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Executive Summary
Despite that overall health indicators are
on track to achieve the 2015 Millennium
Development Goals, malnutrition
continues to be a serious health concern
in Sri Lanka. More than 20 per cent five
under-five year olds are underweight, and
16 per cent of reproductive aged women
were malnourished in the country. Apart
from this overall picture, the country’s
Estate sector was worst affected in poor
nutrition. For instance, about 30 per cent
of children under the age of five are
underweight, nearly 1 in 3 babies have
low birth weight, and one-third of women
of reproductive age are malnourished. It
is recognised that, improved health care
alone cannot improve all health
outcomes. This is because there are
deep rooted socio-economic factors
affecting health. Thus, this study looks
beyond health and explores the socioeconomic determinants of child and
maternal malnutrition in the Estate sector.
Study findings contribute to policies on
priority areas needing to be addressed in
breaking the vicious cycle of malnutrition
in the estate sector, in achieving overall
goals of the country.
There are unique causes of child and
maternal malnutrition in the Estate
Sector.
Findings of this study revealed that
unique causes such as, intake of
imbalanced diet, household high alcohol
and tobacco consumption, substantially
contributes to child and maternal
malnutrition in the Estate sector. These
factors coupled with the women’s lack of
capacity in terms of education, household
poor socio-economic status and also
food insecurity, perpetuates the vicious
cycle of malnutrition in the estate sector.
Study findings can be summarised as
follows.
The intergenerational cycle of
malnutrition is deeply embedded in
the estate sector.
Study revealed that low birth weight is a
major cause of malnutrition in children

under five years of age in the Estate
sector. Further, mother’s poor nutritional
status is closely associated with child
malnutrition. Growth retardation at birth,
throughout childhood, and adulthood
carry on the intergenerational cycle of
malnutrition in the estate sector.
Therefore, measures need to be taken at
each stage of the life cycle to ensure that
malnutrition does not perpetuate as an
intergenerational problem.
A significant reason for child and
maternal malnutrition in the estate
sector was intake of the ‘wrong’ kind
of food—consuming lack of protein
rich food.
Mothers and under five year old children
in the estate sector consumed fewer
protein-rich foods (meat, fish and poultry
eggs) and other nutritional food such as
yellow vegetables, fruits and cereal when
compared to their peers in the other two
sectors. It was evident that a significant
reason for child and maternal malnutrition
in the Estate sector was the intake of
imbalanced diet – lack of protein and
vitamins but more starchy and fatty food.
Therefore, sustainable nutritional
interventions should be aimed at
enhancing food security at the household
and community levels as well as at
schools in the estate sector.
Estate sector alcoholism and tobacco
use significantly increased the
prevalence of malnourished women.
Alcohol and tobacco consumption was
extensively higher among estate sector
people. For instance, 40 per cent of the
estate sector families have been
exposed to alcohol; whereas in the other
two sectors, it was around 17 per cent.
Spending on alcohol and tobacco badly
affect the household’s food security,
especially in the Estate sector where the
highest recorded poverty prevails.
Counselling programmes should be
initiated for youth that promote positive
health practices and curb negative ones
like alcoholism and tobacco use.

Education and knowledge of women
have a strong impact on their
nutritional status, as well as on the
nutrition of their children.
In the estate sector, the level of women’s
education is much lower than in urban
and rural areas. For instance, nearly half
of the women were educated only up to
primary level education whereas the
national average of that is around 15 per
cent. Poor education makes it difficult for
women to take full advantage of the
awareness raising campaigns on family
health and hygiene practices offered in
their localities, either by the government
health service or by the estate
management.
Special community driven
programmes would have a major role
to play in addressing the critical
concern in the Estate sector.
Most of the causes of Estate sector
malnutrition are unique to the Estate
sector – intake of imbalanced diet,
household alcohol and tobacco
consumption etc. In this context, it has to
be emphasized that policies relating to
the improvement of nutritional levels of
the Estate sector should be specially
designed interventions with especial
attention to community driven
programmes. Nutrition education
programmes should be strengthened to
inculcate better consumption habits what foods to select; how to prepare and
feed children; and the hygienic and
nutritional value of food. Also, there
should be programmes to raise
awareness on healthy behaviours.
Further, household socio-economic
status and safe environment in the
deprived Estate sector would have a
major role to play in the well-being of
people in the Estate sector.

Keywords: malnutrition, estate sector,
child health, maternal health
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úOdhl idrdxYh
Y%S ,xldfõ iuia; fi!LH o¾Yl,
2015 iY%l ixj¾Ok b,lal
idlaId;a lr .ekSug fhduq fjñka
mj;sk kuq;a ukao fmdaIKh ;j
ÿrg;a nrm;< fi!LH .eg¨jls.
jhi wjqreÿ myg jvd wvq
<uhskaf.ka ishhg 20 lg jvd jeä
m%udKhla kshñ; nrg jvd wvq jk
w;r m%ckk jhfia ldka;djkaf.ka
ishhg 16 la ukao fmdaIKfhka
fmf<a. fuu iuia; ;;ajhg wu;rj
rfÜ j;= wxYfha <uqka yd ldka;djka
whym;a fmdaIK ;;ajfhka jvd;a
mSvdjg m;afõ. ksoiqkla jYfhka j;=
wxYfha jhi wjqreÿ myg jvd wvq
<uhskaf.ka ishhg 30 la muK
wvqnr jk w;r iEu orejka 3 lska
1 lg Wmf;a § nr wvqh. ;jo
m%ckk jhfia isák ldka;djkaf.ka
;=fkka tlla ukao fmdaIKfhka
fmf<a. jeä ÈhqKq l< fi!LH
/ljrKfhka muKla ish¨ fi!LH
o¾Ylj, j¾Okhla fmkakqï
fkdlrk nj ms<s.;a lreKls. tfia
jkafka fi!LH ;;ajhg n,mdkakdjQ
uq,a nei.;a iudc wd¾Ól idOl
mj;sk ksidh. fi!LH ;;ajfhka
Tíng hk fuu wOHhkh j;=
wxYfha <ud iy ud;D
ukaofmdaIKhg fya;=jk iudc
wd¾:sl fya;= wOHhkh lrhs. fuu
fidhd .ekSï rfÜ iuia; b,lal
idlaId;a lr .ekSfï § j;= wxYfha
ukaofmdaIKfha úIu pl%h ì| ±óu
i|yd fhduqùug wjYH m%uqL;d
lafIa;% ms<sn| m%;sm;a;sj,g odhl
fõ.
j;= wxYfha <ud iy ud;D
ukaofmdaIKhg iqúfYaI jQ idOl
mj;S. fuu wOHhkfhka j;= wxYfha
<ud iy ud;D ukaofmdaIKhg
ie,lsh hq;= m%udKhlska odhl jk
j;= wxYfha wiu;=,s; wdydr
.ekSfï rgdj iy by< uÜgul
mj;sk .Dyia: u;ameka iy
ÿïfld< mßfNdackh jeks iqúfYaIS
idOl fy<s lrhs. fuu lreKq yd
ne÷Kq j;= wxYfha ujqjrekaf.a wvq
wOHdmkh, .Dyia: whym;a iudc
wd¾Ól ;;ajh iy wdydr iqrlaIs;
Ndjhla fkdue;sùu jeks idOl ksid
j;= wxYfha ukaofmdaIKfha úIu
pl%h È.gu mj;S. fuu wOHhkfha
vi

