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Horario e funcionamento

Horario: 08h00 - 12h00 (manha)
19h00 - 23h00 (noite)
Observar calendario

Usar site da disciplina
https:/edisciplinas.usp.br/(Stoa USP)

AcessO ao material de aula e

complementar

Exercicios



Formas de contatar a equipe

Eletronica:

Wolney Conde: wolneyconde@gmail.com

Jéssica Cumpian [Aluna PAE]: jesscumpian@gmail.com
Camila Mazzeti [Aluna PAE]: camilamazzeti@usp.br
Jacqueline [Monitora] jacqueline.hochberg@usp.br
Alexandre[Monitor] aleorsicampos@gmail.com

Departamento:
2° andar, fone 30617705 ou 30617762

Monitoria
Horario a ser divulgado no site no forum do Stoa.



Formas de avaliacao

Prova escrita (2)

As provas serao elaboradas com questoes dissertativas ou do

tipo teste sobre os temas de aula abordados em cada bloco da
disciplina.

Nao havera prova substitutiva.

Exercicios praticos (aulas praticas) e teodricos ao
longo da disciplina.



Composicao da nota

Avaliacao Pontos Peso Numero Total

Prova escrita

1 2
(individual) 0) 0,85 8,5 pontos

Exercicios/

Pratica 10 0,15 1 1,5 ponto

Em caso de "cola” a nota sera multiplicada por 0,10 na primeira vez e 0 (zero) na segunda




Temas e aulas

Temas

Antropometria

Composicao
corporal

Biomarcadores

Técnicas de
mensuracao

Avaliacao
nutricional

Competéncias e habilidades
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1 Inclui: exercicios, calculos e raciocinios indutivos

2 Relacionar os conhecimentos de Avaliacao Nutricional entre si e com os de outras disciplinas



Calendario (manha e noite)

Introducdo a Avaliacdo Nutricional: definicdo, modelos bésicos, raciocinio diagnéstico. Diagndstico

10/03 10/03 A Wolney Conde
baseado em evidéncias.
13/03 17/03 O uso de valores de referéncia em Avaliacdo Nutricional Wolney Conde
Antropometria |: as medidas antropométricas.
31/03 31/03 Opor - : P Wolney Conde
Avaliacdo nutricional de criancas.
Antropometria Il: distribuicdes de referéncia — 0 qué sao e como sao usadas?
28/04 07/03 opol o ¢ q Wolney Conde
Avaliagdo nutricional de adolescentes.
08/05 28/04 Prova Wolney Conde
Laboratério de informatica — Exercicio STATA/WHOAnNthro y
22/05 05/05 Lanpop - Aula Prética/ Exercicios préticos Wolney Conde
Composicdo corporal: os modelos da composicao corporal e as técnicas mais frequentes (Parte ).
30/05 22/05 'POSICao corp . posi¢ P q ( ) Wolney Conde
Avaliac&o nutricional de adultos e idosos.
Composigéo corporal: os modelos da composicao corporal e as técnicas mais frequentes (Parte II).
05/06 30/05 'POSIGa0 corp > da composicao corp . q ( ) Wolney Conde
Avaliacédo Nutricional em populacdes e individuos: temas da atualidade.
. - - L Marcelo Macedo
12/06 05/06 Avaliacéo nutricional baseada em indicadores bioquimicos | Rogero
. - - T Marcelo Macedo
23/06 14/06 Avaliagdo nutricional baseada em indicadores bioquimicos Il Rogero
o - . T Marcelo Macedo
28/06 23/06 Avaliagdo nutricional baseada em indicadores bioquimicos IlI Rogero
Introducdo a Avaliacdo Nutricional: definicdo, modelos basicos, raciocinio diagnéstico. Diagndstico
03/07 03/07 ¢ & & 9 9 Wolney Conde

baseado em evidéncias.




Aparelhos eletronicos

Celular (mesmo na
funcao calculadora)
Aparelhos sonoros

ou similares




Como vocés chegam para
cursar avaliacao
nutricional?



Avaliacao nutricional - topicos

v' O que vocés esperam ver na disciplina
HNTO02107

v' Que técnicas ou habilidades vocés
imaginam que dominarao ao final da
disciplina?

v’ Como vocés definiriam “avaliacao
nutricional”?



Topicos de
avaliacao
nutricional




/

ciona

“A interpretacao da
informacao obtida de
estudos dietéticos,
bioquimicos,
antropomeéetricos e clinicos”

I
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S
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Rosalind Gibson. Principles of nutritional assessment.




