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Abstract

Objective : To study the nutritional status and prevalence of malnutrition in outpatients at
Queen Sirikit National Institute of Child Health (QSNICH).

Material and Method : A cross-sectional study was done in outpatients at the Well-baby
Clinic (WBC) and Outpatient Department (OPD), in May 1999. Patient sex, age, weight and length or
height were recorded. Per cent weight for age (%W/A), per cent height for age (%H/A) and per cent
weight for height (%W/H) were determined, using Thai standard growth data (1999).

Result : A total of 3,667 children were included in the study including 1,903 well children from
the WBC and 1,764 sick-children from the OPD. The gender distribution was 49 per cent girls and 51
per cent boys. Their ages ranged from 10 days to 16 years. Nutritional status was classified as normal
in 49.4 per cent, underweight in 19.8 per cent, wasting in 12.4 per cent, stunting in 12.8 per cent, over-
weight in 15.4 per cent and obesity in 10.4 per cent. The prevalence of normal, underweight and wasting
status at the OPD were significantly higher; whereas, the prevalence of stunting, overweight and obesity
status were significantly higher at WBC. There were no gender differences, except for a higher pre-
valence of stunting in males (p < 0.05).

Conclusion : Malnutrition is still a health problem in Thai children, both undernutrition and
overnutrition. Good nutrition must be promoted to prevent malnutrition and early detection of malnutri-
tion should be a major concern of health care personal with introduction of early intervention.
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Normal growth is a sign of good health.
11l children often grow slowly, so growth must be
assessed in every child(1). Malnutrition is still an
important health problem, especially during childhood
(D). 1t affects growth, development, and immunity.
Significantly malnutrition can result in growth dis-
turbance(1-3). Poor growth in childhood is a marker
for failure to thrive and associated medical problems.
(4,5) Malnourished children are very susceptible to
infection and its complications, leading to high morbi-
dity and mortality(23,6), Malnourished children can
have life time disabilities and can lack the capacity
for learning that their well nourished peers have(7),
Growth assessment best defines the health and nutri-
tional status of children. The most commonly used
measurements are W/H, H/A, and W/A(6-9). Growth
monitoring is a component of child health surveillance
programs worldwide(1,4,5). Although Thailand is a
food-exporting nation and has had a National Nutri-
tion Plan to reduce the prevalence of malnutrition,
some nutritional problems still persist(10). The preva-
lence of malnutrition studied at the Children’s Hospi-
tal, Well baby Clinic was studied in 1992 and demon-
strated 7.7 per cent underweight, 10.3 per cent stunting
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and 4.8 per cent both underweight and stunting(11),
The present study was designed to reveal emerging
trends in malnutrition at QSNICH.

Objective
To study the nutritional status and preva-
lence of malnutrition in outpatients at QSNICH.

MATERIAL AND METHOD

A cross-sectional study was done in two
groups of outpatients at QSNICH in May 1999:

1. At the Well baby Clinic (WBC): well
children presenting for routine vaccination (all cases
were enrolled).

2. At the Outpatient Department (OPD): sick
children presenting because of medical problems (only
new cases were enrolled).

Data collection included sex, age, weight and
length or height of these children. Incomplete data
were excluded. The data were analyzed for the nutri-
tional indices as % W/A, %H/A and %W/H, using the
Thai standard growth reference (1999). Incomplete
records were excluded from the study.

Classification of nutritional status was deter-
mined as follows(6,8,9,12-14)