fidhd .ekSï my; i|yka wdldrhg
idrdxY l< yelsh.
j;= wxYfha uka o fmda I Kh
mrïmrd.; úIu pl% h la ù we;
we;.
fuu wOHhkfha m%;sM, wkqj wvq
Wm;a nr, j;= wxYfha jhi wjqreÿ
myg jvd <uhskaf.a ukaofmdaIKhg
m%Odk idOlhla nj fy<s lrhs. ;jo
ujf.a W!k fmdaIK ;;ajho <ud
ukaofmdaIKh yd iómj ne£ mj;S.
Wmf;a§ W!k j¾Okh, bkamiqj <ud
ld,h mqrd;aa jeäuy,a jhg;a me;sr
hdu, j;=lrfha ukao fmdaIK pl%h
wLkavj mej;Sug fya;= idOl ù
we;. tuksid ukaofmdaIKh wka;¾
mrïmrd m%Yakhla fkdùu iy;sl
lsÍug Ôjk pl%fha tla tla
wjia:dj,§ W!k fmdaIKh
je,elaùug wjYH mshjr .; hq;=h.
;jo j;= wxYfha <ud iy ud;D
uka o fmda I Khg lemS fmfkk
fya ; = j la jka f ka wiu;= , s ; wdydr
rgdjhs. tkï fm%daàka yd úgñka wvq
tfy;a msIag iy wêl f;,a iys;
wdydr .ekSuhs. j;= wxYfha
ujqjreka iy jhi myg wvq
<uhskaf.a wdydr rgd wfkla
m%foaYj, iudk ldKav yd ii|k úg
fm%daàka nyq, wdydr ^uia, ud¿ iy
ì;a;r& iy ly meye t<j¨,
m,;=re iy OdkH j¾. wdydrhg
.kafka uo jYfhks. tuksid j;=
wxYfha Ñria:dhs fmdaIK ;;ajhka
mj;ajd .ekSug flfrk ls%hdoduhka
w;rg .Dyia: iy m%cd uÜgfï
wdydr iqrlaIs; Ndjh k.d isgqùug
wjYH mshjr .; hq;=h.
u;a m ekg weíneys ù u iy
ÿïfld< Ndú;h j;= wxYfha
uka o fmda I s ; ldka ; djka f .a
ixLHdj lemS fmfkk f,i jeä
lrhs . u;ameka iy ÿïfld<
mßfNdackh j;= wxYfha ñksiqka w;r
by< uÜgulska mj;S. ksoiqkla
jYfhka j;= wxYfha mjq,aj,ska
ishhg 40la u;ameka Ndú; lrk
w;r wks;a wxY fofla tu m%;sY;h
ishhg 17 ls. u;ameka iy ÿïfld<
i|yd úhoï lsÍu by<u oßø;d
uÜgula jd¾;d jk j;= wxYfha
mjq,aj, wydr iqrlaIs; Ndjh flf¾

whym;afia n,mdhs. fïksid
;reKhka w;r idOkSh fi!LHuh
mqreÿ m%j¾Okh flfrk yd
u;ameka iy ÿïfld< Ndú;h jeks
wys;lr foa iSud flfrk WmfoaYk
jev igyka werôh hq;=h.
ldka ; djka f .a wOHdmkh iy
±kq u , ;uka f .a fuka u ;u
orejka f .a ; a fmda I K uÜgu
flf¾ ±ä n,mEula we;s
lrjhs. j;= wxYfha ia;S%kaf.a
wOHdmk uÜgu kd.ßl iy .%dóh
m%foaY j,g jvd wvqh. ksoiqkla
jYfhka j;=lrfha ia;S%kaf.ka wvlg
wdikak ixLHdjla m%d:ñl uÜgu
olajd muKla wOHdmkhla ,nd we;s
w;r, rfÜ m%d:ñl uÜgu olajd
muKla wOHdmkh ,enQ mqoa.,hka
m%udKh ishhg 15 la muK fõ.
my;a wOHdmk uÜgu ksid ia;S%kag
m%foaYfha rcfha fi!LH fiajdjka
fyda j;= mßmd,kfhka ,nd fok
fi!LH iy ikSmdrlaIl ±kqj;a
lsÍfï jev igykaj,ska iïmQ¾K
m%;sM, ,nd .; fkdyelsh.
j;= wxYfha W.% jQ .eg¨ úi£fï§
úfYaIs; m%cd uÜgfï ls%hdjg kxjk
jev igykaj,g m%Odk ia:dkhla
ysñ fõ. j;= wxYfha ukaofmdaIKhg
fya;= jk fndfyda idOl iun,
fkdjq wdydr .ekSu, .Dyia: u;ameka
yd ÿïfld< Ndú;h jeks lreKq
j;=lrhgu iqúfYaIS tajdh. fujka
ikao¾NhloS j;= wxYfha fmdaIK
uÜgu jeä ÈhqKq lsÍuj wod,
m%;sm;a;s m%cd uQ,sl jev igyka
flf¾ úfYaIfhka fhduq jQ ta i|ydu
úfYaIfhka ie,iqï l< ls%hdj,ska
úh hq;= nj wjOdrKh l< hq;=h.
fmdaIK j¾Ok jev igyka u.ska
f;dard .; hq;af;a l=uk wdydro,
<uhskag lEu ilia lrkafka flfiao
iy wdydrj, fmdaIK .=Kh ms<snoj
oekqj;a l< hq;=h. tfukau
fi!LHu;a yeisÍï ms<sn| ±kqj;a
Ndjh kxjd,k jev igykao ;sìh
hq;=h. jeä ÿrg;a myiqlï wvq j;=
wxYfha ck;djf.a iqN idOkh
i|yd .Dyia: iudc wd¾Ól ;;ajh
kxjd,k yd iqrlaIs; mßirhlg
wjYH ls%hd ud¾. .; hq;=h.
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epiwNtw;Wr; RUf;fk;
Rfhjhuk; gw;wpa Rl;bfs;
midj;Jk; 2015 ,d;
kpy;Nydpak; mgptpUj;jp
,yf;Ffis miltjw;fhd
topKiwf;F rhjfkhf
fhzg;gLfpd;w NghjpYk;>
Ngh\hf;fpd;ikahdJ
,yq;ifapy; ghhpanjhU
mf;fiwkpf;f Rfhjhu
mk;rkhfNt njhlh;e;Jk;
,lk;ngwTs;sJ. Ie;J
taJf;Ff; Fiwthd
rpWth;fspy; 20 rjtPjj;jpw;Fk;
mjpfkhNdhh; vil
Fiwe;jth;fshfTs;sNjhL>
,dg;ngUf;f taJila
ngz;fspy; 16 rjtPjkhNdhh;
Ngh\hf;fpd;ikAlDk;
ehl;bYs;sdh;. ,it
midj;Jk; jtpu> ehl;bd;
Njhl;lj;Jiw rhh;e;j kf;fs;
Ngh\hf;Ff; Fiwtpdhy;
kpfTk; fLikahf
ghjpf;fg;gl;ldh;. Ie;J
taJf;Fk; Fiwthd 30
rjtPjkhd rpWth;fs; vil
FiwthfTs;sik> gpwg;gpd;
NghJ fpl;lj;jl;l %d;wpy; xU
Foe;ij vd;w tPjj;jpy;
Fiwe;j vilAld;
fhzg;gLfpd;wik kw;Wk;
,dg;ngUf;f taJila
ngz;fspy; %d;wpy; xU
gFjpapdh; Ngh\hf;fpd;wpf;
fhzg;gLfpd;wik Nghd;wtw;iw
,q;F vLj;Jf; fhl;lhff;
$wKbAk;. Nkk;ghl;Lldhd
Rfhjhu guhkhpg;ig khj;jpuk;
nfhz;L midj;J MNuhf;fpa
ntspaPLfisAk; Nkk;gLj;j
KbahJ vd;gJ
Vw;Wf;nfhs;sg;gl;l tplakhFk;.
Rfhjhu mk;rq;fisg; ghjpf;Fk;
tifapyhd r%f-nghUshjhu
fhuzpfs; Mokhf Nt&d;wpf;
fhzg;gLfpd;wikNa ,jw;Ff;
fhuzkhFk;. vdNt> ,t;
Ma;thdJ Rfhjhu
mk;rq;fSf;Fk; mg;ghy; nrd;W