Avaliacao nuftricional - componentes

AVALIAGCAO NUTRICIONAL
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Histoérico Histoérico Historico Exame Dados .
- . PPPe . . . Antropometria
meédico social dietético clinico bioquimicos
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O nutricionismo é positivo? Favorece
quem? Comida # produtos alimentares
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BEST-SELLER DO NEW YORK TIMES

G = : Pg“arly‘ Ia“nisIE
CALORIES,

- e 0 que fazer para evitar
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CALORIES

|
‘ FATS. CARBS. AND THE CONTROVERSIAL
|

SCIENCE OF DIET AND HEALTH

A teoria do balanco energético tem GARY TAUBES

fundamento cientifico? Tem evidéncias para . Inclu uma :
sustenta-la? Sempre se pode trocar uma "“""sﬂ‘:“;';;;:"“ \

caloria por outra?

Taubes nos dd uma visio completamente
ij‘erente de tudo o que se sabia sobre a a relacio
ieta & exercicio fisico (The New York Times)
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Avaliacao nutricional

Teorias
(fundamentos) M Od elo S
conceituais
(organizacao dos efeitos)
Modelos
empiricos
(tamanho dos efeitos)




Avaliacao nutricional — modelos conceituais

Body composition compartments
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Figure 6 Schematic diagram of fat-free mass (FFM),
total body water (TBW), intracellular water (ICW),
extracellular water (ECW) and body cell mass (BCM).



Avaliacao nutricional — modelos conceituais

Genetic: Social, Political, Economic:] | Culture: household structure,| | Ecology: housing,
phylogeny, | |social class, race, income, Kinship, child-rearing beliefs, infrastructure,
adaptation, | |occupation, land, education, status ideology, gender subsistence,
epigenetics | | possessions, social status relationships physical activity

Physical
Environ.

Y ‘ . a @

Growth and Maturation

Figure 12.4 Factors influencing growth and maturation. The most proximate (direct) influ-
ences on growth and maturation are in the pentagons. Factors that affect these proximate
factors are in the rectangular boxes. No arrows indicating the directions of influence are
shown because almost all of the factors are interrelated and influence each other. Figure
based on Bogin et al. (2007) and Ulijaszek (2006).



Modelos conceituais: esquema geral
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Avaliacao nutricional - modelos conceituais I

Fig. 1. Schematic representation of the basic model.
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WHO 92753 |
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Avaliacao nutricional - modelos conceituais Il
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Avaliacao nutricional - modelos conceituais I

Fig. 2. Schematic representation of the food Iintake sub-
model: a) breast milk intake:; b) intake of food other than

breast milk.
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Avaliacao nutricional - modelos conceituais IV

Fig. 5. Schematic representation of the submodel for child
health status.
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Avaliacao nutricional - modelo empirico (I)

FIGURA 1. Modelo Hierarquizado das Relagdes entre os Fatores de Risco para a Desnutrigio
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Olinto et ali. Determinantes da desnutrigdo infantil em uma populagdo de baixa renda: um modelo de andlise hierarquizado. Cad. Saude Publica vol.9 suppl.1 Rio de Janeiro 1993



Avaliacao nutricional - modelo empirico (II)

FIGURA 3. Modelo Hierdrquico Final (razies
de odds e intervalos de confianga)
para os Déficit de Peso/Altura

FIGURA 2. Modelo Hierdrguico Final (razbes
de odds e intervalos de confianca)
para os Déficit de Allura/ldade

FIGURA 1. Modelo Hierarquizado das Relagdies entre os Fatores de Risco para a Desnutrigdo
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Avaliacao nutricional - modelo empirico (III)

Body Composition Phenotypes

High Adiposity -
High Muscle Mass

(HA-HM)

ASMI

Low Muscle Mass

Low Adiposity - gh A
Low Muscle

(LA-LM) (HA-LM)

2 dimensoes

FIGURE 1. Body-composition phenotype classification criteria by decile
groups of ASMI and FMI based on Baumgartner (8). In this figure, body
composition is depicted by a spectrum of ASMI and FMI (low to high). On
the basis of the Baumgartner model (8), these phenotypes can be depicted as
follows: low adiposity with high muscle mass (individuals with low FMI and
high ASMI), high adiposity with high muscle mass (individuals with high
FMI and ASMI), low adiposity with low muscle mass (individuals with low
ASMI and FMI), and those with high adiposity with low muscle mass (in-
dividuals with high FMI and low ASMI). A subclassification for the each
group was proposed by including 3 categories—=class I, class 1I, and class
[Il—as described in Supplemental Table S1 under “Supplemental data™ in
the online issue to depict progressive changes/abnormalities within each
phenotype. Cutoffs were defined according to the following deciles: LA-HM
(ASMI: 50-100; FMI: 0-49.99), HA-HM (ASMI: 50-100; FMI: 50-100),
LA-LM (ASMI: 0-49.99; FMI: 0-49.99), and HA-LM (ASMI: 0-49.99;
FMI: 50-100). ASMI, appendicular skeletal muscle mass index; FMI, fat
mass index; HA-HM, high adiposity with high muscle mass: HA-LM, high
adiposity with low muscle mass; LA-HM. low adiposity with high muscle
mass; LA-LM, low adiposity with low muscle mass.