Nutritional status Classification

Nutritional indices

Criteria for severity of malnutrition

Mild Moderate Severe
Undernutrition Underweight %oweight for age (o W/A) 75-<90 60-<75 <60
Wasted %weight for height (%W/H) 80-<90 70 - < 80 <70
Stunted %height for age (%H/A) 90-<95 85-<90 <85
Ovemutrition Obese Joweight for height (% W/H) >120- 140 > 140 - 160 > 160
Overweight %weight for height (%W/H) >110-120
Normal Normal All JoW/A > 90, %W/H > 90 - 110, %H/A > 95
Table 1. Number of children, age and sexes.
Number OPD % WBC % Total %
Children 1,764 48.1 1,903 51.9 3,667
Female 831 978 1,809 49.3
Male 933 925 1,858 50.7
Age range 9 days - 16 years 1 month - 15 years 9 days - 16 years
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Analysis Z |553325~u83
The nutritional status was determined in 3 cSS3SS3cS3
number and percentage. Statistical significance was
tested using the Chi-square, and student ¢-tests. P-
value less than 0.05 were considered to be significant. MO N ND M ®n
® |ggdddga-—d
RESULT
A total of 3,667 children were included in the 2 ®losssasgassy
study, 1,903 well children from the WBC and 1,764 >Rl R
sick children from the OPD (Table 1). There were 49
per cent girls and 51 per cent boys. Their ages ranged
between 10 days and 16 years. The WBC and OPD sQ VoA~ N®ANNA N
groups had the same median age of 19 months. Nutri- grzzDozo~—"
tional status was classified as normal 49.4 per cent,
underweight 19.8 per cent, wasting 12.4 per cent, 28 |08 289885
stunting 12.8 per cent, overweight 15.4 per cent and E, ; amaaa=
obesity 10.4 per cent (Table 2). There were 647 children
(17.6%) who had both abnormal weight and height. N
Most malnourished children were in mild degree of -;—,’ LEER288885K
malnutrition, as shown in Table 2. The prevalence of o ceecececesces
malnutrition of moderate-severe degree was 5-8 times
lower than the entire group.
Comparing between groups and sexes in € 3 Seagmm=oa
Table 2, the prevalence of underweight and wasting
were higher and the prevalence of stunting, over- =
weight and obesity were significantly lower at the BS |ERZ2RIBR=ET
OPD than those at the WBC. There was no sex dif- 22
ference, except for the higher prevalence of stunt-
ing and moderate-severe obesity in males (p < 0.05).
Children under 1 year of age made up 30 per cent of S Quaonoxaton
the total and the prevalence of underweight was 7.3 P oo
per cent at the WBC and 13.3 per cent at the OPD. §
The children were further divided into 3 sub-groups 'E 2 g § 5 3 2 § % 2228%
by age as follows: under 2 years, 2 - < 5 years and 5- ©Z
16 years in Table 3. Overall there was an increased g
prevalence of malnutrition as children grew older, 3
except for overweight status in both groups and obese E] < IRIRLr 00
status in the OPD group (p < 0.01). g o
5
DISCUSSION 2 Bl R RS
Protein-energy malnutrition is generally con- g§l|eg|2"TY""
sidered the most important health problem in deve- 3
loping countries(12), Half of the children in the pre- % -
sent study had normal nutritional status. Poor growth s E"
in childhood is associated with medical problems(4: g 22
5). Undernourished children are often trapped in an ] g '§ é xg
infection-malnutrition cycle(3). During frequent ill- z g gges
nesses children always have a poor appetite, high I £ = 83233
metabolic rate and increased catabolism leading to o g - ‘é’ ) %o'%" >,§ g8 %
malnutrition(1)., So the prevalence of underweight and = | g 3 '§ €8 § % w‘g -'g §
wasting were higher in sick children. The prevalence 12 2523805555
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of underweight in this hospital had increased com-
pared to the studies in 1992, as follows: 7.7 per cent
up to 11.8 per cent in children under 2 years, at the
WBC(11), and 10.3 per cent up to 13.3 per cent in
children under 1 year, at the OPD(15), The prevalence
of underweight in children under S years at the OPD
was 21 per cent, lower than the prevalence in rural
areas as follows: 25.6 per cent in Maha Sarakham
Hospital(16), and 36.4 per cent in Kaosaming Hos-
pital(17), The prevalence of obesity in well children
was 13.8 per cent, higher than the prevalence (8.8%)
from the 2001 national survey(18), The prevalence
of obesity in urban areas was 1.6 times higher than
from rural areas(18). Many factors show a significant
relationship to the nutritional status of the children
including: family incomes, working time of the mothers,
literacy of maternal education, birth weight, and age
at first introduction of additional food(12). Stunting
reflects long-term effects of growth failure, so the
prevalence in sick children with acute illness was not
higher than in well children. The prevalence of stunt-
ing in well children was 15 per cent, which was 2 times
higher than the prevalence of 7.1 per cent in Thai
children (1-18 years), from the 2001 national survey.
(18) The 2001 national survey revealed that preva-
lence of stunting in rural areas was 1.5 times higher
than in urban areas(18), Immigrants may explain this
high prevalence of stunting in the present study. In a
big city such as Bangkok, the number of people has
increased by immigrants from rural areas. This high
prevalence of stunting includes causes related to
socioeconomic status, genetics, as well as cultural
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beliefs concerning child raising and chronic illnesses.
(1,19) The extent of the height deficit in relation to
age may be regarded as a measure of the duration of
malnutrition or chronic malnutrition (stunting)(13,14),
Sick children suffering from chronic illnesses are short
or stunted as a long-term consequence(1-5). Com-
paring the sexes, there was no difference, except for
the higher prevalence of stunting and moderate-severe
obesity in males (p < 0.05). In previous studies, the
prevalence of malnutrition was not different between
the sexes(20). But some studies reported a higher
prevalence in females and males due to nutrition and
health discrimination(12,21,22), Mainutrition is still
a common problem in children. Three factors should
simultaneously be taken into account, quality, severity
and duration(14), The greatest preventive measures
for combating child malnutrition, include good nutri-
tion, immunization, and improved maternal and child
health(7).

SUMMARY

Malnutrition is a common problem in
children. Undernutrition is often found in sick-children
and overnutrition is increasing. Good nutrition must
be promoted to prevent malnutrition. Early detection
of malnutrition should be a major concern of health
care personnel to allow for early intervention.
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