Njhl;lj;Jiwapdhpd; gps;isfs;
kw;Wk; jha;khh;fspd;
Ngh\hf;fpd;ik njhlh;gpy;
mtw;iwj; jPh;khdpf;Fk; r%fnghUshjhu fhuzpfisAk;
fz;lwpfpwJ. Ma;tpd;
fz;lwpjy;fs; ehl;bd;
xl;Lnkhj;j ,yf;FfisAk;
mile;Jnfhs;Sk; tifapy;>
Njhl;lj;Jiwapdhpd; ,j;jifa
Nkhrkhd epiyikapidg;
Nghf;Ftjpy; gq;fspg;Gr;nra;Ak;
Kd;Dhpik tplaq;fs;
Fwpj;jhd nfhs;iffSf;Fk;
gq;fspg;Gr; nra;fpwJ.

Njhl; l j; J iwapy; rpWth; f s;
kw; W k; jha; k hh; f spd;
Ngh\hf; f pd; i kf; F
jdpj; J tkhd fhuzpfs;
fhzg; g Lfpd; w d.
rkepiyaw;w czTg;gof;f
Kiw> kJghdk; mUe;jy;
kw;Wk; Gifapiy Ritj;jy;
Nghd;w jdpj;Jt tplaq;fNs
Njhl;lj;Jiwr; rpWth;fs;
kw;Wk; jha;khh;fspd;
Ngh\hf;fpd;ik njhlh;gpy;
fzprkhd gq;fspg;G
nrYj;Jtjhf ,t; Ma;tpd;
fz;lwpjy;fs; ntspf;fhl;baJ.
,j;jifa fhuzpfs;
ngz;fspd; Nghjpa fy;tp
mwptpd;ik> tPL rhh;e;j r%fnghUshjhu mk;rq;fspy;
juf;FiwT kw;Wk; czTg;
ghJfhg;gpd;ik Nghd;w
tplaq;fNshLk; njhlh;gpidf;
nfhz;like;J>
Njhl;lj;Jiwapdhpd;
Ngh\hf;fpd;ik vDk;
nfhLikia njhlh;e;Jk;
epiyf;f itj;Js;sJ. ,t;
Ma;tpd; fz;lwpjy;fs;
gpd;tUkhW RUf;fkhf
toq;fg;gLfpwJ.
Ngh\hf; f pd; i kahdJ
jiyKiwahf

flj; j g; g LtJk;
Njhl; l j; J iw kf; f NshL
Mokhf ,izf; f g; g l; l
tplakhff; fhzg; g LfpwJ.
Njhl;lj;Jiwapy; Ie;J
taJf;Fk; Fiwthd
rpWth;fspd; Ngh\hf;fpd;ikf;F
mth;fs; gpwf;Fk; Nghjhd
vilf; FiwNt gpujhd
fhuzk; vd;gijAk; ,t; Ma;T
Rl;bf;fhl;LfpwJ. NkYk;>
jha;khh;fspd; Ngh\hf;F
FiwthdJ gps;isapd;
Ngh\hf;fpd;ikf;F kpfTk;
neUq;fpa fhuzpahfTk;
cs;sJ. Njhl;lj;Jiwf;
Foe;ijfspd; gpwg;gpd; Nghjhd
tsh;r;rpf; FiwghlhdJ
gps;isg; gUk; kw;Wk; thypgg;
gUtk; KOtJk;
Ngh\hf;fpd;wpa
jiyKiwapdUf;fpilapy;
flj;jg;gLfpwJ. vdNt>
Ngh\hf;fpd;wikahdJ
njhlh;r;rpahf
jiyKiwapdUf;fpilapy;
flj;jg;gLfpd;wnjhU
gpur;rpidahf khwhjpUg;gjid
cWjpg;gLj;Jk; tifapyhd
eltbf;iffis tho;f;if
tl;lj;jpd; xt;nthU
fl;lj;jpYk; Nkw;nfhs;s
Ntz;bAs;sJ.
Njhl; l j; J iwapd; rpWth; f s;
kw; W k; jha; k hh; f spd;
Ngh\hf; f pd; i kf; f hdnjhU
Fwpg; g plj; j f; f fhuzpahf
‘jtwhd ’ czT tifia –
Gujk; epiwe; j czit
Fiwthf cl; n fhs; S k;
gof; f khftpUe; j J. Vida
,uz;L Jiwfisr; rhh;e;j rf
kf;fSld; xg;gpLifapy;>
Njhl;lj;JiwapYs;s
jha;khh;fSk; kw;Wk; Ie;J
taJf;Ff; fPohd rpWth;fSk;
Gujk; epiwe;j czT
(,iwr;rp> kPd; kw;Wk; Nfhop
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Kl;ilfs;) kw;Wk; kQ;ry; epw
fha;fwpfs;> goq;fs;>
jhdpaq;fs; Nghd;w Vida
Cl;lr;rj;J kpf;f
czTfisAk; FiwthfNt
cz;Ls;sdh;. Njhl;l
Jiwapdhpd; gps;isfs; kw;Wk;
jha;khh;fspd;
Ngh\hf;fpd;ikf;F> Gujk;
kw;Wk; caph;r;rj;Jf;fis
FiwthfTk;> khg;nghUs;
kw;Wk; nfhOk;G Nghd;w
czTfis mjpfKk;
nfhz;ljhdnjhU rkepiyaw;w
czTg; gof;fNk gpujhd
fhuznkd ep&gpf;fg;gl;lJ.
vdNt> Njhl;lj;Jiwapdhpd;
FLk;g kw;Wk; rKjha
tho;tpYk; mNjNghy; ghlrhiy
kl;lj;jpYk; czT
ghJfhg;gpid Nkk;gLj;Jtjpy;
epiyNgwhd
Cl;lr;rj;Jf;fisf; nfhz;l
czTg; gof;fk;
,yf;Fg;gLj;jg;gLjy; Ntz;Lk;.