. Obesidade morbida e cirurgia bariatrica: caso clinico

http://www.nejm.org/doi/full/10.1056/NEIJMimc1601141




Avaliacao nutricional - referéncias (I)

BM]

RESEARCH

Body mass index cut offs to define thinness in children and
adolescents: international survey

Tim ) Cole, professor of medical statistics,' Katherine M Flegal. senior research sdentist.” Dasha
Nicholls, consultant child and adolescent psychiatrist,” Alan A Jackson, professor of human nutrition®

ABSTRACT
Objective To determine cut offs to define thinness in
children and adole based on body mass index at

age 18 years.
Design Intemational survey of six large nationally
Cross se on growth,

Department of Chid and
‘Adclescent Mental Feath, Great
0 Street Hospital for
Chidren, London

Uniersty of Souhampion,

sauthampton

Comespondence ta- T Coke tin.
coleichuctac ik

010 1136t 39238 9944455

B | ONLINE FIRST | brrjcom

Setting Brazil, Great Britain, Hong Kong, the Netherlands,
Singapore, and the United States.

Subjects 97 876 males and 94851 females from birth to
25 years.

Main outcome measure Body mass index (BMI, weight/
height?).

Results The World Health Organization defines grade 2
thinness in adults as BMI <17. This same cut off, applied
to the six datasets at age 18 years, gave mean BMI close
toaz score of -2 and 80% of the median. Thus it matches
existingcriteria forwasting in children based on weight for
height. For each dataset, centile curves were drawn to
pass through the cut off of BMI 17 at 18 years. The
resulting curves were averaged to provide age and sex
specific cut-off points from 2-18 years. Similar cut offs
were derived based on BMI 16 and 18.5 at 18 years,
together des1,2,and
3in children and adolescents consistent with the WHO
adultdefinitions.

Conclusions The proposed cut-off points should help to
provide internationally comparable prevalence rates of
thinness in children and adolescents.

INTRODUCTION
Much has been written about the epidemic of child
obesity” but malnutrition—meaning undernutrition

in infants, children, and adolescents poses a consider
ably larger public health problem internationally,

and in the developed world anorexia nervosa is the
third  most
adolescence

chronic  condition  of

comman
Obesity and malnutrition represent
opposite extremes on the spectrum of adiposity, and

Yetthec Luuﬁ( ation
d adolescence is

height relative to the child’s ag
of malnur
currently unsatisfactory because of the lack of suitable
cut offs for international use.*

Fifty years ago Gomez introduced his malnutrition
dlassification of weight below a specified percentage of
median weight for the child’s age* This included three

n in later childh

components: a measurement

adjusts

ent, and a set of cut offs.”

reference for age
Later Sevane and

Latham proposed splitting weight for age into weight

for height and height for age,"

10 be d

quently W

scores for the definitions of

efined as wasting or stur
aterlow et al recommended the use of 2
derweight, wasting,

allowing underweight
ng, or both.'” Subse-

and stunting, with the cut offs defined in terms of stan.

dard d

positive scree s const
10 the reference population.

Tn 1983 the World Health €
mally recognised the US Nat
Statistics ()

HS) classificatic
reference’” and has used it sin
underweight, wasted, or stuni
off of =2 z scores.” Wasting
with the NCHS/WHO weig
which compares the child’s
weight of children of the sa

the child’s age, which allows
e is not knoy
on average, children of a give
whatever their age; in infancy
ever, the wei ight relatio

This can be seen by consid
height’, where the
with age. The index is adjus
dividing it by the same ratio |

assessed when

t pov

the percentage growth rates

each age, so it is largest when
relative (0 height—that s, in i

when pis 3 or more as against

In later adolescence, as weigh
height growth has stopped. p
height adjustment. becomes
important general limitation o
ences in that they cannat be
For this reason the NCHS we
was truncated at age 10 in girl

The weight/height?  indes
adjusted for height for age, wl
the index uncorrelated with

ations (SDs) below llwmx'(ll.un.llh than as
percentages of the median." T o

Eur J Podiatr (2003) 162: 788 79
DOL 101007 /s00431-003-1292-x

ORIGINAL PAPER

\ Miranda Fredriks - Stef van Buuren
R. Jeurissen - Friedo W. Dekker
ne Verloove-Vanhorick - Jan Maarten Wit

