In fact,
recent analysis predicts that an extra
100 million people will be starving by
2015 (www.aaas.org/news/releases
/2006/0217poverty.shtml), a sobering
projection considering the United Na-
tion’s millennium development goal to
halve the worldwide rate of malnutrition
by that year (www.un.org/millennium
goals/index.asp).

The challenge of addressing malnu-

trition lies in its complicated causes
and the complex interplay of individ-
ual, maternal, familial, societal, politi-
cal and environmental forces that initi-
ate and perpetuate malnutrition.

Endemic poverty is perhaps the one
feature common to almost all causes of
malnutrition.  Over 2 billion people live
on less than $2 a day, and many rely on
small plots of land as their main source
of food and income. Without savings,
and when harvests fail from drought or
deluge, malnutrition is inevitable. Po-
litical systems can also perpetuate mal-
nutrition. Violent conflict disrupts food
production and distribution, while
despotic leadership, poor governance
and widespread corruption undermine
efforts to precipitate positive change.

Secondary contributors to malnutri-
tion are also evident. Over a billion peo-
ple cannot access clean water, and pre-
ventable and treatable infectious
diseases weaken millions. Childhood
immunization rates for common dis-
eases such as measles and whooping
cough are still alarmingly low in many
poorer countries,3 while high prenatal
and maternal morbidity and mortality
from malnutrition perpetuate a genera-
tional cycle of poverty and hunger.3

Treating malnutrition once it has
been recognized and when resources
have been provided is relatively
straightforward. Anthropometric sur-
veys can be conducted rapidly, and
therapeutic feeding centres constructed
and put into operation. In addition to
food supplementation, initiatives to
combat vitamin A, iron and iodine defi-
ciencies are required. Creative work by
nongovernmental organizations has
shown that large groups of children ex-
periencing PEM can receive treatment
in community-based therapeutic care
programs with good outcomes (www
.msf.org/msfinternational/invoke.cfm?
component=article&objectid=CB803D
87-94DC-423E-98E2485EAAAC0873&
method=full_html). Simple and locally
driven nutrition supplementation ini-
tiatives that focus on undernourished
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Table 1:  Micronutrient deficiency 

Micronutrient  Effect of deficiency 

Vitamin A Xerophthalmia leading to blindness. Increases risk of death from 
measles and diarrhea.

Iodine Hypothyroidism. Maternal deficiency results in low birth weight 
deliveries, infant deafness and mental retardation.  

Iron  Anemia, irritability, cognitive impairment, pica 

Zinc Immunosuppression 

Vitamin D Rickets 

Folic acid Anemia 

Weighing a child during a rapid nutritional assessment survey in Democratic Repub-
lic of Congo, 1997.
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pregnant women have had positive ef-
fects on subsequent infant and child-
hood morbidity and mortality figures.3

The World Food Programme has been

established to collect food from donor
countries and oversee its distribution
to international and local nongovern-
mental organizations in “Food for

Life, Food for Growth, and Food for
Work” programs (www.wfp.org/food
_aid/introduction/index.asp?section=12
&sub_section=1). 

The prevention of malnutrition is a
global collective problem. Providing
food and medical care to malnourished
populations is but a stopgap measure.
Generating real change will only come
after a united global community creates
peaceful and imaginative solutions. A
commitment to invest in and support
universal education, health care initia-
tives and sustainable agricultural ef-
forts, and to reduce trade barriers and
offer debt relief is paramount (www.imf
.org/external/np/exr/facts/hipc.htm).

The time to begin is now.
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Table 2: Classification, symptoms and management of acute malnutrition in children 
under 5 years of age 

Classification Symptoms Management 

Complicated 
malnutrition 

• < 80% of median weight for height 
And 1 of: 
• Bilateral edema  
• Mid-upper arm circumference < 110 mm 
And 1 of: 
• Anorexia 
• Lower respiratory tract infection 
• High fever 
• Severe dehydration 
• Severe anemia 
• Altered level of consciousness 

Inpatient therapeutic 
feeding and medical 
care 

Severe 
uncomplicated 
malnutrition 

• < 70% of median weight for height 
And 1 of: 
• Bilateral edema 
• Mid-upper arm circumference < 110 mm 
And all of the following: 
• Appetite 
• Clinically well 
• Alert 

Outpatient 
therapeutic feeding 
and care 

Moderate 
uncomplicated 
malnutrition 

• 70%–80% of median weight for height 
And 1 of: 
• No edema
• Mid-upper arm circumference 110–125 mm
And all of the following: 
• Appetite 
• Clinically well 
• Alert 

Outpatient 
supplementary 
feeding