Njhl; l kf; f spd; kJg; g of; f k;
kw; W k; Gifapiy Ritj; j y;
Mfpad Ngh\hf; f pd; w pa
ngz; f spd; vz; z pf; i fia
fzprkhdsT mjpfhpj; j J.
ngUj;Njhl;lj;Jiw kf;fs;
kj;jpapy; kJghdk; kw;Wk;
Gifapiy Mfpatw;wpd; Efh;T
kpfTk; mjpfkhff; fhzg;gl;lJ.
vLj;Jf;fhl;lhf> Njhl;lj;
Jiwapd; 40 rjtPjkhd
FLk;gq;fs; kJghd
gof;fKilajhff; fhzg;gl;l
mNjNtis> Vida ,uz;L
Jiwfspy; ,J KiwNa 17
kw;Wk; 26 rjtPjkhf
fhzg;gl;lJ. kJghdk; kw;Wk;
Gifapiyg; gof;fkhdJ>
Fwpg;ghf tWik fLikahf
epyTfpd;w Njhl;lg; gpuNjr
kf;fsJ tPl;L czTg;
NgZifapid fLikahfg;
ghjpf;fpwJ. Neh;kiwahd
viii

Rfhjhu eilKiwfis
Cf;Ftpf;Fk; tifapYk; kw;Wk;
kJghdk;> Gifapiy ghtid
Nghd;w vjph;kiwahd
tplaq;fis jLf;Fk;
tifapYkhd cstsj;Jiz
epfo;r;rpj; jpl;lq;fs;
Kd;ndLf;fg;gLjy; Ntz;Lk;.

ngz; f sJk; mth; f sJ
gps; i sfsJk; Ngh\hf; F
epiyikAld; njhlh; G ila
cWjpahd ghjpg; n ghd; W
ngz; f spd; fy; t p kw; W k;
mwptpy; jhf; f k; nrYj; j pf;
fhzg; g Lfpd; w ik.
Njhl;lj;Jiwapy; ngz;fspd;
fy;tp epiyikahdJ efu
kw;Wk; fpuhkpa gpuNjrq;fis
tplTk; kpfTk; Fiwthd
kl;lj;jpNyNa cs;sJ.
fpl;lj;jl;l ngz;fspy;
miuthrpg; Ngh; Muk;gepiyf;
fy;tp tiu khj;jpuNk
gapd;Ws;s mNjNtis> Njrpa
kl;lj;jpy; ,jd; rjtPjk; 15%
MFk;. cs;ehl;L kl;lj;jpy;
murhq;f Rfhjhu
NritapdhNyh my;yJ Njhl;l
Kfhikj;Jj;jpdhNyh
toq;fg;gLfpd;w FLk;g
Rfhjhuk; kw;Wk; MNuhf;fpa
eilKiwfs; njhlh;gpyhd
tpopg;G+l;ly;fspd; KO
mD$yj;ijAk; ,j;jifa
ngz;fshy; ngw Kbahikf;F
mth;fsJ fy;tp kl;lk;
FiwthfTs;sikNa
fhuzkhfTs;sJ.
Njhl; l j; Jiwapdhplk;
fhzg; g Lfpd; w ghhpa
mf; f iwkpF ,t; t plaj; i jj;
jP h ; j ; J itg; g jpy; tpNrl
rKjha ,af; f
epfo; r ; r pj; j pl; l q; f s; xU
ghhpa tfpghfj; i j
toq; f f; $ Lk; .

Njhl;lj; Jiwapdhpd;
Ngh\hf;fpd;ikf;fhd
mNdfkhd fhuzpfs;
Njhl;lj;Jiwf;F jdpj;Jtk;;
cilajhf tpsq;FfpwJ mit rkepiyaw;w czTg;
gof;fk;> FLk;g kJghdg;
gof;fk; kw;Wk; Gifapiyg;
gof;fk; Nghd;wdthfTs;sd.
,j;jifa #oiktpy;> Njhl;l
kf;fspd; MNuhf;fpa kl;lj;ij
Nkk;gLj;Jk; tifapy; rKjha
,af;f epfo;r;rpj;jpl;lq;fSf;fhd
tpNrl mtjhdpg;Gfis
cl;gLj;jpa tpNrl nfhs;iffs;
tbtikf;fg;gLtij
typAWj;jy; Ntz;Lk;. vj;jifa
czTifs njhpTnra;jy;>
vt;thW czT jahhpj;jy;>
vt;thW gps;isfSf;F czT
Cl;Ljy;> rpwe;j czTg;
gof;fq;fs; kw;Wk; cztpd;
Ngh\hf;Fg; ngWkhdk;
Nghd;wtw;iw kf;fSf;F
toq;Fk; tifapy; Ngh\hf;F
gw;wpa fy;tp epfo;r;rpj;jpl;lq;fs;
tYg;gLj;jg;gly;
Ntz;Lnkd;gNjhL> MNuhf;fpa
elj;ijfs; Fwpj;jhd
tpopg;Gzh;tpid
mjpfhpg;gjw;fhd
epfo;r;rpj;jpl;lq;fSk; fhzg;gly;
Ntz;Lk;. NkYk; gpe;jq;fpa
Njhl;lg; gpuNjrq;fspy; FLk;gk;
rhh;e;j r%f-nghUshjhu
epiyikfs; kw;Wk; ghJfhg;ghd
Rw;whly; epiyikfs; Mfpad
Njhl;lj;Jiw kf;fs; kj;jpapy;
MNuhf;fpakhd Rf tho;it
Vw;gLj;Jtjpy; ghhpanjhU
tfjpghfj; i j
nfhz;bUf;ff;$Lk;.