Height, weight, body mass index and pubertal development reference
values for children of Turkish origin in the Netherlands

Received: 24 March 2003 Accepted: 3 July 2003/ Published online:
2003

Springer-Vei

Abstract The aim of this study was to provide growth
and sexual maturation reference data for Turkish
children living in The Netherlands. We also compared
these references with the reference data of children of
Dutch origin and with Turkish reference data collected
in Turkey and clsewhere in Europe. Cross-sectional
erowth and demographic data were collected from 2.904
children of Turkish origin and 14,500 children of Dutch
origin living in the Netherlands in the range 0-20
years. Growth references for length. height. weight for
height, body mass index (BMI) and head circumference
were constructed with the LMS method. Reference
curves for sexual maturation and menarche were esti-
mated by a generalised additive model. Predictive vari-
ables for height and BMI were assessed by univariate
and multivariate regression analyses. Young Turkish
adults were 10 cm shorter than their Dutch

26 Ay

st 2003

was 12,8 years, 5 months earlier than in Dutch girls.
BMI of Turkish children was higher than that of Dutch
children at all ages. BMI SDS was associated with birth
weight and the duration of stay of the mother in the
Netherlands, Conclusion: Turkish children are consid-
crably shorter and more overwcight than Dutch chil-
dren. Separate growth charts for Turkish children in The
Netherlands are useful for growth monitoring

Keywords Body m
development + Target height

s index - Height - Pubertal
Turkey

Abbreviations BM/ body mass index - SD standard
deviation - SES socio-economic status - 7H target
height

raries. Mean height was 174.0 cm for males and
160.7 em for females, Height differences in comparison
with Dutch children started at 3 years. Height SDS was
predominantly associated with target height. The hei
of Turkish children living in the Netherlands was similar
to Turkish children in Germany and to children from
high socio-cconomic classes in Istanbul. Compared to
Dutch children, maturation stages started 0.5-0.7 years
later for both sexes. In girls, median menarche

A. M. Fredriks () - S. van Buuren - S. P. Verloove-Vanhorick
Child Health |>.\N\m TNO Prevention and Health,

. The Netherlands

E-mui ...umumm- ' pe.tno.nl

l-u |,~m-m

A. M. Fredriks - S. E. R, Jeurissen
S, P. Verloove-Vanhorick - J. M. Wit
Department of Pacdiatrics,

Leiden University Medical Centre,
Leiden. The Netherlands

F. W. Dekker
Department of Ctinical Epidemiology,
Leiden University Medical Cen

Introduction

For optimal growth monitoring, up-to-date reference
growth data on representative samples from the popula-
tion are necessary. In a country of immigration like the
Netherlands. the dilemma is whether one should use
growth references derived from a representative sample
from the whole (multicthnic) population or a growth
reference for the ethnic Dutch population and appropri-
ate reference data on the largest ethnic groups living in the
Netherlands. One of the disadvantages of the first option
is that the reliability and efficiency of growth monitoring
would decrease because children with a growth disorder
of a relatively tall subpopulation would more often be
considered normal versus the multiethnic reference. while
children with a growth disturbance from a relatively short
subpopulation would be overdiagnosed [8]. Furthermore.
the secular trend could no longer be studied. Disadvan-
tages of the second option are “that there would be more
than one growth reference in the country and that it
would be impossible to provide specific reference data for
all ethnic groups. Besides. within ethnicgroups the
of the changes
through new immigration and intermarriage.

ition

Clinical Nutr

Anthropometry-based reference values for 24-h urinary creatinine
excretion during growth and their use in endocrine and nutritional

1-3

research

Thomas Remer, Annerte Neubert, and Christiane Maser-Gluth
ABSTRACT

Background: Urinary creatinine reference values that take anthro-
pometric data into account. which is mandatory during growth,

are not available for healthy white children
Objective: We sought 10 establish anthropometry-based refer
ence values for 24-h uri
children aged 3-18 y

Design: Anthropometric variables and 24-h urinary creatinine
excretion rates were determined cross-sect

y creatinine excretion in healthy white

y (225 boys and
229 girls). Age and sex dependency of 24-h creatinine excretion

(crude and related 1o individual metric variables) were

assessed Lo derive appropriate cre: nce values. The
applicability of these creatinine reference values for estimation
of daily excretion of certain analytes was assessed in 40 addi
tional children

Results: Sex-specific. body-weight
alues were derived for the following age groups: 3, 4-5, 6-8,9-13
and 1418 y. The 5th percentile exceeded 0.1 mmol -kg~'-d ™" in all
age groups >3 y. The use of these creatinine reference values for
rtain
(determined as the ratio of analyte o creatinine in spot urine
24-h urinary

ed creatinine reference

tion rates of lytes

estimating average 24-h exc

samples) yielded reasonable estimates of mes
excretion rates acty
children). Ideal 24-h creatinine excretion values
for height were also derived for a potential determination of the
creatinine height index.