gpujhd nrhw;fs; :
Ngh\hf;fpd;ik>
Njhl;lj;Jiw> rpWth;
MNuhf;fpak;> jha;khh;fspd;
MNuhf;fpak;
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1. Introduction
Sri Lanka has long been recognized
for decent health care outcomes
such as reduced infant (per 1000
live births, 16.5 in 1995 to 9.2 in
2012) and maternal mortality rates
(per 100,000 live births, 61 in 1995
to 37.7 in 2012) (FHB, 2012). While
most of the health indicators are on
track to achieve the 2015
Millennium Development
Goals (MDGs), malnutrition
continues to be a serious health
concern in Sri Lanka. Data reveals
that more than 20 per cent of
children under five years are
underweight, nearly 16 per cent
babies born have low birth weight,
and 16 per cent women of
reproductive age (15- 49) are
malnourished. Furthermore, certain
population groups fare worse than
others. For instance, the estate
sector shows a higher prevalence of
child and maternal malnutrition
compared to the country’s average
figures. In the estate sector, about
30 per cent of children under five
years are underweight, nearly one
in three babies born have low birth
weight, and one third of women in
reproductive age are
malnourished.1
According to the findings of previous
research on the determinants of
nutritional status in the country,
being a resident of the estate sector
is an important determinant of child
and maternal nutritional status
(Priyanka Jayawardena, 2012;
World Bank, 2007). Inequalities in
health arise in part, because of
socio-economic inequalities in
society. Improved health care alone
cannot improve all health outcomes
as there are deep rooted socio-

1

economic factors affecting health.
For example, a child’s nutritional
status as well as birth weight of
babies is determined by a number
of factors, such as genetics,
mother’s nutritional status, the
environment in which a child lives,
and also social circumstances
where cultural habits amongst
some population groups can
prevent children from getting vital
nutrition even when resources are
available.
People in the Estate sector are one
of the most marginalized groups in
the country, in part because the
majority of its population is
descended from indentured labour
brought from India in the early
1900s, they were not granted
citizenship status, and they lived for
decades without state provision of
social services. During that period
estate workers were completely
dependent on the estate’s
management for their basic needs –
housing, health, and education
facilities. These have resulted in
large inequalities in access to and
the utilization of, health services
between the estate sector and the
rest of the country. World Bank
(2007) explains that the root cause
for the persistence of poverty in this
instance is the unique
organizational structure of the
estates. Further, plantation workers
differ culturally and linguistically
from the Sinhalese population, and
are geographically isolated from the
rest of the country. This forms a
barrier when attempting to create
awareness of health best practices.

“In the estate
sector, about 30
per cent of children
under five years
are underweight,
nearly one in three
babies born have
low birth weight,
and one third of
women in reproductive age are
malnourished”

children under five years are
underweight

Estimates are based on DHS 2006/07 data.
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To combat malnutrition in the
country with an appropriate set of
interventions, policy makers need to
have a better understanding of the
causes of malnutrition in severely
affected populations, such as those
in the estate sector. As
recommended in the National
Malnutrition Study conducted by the
World Bank in 2007, interventions to
improve the nutritional outcomes in
the estate sector need to be
designed separately, in
consideration of its unique sociocultural and economic conditions.
There is an urgent need to identify
the factors influencing poor
nutritional status in the estate sector,
in order to design and implement
strategies and policies to promote
nutritional status in the region.
There have been a few studies
done in the Estate sector to
investigate the malnutrition issue,
but these have tended to be small
area studies, descriptive in nature.
In contrast, this research study uses
national representative
Demographic and Health Survey
(DHS) micro data for analysis, and
also adopts econometric techniques
to examine the socio-economic
determinants of child and maternal
malnutrition in the Estate sector.
Rather than investigating only
general determinants such as
household socio-economic status,
or women’s less education, this
study has especially focused on
investigating more direct and
specific variables to the estate
sector. For instance, nutrient food
intake of child and mother and
alcohol consumption and smoking
habits of the estate sector
households are incorporated in the
probit analysis with the aim of
directly addressing the critical
concern. Thus, this study attempts to
contribute to policies on priority

areas needing to be addressed in
breaking the vicious cycle of
malnutrition in the estate sector.
With the aim of breaking the
intergenerational cycle of
malnutrition in the estate sector, this
study examines the determinants of
two main stages of the
intergenerational cycle of
malnutrition2 — child malnutrition
and maternal malnutrition. Under
this main theme there are three
sub-objectives, as follows:
· Examine the factors which
influence the nutritional status of
under five year old children in
the estate sector,
· Examine the factors which
influence mothers’ poor
nutritional status in the estate
sector, and
· Based on the above analysis,
identify interventions for
reducing malnutrition in the
estate sector.

framework of the study while
Chapter 4 describes the data,
measures, and methodologies
employed in this study. Chapter 5
examines the probable causes of
malnutrition in the Estate sector as
identified under the conceptual
framework of the study. Chapter 6
presents the main empirical results
on the determinants of child and
maternal malnutrition in the Estate
sector while Chapter 7 is devoted to
discuss the effectiveness of existing
nutritional policies and interventions
which have been introduced to
improve the nutritional status and
mismatches between causes and
interventions. Finally, Chapter 8
concludes with policy implications.

This study builds on previous
research and analyzes the socioeconomic determinants of nutritional
status. The study focuses on
malnutrition in the context of proteinenergy malnutrition (PEM), which
signifies an imbalance between the
supply of protein and energy and
the body’s demand for them to
ensure optimal growth and function.
The report is organized as follows.
Chapter 1 gives an introduction to
the study through discussing
rationale and objectives of the study.
To set the stage, Chapter 2 presents
the importance of nutrition in
achieving overall goals of the
country and background on
deprived Estate sector. Chapter 3
lays out the underlying theoretical
background and conceptual