Conclusion
ence values are recommended as a convenient, simple 100l to
4-h urine collection esrors, 2) calculate av

Iy analyzed (spot and 24-h urine samples
from the sa

Established anthropometry-based creatinine refer

1) identify seve

age 24-h excretion rates of certain analyles (from respective
ratios of analyte to creatinine) determined in spot urine samples,
and 3)

sess somatic protein st
nine height index. Am J Clin N

s by determining the creati
tr 2002:75:561-9.

KEY WORDS
1. body weight, calcium, children. cortisol, creatini

Analyle-to-creatinine ratio, body height, body

surface a

height index. del sulfate, deoxypyridinoline

cross-links, protein status, spot urin

INTRODUCTION
Most of the ¢n
intracellular creatinine precursors creatine and phosphocreatine

atinine excreted in urine is derived from the

Am J Clin Nutr 2002:75:561-9, Printed in USA. © 2002

by nonenzymatic processes (ie, dehydration and hydrolysis)

iscle, Thes

oceurring in efore, measurement of urinary creati

ating

Xeretion serves as a simple biochemical ool for eval
total-hody skeletal muscle mass or body composition (1-4). In
addition, urina

y creatinine output is frequently used to check
roughly the completeness of urine collection (3-8) or to estimate
the excretion rates of certain analyfes from the resp
¢ (5. 9. 10). Although normal ranges of

ve ratios

y creatinine excretion are well documented in adults
(11-14), only a few articles have been published during the past
decades that present reference values of 24-h urinary creati

ne
excretion (creatinine reference values) in children and adoles-
s (15-18). Despite the fact that
tis and sex are major determinants of usinary creatinine excretion
only one of the studies involving children and adolescents pre
sented sex-specific creatinine data in relation with anthropomet
ric predictors (18). However. this study was conducted in Indian
children who clearly had lower values for height, weight. body

nthropometric characteris-

s index, protein intake, and urinary creatinine output than
thy white children of comparable age, so that these creali
nine data are inappropriate as creatinine reference values for
children of developed countries

Therefore. the aim of the present study was 1o establish
e values of

etry-based age- and sex-specific re

the urinary 24-h creatinine excretion of healthy white children
In addition. our intention was 10 check the applicability of these
creatinine reference values for the estimation of 24-h excretion
rates of nutritionally and endocrinologically relevant urine ana
Iytes quantified in spontaneous urine samples
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Avaliacao nutricional - referéncias (II)

Iron-Deficiency Anemia: Reexamining the Nature and ‘
Magnitude of the Public Health Problem

Iron Deficiency and Reduced Work Capacity: A Critical Review of the
Research to Determine a Causal Relationship’-

Jere D. Haas® and Thomas Brownlie IV
Division of Nutritional Sciences, Cornell University, Ithaca, NY 14853-6301

ABSTRACT The causal relationship between iron deficiency and physical work capacity is evaluated through a
systematic review of the research literature, including animal and human studies. Iron deficiency was examined
along a continuum from severe iron-deficiency anemia (SIDA) to moderate iron-deficiency anemia (MIDA) to iron
deficiency without anemia (IDNA). Work capacity was assessed by aerobic capacity, endurance, energetic
efficiency, voluntary activity and work productivity. The 29 research reports examined demonstrated a strong
causal effect of SIDA and MIDA on aerobic capacity in animals and humans. The presumed mechanism for this
effect is the reduced oxygen transport associated with anemia; tissue iron deficiency may also play a role through
reduced cellular oxidative capacity. Endurance capacity was also compromised in SIDA and MIDA, but the strong
mediating effects of poor cellular oxidative capacity observed in animals have not been demonstrated in humans.
Energetic efficiency was affected at all levels of iron deficiency in humans, in the laboratory and the field. The
reduced work productivity observed in field studies is likely due to anemia and reduced oxygen transport. The
social and economic consequences of iron-deficiency anemia (IDA) and IDNA have yet to be elucidated. The
biological mechanisms for the effect of IDA on work capacity are sufficiently strong to justify interventions to
improve iron status as a means of enhancing human capital. This may also extend to the segment of the population
experiencing IDNA in whom the effects on work capacity may be more subtle, but the number of individuals thus
affected may be considerably more than those experiencing IDA. J. Nutr. 131: 676S-690S, 2001.