2
According to the Administrative Committee on Coordination – Sub Committee on Nutrition (ACC/SCN), (1992),intergenerational vicious cycle of
malnutrition has four main stages: low birth weight infants; child growth failure; malnourished stunted adolescents; and small statured, malnourished,
reproductive aged women.
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2. Background
2.1 Why Invest in
Nutrition
Improving nutrition is essential to
reduce extreme poverty and achieve
sustainable development in a country.
Under-nutr ition
remains
a
fundamental challenge in enhancing
human welfare and achieving
economic growth in the country. Good
nutrition is essential for sustained
economic growth to achieve equity
and improve the quality of life. By
improving efficiency, maximum social
and economic potential can be met,
to expand individual as well as the
nation’s economic well-being.
Improving nutrition contributes to
productivity growth and economic
development, as well as reducing
health care expenditure for the state
and for households, allowing the
funding of alternative welfare
measures.
Malnutrition raises the life time risk of
poor physical health, constrains
intellectual growth, and leads to more
chronic illness and disability in
adulthood. Growth-retarded adult
women are likely to carry on the
vicious cycle of malnutrition by giving
birth to low birth-weight babies. For
instance, in Sri Lanka almost one of

four babies born to undernourished
mothers was of low birth weight,
compared to only 14 per cent of those
born to normal weight women.
Apart from such problems, the
economic cost of malnutrition is very
high; it has adverse implications for
the economy, through its effects on
education, productivity, growth and
healthcare expenditure. Therefore, in
the long run, poor nutrition and health
can result in a poorly educated and
unhealthy population, which will
affect the economic growth and
development of the country. According
to the World Bank, (2006) report, GDP
lost to malnutrition is as high as 2 to 3
per cent per year.

2.2 Achieving the
MDG Target to
“Eradicate Hunger”
Improving nutrition is essential for
sustainable development. This
requirement has been recognised in
the Millennium Development Goals
(MDG) since the first goal of the MDG
is to eradicate extreme poverty and
hunger. The two targets are to halve
poverty and starvation, between
1990 and 2015. The key indicator

used for measuring progress on
the non-income poverty goal is
the prevalence of underweight
children (under age five).
Therefore, improving nutrition is
one of the MDG targets.

Sri Lanka’s overall health
indicators are on track to
achieve the MDG targets in
2015. However, nutrition levels
need to be improved
considerably for Sri Lanka to
achieve the MDG target of
halving the proportion of people
who suffer from malnutrition by
2015 (see Table 1 ). As shown in
the above referred table, the
gap in achieving the 2015
target is still large.
As described at the outset of
this report, combating
malnutrition has become a
serious concern as there are
certain population groups
where prevalence of
malnutrition is very high. For
instance, families working on
estates are among the country’s
poorest in terms of nutrition
(see Figure 1).

Table 1: MDG Target to Eradicate Hunger
MDG Indicator

Year
1993

Prevalence of underweight children under
5 years of age

37.7

2000

2006/071

29.4

26.9

2015 Target
19

Note: These indices are based on the previously used NCHS/CDC/WHO standards, which are comparable for the 1993 and 2000
figures.
Source: MDG progress report, 2008.
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The figure for year 2006/2007 based on WHO Child Growth Standards adopted in 2006, is 21.9%.
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Figure 1: Nutritional Status of Mother and Child by Sector

Source: Author’s calculations using DHS 2006/07 data.

2.3 Estate Sector is
Worst Affected in
Malnutrition
In the Estate sector, higher
prevalence of malnutrition in each
stage of the cycle is a serious issue
in combating malnutrition as it leads
to a possible intergenerational cycle
of malnutrition (see Figure 2).

Unless the cycle is broken at some
stage, not only does it continue the
vicious cycle of malnutrition; but
also contributes to an enormous
waste of human potential, a waste
which no society can afford.
Therefore, action needs to be taken
at each stage of the life cycle to
ensure that malnutrition does not
perpetuate an intergenerational

problem in the Estate sector. Rest of
this report discusses the
determinants of child and maternal
malnutrition in the Estate sector.

Figure 2: Intergenerational Cycle of Malnutrition

Source: Second Report on the World Nutrition Situation. Volume I: Global and Regional Results. ACC/SCN (1992).
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The Department of Census and Statistics defines the estate sector as plantation areas having more than 20 acres (8 hectares) and more than 10
residential labourers under a single administration.
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2.4 Deprived Region:
Background on Estate
Sector
Plantation workers and their families
who reside in the estates4 are called
the plantation community. Most of
these plantation workers descended
from indentured labour brought from
South India during the British
colonial times. Plantation
community is socially, economically
and politically isolated from the rest
of the society due to historical,
cultural, geographical and other
reasons. As of 2010, there are more
than 1 million people5 residing in
the estates, with the majority
concentrated in a geographically
contiguous area in the Central
Province of Sri Lanka.
In the estate sector, employment
opportunities are available for less
educated youths of this community.
Further, in contrast to other parts of
the country, female labour force
participation (LFP) is high in the
estate sector (Female LFP in 2012,
Estate sector 50%, national 33%).6
The availability of employment
opportunities for less educated
youth of this sector, keeps this
community within the estates
without any upward social mobility.
Plantation community was confined
socially and economically to the

plantation economic unit where
basic needs are provided by the
Estate sector management at a
minimum level. For instance, the
plantation community are housed in
line rooms provided by the
management which are in poor
living condition such as limited
space (single room), lack of privacy,
no safe drinking water, shared
toilets etc. Also there are gaps in
service delivery in government
health services in the Estate sector.
According to the client relationship
developed in the colonial period,
the plantation community was
inclined to be dependent on
services provided by Estate sector
management for their primary needs
and services such as housing,
healthcare, education etc. Therefore,
the plantation community suffered
from unhygienic housing, poor
health facilities, low level of
education, and lack of cultural and
recreation facilities. With the aim of
improving the lagging regions,
Government has taken measures to
integrate the estate sector primary
services into the national system.

reduced considerably. Especially in
recent years, Estate sector poverty
levels have gone down from 32 per
cent in 2006/07 to 11.4 per cent in
2009/10 (see Table 2). However,
still the estate sector is lagging
behind when compared to the other
parts of the country. For instance, as
reported in HIES 2009/10 report,
58.5 per cent of the estate sector
households are among the poorest
40 per cent households of the
country (DCS, 2011). Furthermore,
the survey results revealed that the
mean monthly household income
for the estate sector is remarkably
less (about Rs. 12,000) than the
national figure, Rs. 36,451 in 2009/
10.
As recognised in the literature, the
general underdevelopment and
poor economic situation that
prevailed in this sector, badly
affected the household welfare and
in turn, forms a vicious cycle of
malnutrition among the plantation
community.

2.5 Estate Sector
Poverty
During the last decade, Sri Lanka
has made commendable progress
in reducing poverty. This is not only
at national level, but also sector
level poverty levels have been

Table 2 : Poverty Headcount Index (percentage) by Sector
1990/91
Sri Lanka
Urban
Rural
Estate

26.1
16.3
29.5
20.5

1995/96

2002

2006/07

28.8
14
30.9
38.4

22.7
7.9
24.7
30

15.2
6.7
15.7
32

2009/10
8.9
5.3
9.4
11.4

Source : DCS, 2008; DCS, 2011.

5
6

DCS, 2011.
Estimates are based on LFS, 2012 data.
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3. Underlying Theoretical Background and
Research Design
3.1 Literature Review
Improving nutrition contributes to
productivity increase, economic
development, and poverty reduction
by improving physical work capacity,
cognitive development, school
performance, and by reducing
health care cost of ill health (World
Bank, 2006). Nutrition is an input as
well as foundation for health and
development. Better nutrition results
in stronger immune system, less
illness and better health. Healthy
children learn better, healthy people
are more productive and more able
to create opportunities to gradually
break the cycles of both poverty and
hunger in a sustainable way.
According to World Bank report Repositioning Nutrition as Central to
Development (2006), malnutrition’s
economic costs are substantial. It
costs poor countries up to 3 per cent
of their annual GDP, while
malnourished children are at risk of
losing more than 10 per cent of their
lifetime earnings potential.
A study carried out in Sri Lanka, to
understand the relative importance
of health and related variables in
the levels of educational
achievements of primary school
children, revealed that poor
nutritional status as indicated by
stunting of growth, anaemia, and
frequent illness are all associated
with poor learning outcome (NEC,
2005). In relation to the country’s
planned economic growth with
improved living standards,
malnutrition is no doubt a cause for
concern as it impacts the quality of
the country’s workforce.
Malnutrition is not a disease; rather
it is a process, with consequences
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that may extend not only throughout
life, but also into future generations
(Gillespie and Flores, 2000). The
causes of malnutrition are complex,
multi-dimensional, and interrelated.
They range from broad factors such
as political instability and slow
economic growth, to immediate
determinants of child nutritional
status — dietary intake (energy,
protein, fat, and micro nutrients) and
health status. These factors are
interdependent on each other
(Smith and Haddad, 2000). In turn,
these conditions are closely linked
to the overall standard of living of
people, and whether a population
can meet its basic needs such as
access to food, housing, and health
care. Thus, assessment of
malnutrition rates, not only serve as
a means for evaluating the health
and nutritional status of children, but
also provide an indirect
measurement of the quality of life of
an entire population (de Onis and
Blossner, 1997).
There is recognition that
malnutrition is frequently part of a
vicious cycle that includes poverty
and disease, and these three factors
are interlinked. Socio-economic and
political changes that improve
health and nutrition can break the
cycle (de Onis and Blossner, 1997).
Increased income usually enables
poor families to get better access to
the things that enhance the nutrition:
sufficient quantity and quality of
food, better child feeding and
hygiene practices, adequate
supplies of clean water, and access
to good quality preventive and
curative health care. However, if
families do not spend their
increased income on the factors
which determine good nutrition; then
malnutrition rates are unlikely to

decrease (Haddad and Alderman,
2000).
In this context, women are the key
actors in utilising available
resources for good nutrition and
household food security. Women
with more control over resources
are also in a better position to
provide care to children and
achieve better birth weights. Six
practices of child care are crucial for
their nutritional well-being: (i) care
for women, such as required rest
and food intake during pregnancy;
(ii) breastfeeding and feeding of
young children; (iii) psycho-social
stimulation of children and support
for their development; (iv) food
preparation and food storage
practices; (v) hygiene practices; and
(vi) care for children during illness
— diagnosis of illness, health
seeking, and home treatment
(Engle, Menon, and Haddad, 1999).
Haddad, 1999 has described
women’s status on household food
security as follows. Women have the
greatest potential to make decisions
that positively affect child survival.
However, women’s position and
status strongly influence their ability
to make decisions to realize that
potential. Women’s position and
status is formed around a series of
cultural and economic factors. The
status and position of women is
reflected by their ability to take
decisions in the spending of
household income, the quantity and
quality of child care they are able to
provide, and in health-seeking
behaviours.
As explained in Smith et al. (2003),
women’s status affects the quality of
care for children in a direct manner,
but also indirectly through the
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quality of the care women
themselves receive. Finally, through
the women’s own health and
nutritional status, the care women
receive influences both the quality
of care for children and their birth
weights. Poor women are likely to be
poorly nourished, which has serious
implications for the nutrition status
of their yet-to-be born children, and
the birth weight of newly born
children.
Research have been identified that
the foundations of adult health are
laid in early childhood and even
before birth. The process of
becoming malnourished often starts
in utero and may last, throughout
the life cycle and also spans
generations particularly for girls and
women (Gillespie and Flores, 2000).
Poor circumstances during
pregnancy such as, deficiencies in
nutrition during pregnancy, maternal
stress, maternal smoking and
misuse of drugs and alcohol,
insufficient exercise and inadequate
pre-natal care can lead to poor
foetal development (WHO, 2003).
Biological and social factors affect
women’s health throughout their
lives and have cumulative effects.
Therefore, it is important to consider
the entire life cycle when examining
the causes and consequences of
women’s poor health. The cultural
and socio-economic environment
can adversely affect women’s life
style, and in particular result in
inadequate diet. From infancy, in
many parts of the world, women
receive less and lower quality food
and are treated less often when sick
and then only at a more advanced
stage of disease. Also, when women
are less educated, they receive less
information than men, have less
control over decision making and
family resources, and they are also
less apt to admit to health problems
or to seek care. A life cycle
approach to women’s health takes
into account both the specific and
cumulative effects of poor health

and nutrition. Many of the health
problems that affect women of
reproductive age, their new borns
and older women begin in
childhood and adolescence (World
Bank, 1994).
The general level of
underdevelopment may also pose
additional health risks for women.
For example, poor roads and lack of
transport as well as inadequate
obstetric facilities hinder women
from receiving timely medical
treatment for pregnancy related
complications. Inadequate water
supply and poor sanitation impose
extra burdens on women’s health
status. Women’s disproportionate
poverty further curtails their access
to health services (World Bank,
1994).
Samarasinghe et al., (1990) carried
out a study on female plantation
workers in Sri Lanka to examine the
determinants of maternal nutrition
and health status of the selected
population group, in comparison
with other parts of the country. This
study suggests that the maternal
nutrition and health status of female
plantation workers is a result of the
interaction of specific home related,
work related, historical, social, and
structural factors. Furthermore,
lesser education, social, and
cultural beliefs affect the nutrition of
pregnant women. For example,
pregnant women consume less food
at the household level than any
other female group in the plantation
sector. This may be linked to the
belief, prevalent among lesser
educated women, that if they eat
less during pregnancy, they will
have smaller babies which will
make it easier at child delivery.
According to the findings of the
World Bank 2007, patterns of
exclusive breastfeeding have a
negative correlation with the
prevalence of child malnutrition
across sectors of the country. A
study of plantation workers showed

that most women do not exclusively
breastfeed for longer than one
month (World Bank, 2007; Sorenson
et al., 1998). Relative isolation of the
estate sector, low levels of
education, and limited access to
mass media, have limited the impact
of national level awareness-raising
campaigns, such as on the
importance of breastfeeding.