Haas JD, Brownlie IV T. Iron Deficiency and Reduced Work Capacity: A Critical Review of the Research to

Determine a Causal Relationship. J. Nutr. 131: 6765-690S, 2001

KEY WORDS: e anemia ¢ productivity » work ¢ endurance ¢ human capital



Esquema geral de desenvolvimento da deficiéncia nutricional

Tipo de deplegao Método usado

1 Inadequacao dietética Dietético

2 Nivel reduzido na reserva tissular Bioquimico

3 Nivel reduzido nos fluidos corporais Bioquimico

4 Reducao funcional nos tecidos Antropométrico/bioquimico
5 Atividade reduzida das enzimas nutriente-dependentes Bioquimico

6 Mudanc¢a funcional Comportamental/psicolégico
7 Sintomas clinicos Clinico

8 Sinal anatomico Clinico



Tratar individuos ou populacées?

Geoffrey Rose

Diminuir o nivel médio do risco (exposicao) em
uma populacao pode ser mais eficiente que tratar
individuos sob alto risco.




Importancia da prevencao: de onde vem os novos doentes?

Distribuicao do IMC
da populacao

Carga populacional:

x Risco individual de
NOVOS casos

diabetes em 10 anos

canadense (2007) 2007 - 2017
BMI =
235 _ X 32% = 129280 cases %
(o}
30a 34,9 13 % X 21% = 274700 cases
26 %

Contribuicao
de cada
categoria do

40 % IMC atual
para os
Nnovos casos
de diabetes

253 29,9 41 % X 10% = 418 500 cases

\/

23a24,9 22 % X 7% = 157 800 cases
. %

<23 - X 3% = 61400 cases %

-

Source of statistics: ICES Investigative Report, June 2010: “How many Canadians will be diagnosed with diabetes between 2007 and 20177?¢



Os indicadores em avaliacao nutricional




Avaliacao nutricional - dimensoes

Utilizacao

Acessibilidade

Estabilidade




Avaliacao nutricional - topicos

Figure 4. Existing FNS Indicators — overlaps across the FNS dimensions

| DISPONIBILIDADE I

ACESSIBILIDADE

Implementation of FAO National Programme for Food Seq.lrity (NPFS)

Government expenditure on agriculture as % of
total expenditure (HRCI) or Public expenditures

on agriculture research and development (GFSI)

Existence of adequate
Women's access to storage facilities,
. agricultural land Road & port
% of . infrastructure,
pc_)pulatmn Dependency on chronic
with .
insufficient food aid,
calorie Volatility of agricultural
intake production,
(GHI) or Political stability risk
undernou-
rished PHI)
Diet diversity score
. . (DDS) or
Public expenditure Diet diversification
on health as % of
(GFSI)
GDP
Dietary availability
of vitamin A,
animaliron, and
Children Stunting, vegetal iron,
underweight Wasting, Protein quality,
Thild MUAC, National dietary
mclortalitv LBW, guicfelines, .
BMI National nutrition
plan or strategy,
Nutrition
UTILIZAGCAO monitoring and
surveillance,

human consumption
(FAOIU) and
Average food supply
in kcal/capita/day
(GFSI)

Inequality in
access to calories,
Mean minimum
amount of calories
required

Coverage of civil registration system - live births,
Constitutional right to social security,
Public Expenditure on Education as % of GDP

Level of Constitutional protection of the right to
food (HRCI) or Food safety net programs (GFSI)

Calories available for

Iron deficiency
(children, women of
reproductive age),
Vitamin A deficiency
(children),

lodine deficiency
(children)

Agency to ensure the
safety and health of
food,

% of population with
access to potable
water,

Presence of formal
grocery

Y

GDP per capita at PPP,
Food consumption as a % of
total household expenditure,

Access to financing for
farmers,

Agricultural import tariffs

% of population
living on <15/day
(PHI) or below
global poverty
line (GFSI)

Poverty gap,
Share of poorest
quintile in national
income or
consumption

The FAO Indicator of
Undernourishment
(FAOIU)

The Global Hunger
Index (GHI)

The Global Food
Security Index
(GFSI)

The Poverty and
Hunger Index (PHI)

The Hunger
Reduction
Commitment Index
(HRCI)

Anthropometric
indicators (AI)

ESTABILIDADE

The Diet Diversity
Scores (DDS)

FAOIU

GHI GFsI

PHI HRCI

Al DDS MBI

Source: Authors’ design

Medical and
biomarker
indicators (MBI)




Avaliacao nutricional - indicadores (I)
o) STUNTING |

WHY IT MATTERS

Sturtting is a largely imeversible
adeome of inadequate nutrition
O & repeated bouts

@®

of infection
during the first

1,000 days

of a child's life

&

Q

Stunting has
long-term effects,
including: biminished
cogritive and physical
development, reduced
productive capacity and

poor health

»0..

Stunted children have an
increased risk of becoming

overweight or
obese later
in life

<o-

Reduced school attendance results in
diminished eaming capacity;

an average of 22% loss of yearly
income in adulthood

\=oi|

Globally, approximately

under the age of 5 years are stumed.@ ,b,b# #
&é#%@@##%###
R R 22 B R R PP

TARGETS

2/ SCOPE OF THE PROBLEN /

C

Sub-Saharan Africa

By 2025, reduce by 40% the number
of children aged under 5 years
who are stunted

THE

HILH

, RECOMMENDED ACTIONS ‘

SCALE UP PREVENTION

Scale up coverage of
stunting-prevention activities

WHAT?

Improve the identification,
measurement and

understanding of stunting

MATERNAL NUTRITION

Improve the nutrition of
women of reproductive age

WHAT?

Enact policies and/or
strengthen interventions

to improve matemal nutrition
and health, beginning with
adolescent girls

SUPPORT BREASTFEEDING

Support optimal breastfeeding .
practices

m Implement interventions for @

improved exclusive
breastfeeding and complementary
feeding practices

COMMUNITY SUPPORT

WHAT?

Provide community-based slrategies to prevent
infection-related causes of stunti

R ()
Strengthen community-bassd
interventions, including improved
water, sanitation and hygiene ’
Sub-Saharan Africa and South Asia

are home to of the
world’s stunted children

C

South Asia

40% of
children under
5 are stunted

39% of
children under
5 are stunted

3% World Health
Organization

10620

DAY S

By 2025, no increase in
childhood overweight

o @' OVERWEIGHT| G&oa

2/ s/

, RECOMMENDED ACTIONS ‘

W # Childhood overweight is SUPPORT HEALTHY DIETS
L ) # # ““ ) increasing in
i e #  all regions IR Dsor coheert b b4

of the world

diets throughout the life-course

Enact policies to enhance

food systems to support hd
healthy dietary practices

DIETARY GUIDELINES

Authoritative food-based
dietary guidelines to
improve nutrition in
the population

5

Children who are overweight
orobese are ata

@
higher
2 I‘ng

of developing serious
health problems

WHAT?

Develop and approve
a set of national dietary
guidelines for all age groups

Childhcod overweight
and obesly increase SOCIAL NORMS
the risk of
" obes Itv' Improve community understanding and

non-communicable
diseases, premature death and

disability in adulthood

social norms related to appropriate
child growth

Develop public and social
marketing campaigns to support
regulation of food marketing

59
)
()
PHYSICAL ACTIVITY

Action to prevent and control
childhood overweight needs 1o go
hand in hand with other global

[T 'mplement local policies to
nutrition targets of promote physical activity
* stunting  * anaemia in women How? Create an enabling environment
» wasting  * low birth weight “ that promotes physical activity

* breastfeeding from the early stages of life

6
X €

number of overweight children
worldwide increased from

- 32 million
42 million

—/ SoOPE OFTHE PROBLEN /¢

In 2011 ,
more than 2/3 |

of overweight children under 5
resided in low and middle
income countries

Globally

42

million chlldren
younger than 5 years (7%)
are overweight

% World Health
! Orgamzatmn

10020

PAYS

TARGETS




Avaliacao nutricional - indicadores (1I)

To improve maternal, infant TA RG ETS&
and young child nutrition =

40% REDUCTION IN THE
NUMBER OF CHILDREN
UNDER-5 WHO ARE STUNTED

50% REDUCTION
OF ANAEMIA IN WOMEN OF
REPRODUCTIVE AGE

30% REDUCTION IN

Monitorar

NO INCREASE IN
CHILDHOOD OVERWEIGHT

INCREASE THE RATE

OF EXCLUSIVE BREASTFEEDING
IN THE FIRST 6 MONTHS UPTO
AT LEAST 50%

S Quais indicadores?

TO LESS THAN 5%

World Health
Organization




Avaliacao nutricional - indicadores (111)

O déficit de crescimento infantil no Brasil e em outros paises no mundo, segundo PIB per capita

80

50 1

704 |

60 |

- Malnutrition prevalence, height for age (% of children under 5)

Brazil (points in red)

—

[ [ [ [
10000 20000 30000 40000
GNI per capita, Atlas method (current US$)

I
50000

Fonte: World Bank, opendata




Avaliacao nutricional - indicadores (1IV)

E dificil alcangcar metas nutricionais se o pais nido tem dados sobre nutrigio

GLOBAL IT'S HARD TO MEET NUTRITION GOALS IF YOU DON'T HAVE DATA ON NUTRITION

NUTRITION At o eting of the
REPORT 505

ar, the numt I count

s lack the data nec

COUNTRY STATUS: . No data @ Off course . On course
90000000 OCGOOOGIOOO 90000000 OCGOOOIOOO
in children under o00O0O0OOGOOOOOOOOO® o00O0O0OOGOOOOOOOOO® among children under
qgefivebyAO% 9000000 OCGPOOGOOGIOOSOO 90900000 OCPOOGOOGOOO Qgefivefromincreqsing
87 X X X X X X X X X X X X X X ) (X X X X X X X X X X X N X X J
0000000 OPOPOOGPOOGO 000 0000O0DOPOGLOOIOOO - ht and ob
verweight and obese
am i SS8888805558888 | SS550sssss000s:  TEnTm,
too short for their age—is develop noncommunicable
associated with a host of ( X X X X X X X X X X X X X X ) (X X X X X X X X X X X X X X ) diseases like diabefes and
negative health, educational, (XX XX X X X X X X X ¥ ) 0000000 OCGOOOIOOOO cardiovaseular diseases at a
and economic consequences. 27 @ 00000000000 O 0000000OGOGOOOS 31 younger age.
in children under age 000000000000000O 000000000OCGOOOOS in women of
five 1o less than 5% 64 0000000 00O0OCGOOGOS 90000O0OCGOOGOOOOOS reproductive age
000000 OCOGPOOOLOOO 9000000C0CGOOCGOOOOOO
900000 OOCOOGOOGIOOOS 900000DOCGOOOOOOOOS
00 00000OCGPOOOOOO 0000000 OGDOOIOOGIOS ) )
sizssizassssssd | sIsadsdiiiiiiit s
Wasting—when children are too widespread nutritional
rhinforgt]heirheighT—incredses 00000000000000600 0000000000000600° disordF;rintheworld—resuhs
the risk of death from X X X X X X X X XN N NN N X ) 90000ODOOOGOPOOOOOSS in ill health, lost earnings,
nutrition-related causes. 59 ( X X X X X X X X X X X N J 20000 OPDOGDODOOGOOSOSS 5 and premature death.

Source: Global Nutrition Report 2014.

WWW.GLOBALNUTRITIONREPORT.ORG

Note: Countries committed to six nutrition targets, but for two of these—reducing the share of infants who weigh too little at birth and increasing the share of children who are exclusively breastfed—it is not yet possible to assess country progress.



Avaliacao nutricional - sintese

Teorias

(fundamentos)

Modelos
conceituais

(organizacao dos efeitos)

"A interpretacao da informacao obtida de estudos
dietéticos, bioquimicos, antropométricos e clinicos”

Rosalind Gibson. Principles of nutritional assessment.

Indicadores

(quantidade na populacao)

Modelos
empiricos

(tamanho dos efeitos)




Avaliacao nutricional - sintese (exemplo)

Iron x LT x Work Capaci
Deficiency Tissue Oxidative Capacity* -H Energetic Efgcientycy‘
Endurance*
IDA VOsmax*®
Oxygen Carrying Capacity* Skill acquisition
Anemia

General Time Use
Quantity
Family responsibilities
Leisure activities®
Work

Time use at work
Quality
Efficiency of work output*
Productivity*

Time use at home,
Quality
Household maintenance
Social responsibilities
Childcare

FIGURE 1 Effect of iron deficiency on biological and socioeco-
nomic aspects of work. Outcomes indicated by an asterisk (*) are
discussed in this review. IDA = iron deficiency anemia.

Haas JD, Brownlie IV T. Iron Deficiency and Reduced Work Capacity: A Critical Review of the Research to

Determine a Causal Relationship. J. Nutr. 131: 6765-690S, 2001



Avaliacao nutricional - sintese da disciplina

Competéncias e habilidades

Temas Conceitos Técnicas e usos Inducoes! Sintese?

N x n
Antropometria >

Composicao Corporal I I >

Técnicas de mensuracao >

v v v

Avaliacao
nutricional *—————————____‘

Biomarcadores

1 Inclui: exercicios, calculos e raciocinios indutivos

2 Relacionar os conhecimentos de Avaliacao Nutricional entre si e com os de outras disciplinas



PAINEL

A AVALIACAO NUTRICIONAL NO CONTEXTO
DO COTIDIANO PROFISSIONAL



dSTSINN OEIIIINN 0S.INYD — E10SSS[O0I

osonjnid epueulad eLe

JSVN - e1sjuoIdlnnN

el11219d ejionT

~

ISYN — ejsiuosaLInN

eyuipies aully

dSNW-H-OH E3UELID BP OINIISUIEIBOIOIEWSH-0oUQ 3P 0JIAIBS - EJSIUOIDIIINN

IUBIA euliey]

PAINEL SOBRE AVALIACAO NUTRICIONAL




Fim da 12 aula - continua na proxima segunda/sexta-feira