3.2 Conceptual
Framework
The conceptual framework
underlying this study was adapted
from UNICEF (1998) and Smith et
al, (2003). The framework is
comprehensive, incorporating
individual characteristics and socioeconomic determinants of child
malnutrition (see Figure 3). The
study recognized three levels of
causality corresponding to
immediate, intermediate, and basic
determinants of child nutritional
status. Figure 1 shows the major
elements of the framework.
The two immediate causes of child
nutritional status are inadequate
dietary intake and health status.
Children can become malnourished
either because they do not eat
nutrient food in quantity or quality; or
because they are often sick. These
factors themselves are
interdependent. Illness reduces a
child’s appetite and reduces the
absorption of nutrients. It also
distracts nutrients away from
contributing to a child’s growth and
towards fighting the illness.
The immediate determinants of child
malnutrition in turn are influenced
by the three intermediate
determinants, which take place
themselves at the household level:
food insecurity, inadequate maternal
and child care practices, and poor
health environment and services.
Food security refers to access to
sufficient food which leads to an
active and healthy life. The second
7
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underlying determinant of child
nutritional status is health
environment and services and it
rests on sanitary facilities, access to
safe drinking water, and access to
health services — preventive and
curative health care, pre-natal care,
and birthing care. Although the
actual amount of food taken by a
child is directly related to food
security, it is critically dependent on
the maternal and child care
practices such as breastfeeding,
complementary feeding, and also
food preparation. Similarly, a child’s
health is linked to the health
environment in which the child lives,
but ultimately it is dependent on the
caregiver’s ability to use of facilities,
hygiene practices and health
services – safe drinking water,
sanitary facilities to optimize the
child’s health. Maternal and child

own health and nutritional status are
similar to those of child’s nutrition.
Women’s status within the family has
a great impact on their nutritional
status. Therefore ultimately, the
ability of mothers to provide care to
children rests upon the quality of the
care they themselves receive.

care practices can be considered a
major underlying cause of child
malnutrition. Its effects influence
children’s nutritional status via food
security, and health environment
and services.
Even where there is a limited
resource such as, household’s
economic resources, food insecurity,
and limited access to health care,
greater care giving within the
household can optimize existing
resources to produce good health
and nutrition in children. As
explained in Engle, Menon, and
Haddad 1999, major categories of
human resources for care include:
caregiver’s education, knowledge,
and beliefs; caregiver’s autonomy
and control of resources; and
caregiver’s health and nutritional
status. Determinants of women’s

Then, the household’s economic
resources, cultural, and social
structure influence the set of
underlying causes observed within
the household. Finally, the basic
causes of child malnutrition manifest
themselves at a societal level. They
are the potential and actual
resources available.

Figure 3 : Conceptual Framework
Potential resources

Basic causes
Political, economic, cultural and
social structure

Insufficien
t access
to food

Women’s status
Care for Women

Women’s
education and
knowledge

Underlyin
g causes

Poor
water and
sanitation
Inadequat
e health
services

Women’s health
and nutritional
status

Maternal
and child
care

Immediate
causes

Child’s dietary
intake

Outcome

Source: Adapted from UNICEF, 1998; and Smith et al., 2003.
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4. Data and Methodology
4.1

Sources of Data

The study used micro data from the
Demographic and Health Survey
(DHS) - 2006/07 conducted by the
Department of Census and Statistics
of Sri Lanka. The DHS collected
demographic, socio-economic, and
health data from married women
aged 15-49 and their children under
five years. Survey has covered
representative samples of 3 sectors:
urban, rural, and estate sector.
DHS household survey collects
information about a large number of
health, nutrition and health service
utilization measures, as well as data
on respondents’ demographic,
social, and economic
characteristics. This data set is
especially useful for the proposed
study as it provides rich information
on child health and the mother’s
background information (education,
employment, prenatal care, health
habits, as well as socio-economic
background of the household – food
consumption, sanitary facility,
drinking water, etc). DHS 2006/07
survey has covered 1,791
households and 1,297 married
women aged between 15-49 years,
in the estate sector.

4.2 Measuring
Malnutrition
The designation of a child as having
impaired growth implies some
means of comparison with a
“reference” child of the same age
and sex. Thus, in practical terms,
anthropometric values need to be
compared across individuals or
populations in relation to an
acceptable set of reference values.

7

Z-score (or SD-score) =

WHO - Multicentre Growth
Reference Study (MGRS) has
undertaken systematic collection
and standardization of
information on the nutritional
status of the world’s under-5
population. Data has been
collected from pooled sample of
six countries of widely different
ethnic backgrounds and cultural
settings — Brazil, Ghana, India,
Norway, Oman and the USA. For
the analysis of nutritional surveys,
WHO Child Growth Standards
were published by WHO in 2006
(WHO, 2007).
Three anthropometric measures
were standardized according to
the international standards and zscores7 were created using WHO
growth standards. A child was
classified as “stunted” if the
child’s height-for-age z-score is
below more than two standard
deviations from the median of the
reference population; “wasted” if
the child’s weight for height zscore is below more than two
standard deviations from the
international reference
population; and a child was
considered as “underweight” if
child’s weight for age z-score is
less than two standard deviations
from the international reference
population, WHO (2006). A low
birth weight child was defined as
being of a birth weight of less
than 2500g. The study considered
the birth weight as recorded in the
Child Health Record (CHR).
Indicator BMI< 18.5 was used to
assess Chronic Energy
Deficiency (CED) malnutrition in
women. This indicator is the most
frequently used standardized

indicator of thinness (wasting) to
assess the progressive loss of body
energy (WHO, 1995). Height is a
measure of past nutritional status,
and reflects in part the cumulative
effect of social and economic
outcomes on access to nutritional
foods during childhood and
adolescence. Women, who are less
than 145cm in height, were
considered too short or stunted
(ACC/SCN, 1992). According to the
classification developed by WHO,
anaemia was classified as mild,
moderate, or severe, based on the
haemoglobin concentration in the
blood (WHO, 1968).

4.3 Measure of
Socio-economic
Status
The DHS surveys do not provide
consumption or income data but has
detailed information on household
ownership and access to a variety of
consumer goods and services. The
questionnaire includes questions
concerning the household’s
ownership of a number of consumer
items, ranging from a fan to a
television and car; dwelling
characteristics such as flooring
material; type of sanitary facilities,
drinking water source and toilet
facilities used; and other
characteristics that are related to
household socio-economic status.
Recent research suggests that the
asset approach is a reasonably
satisfactory proxy for consumption
(Filmer and Pritchett, 1998; Wagstaff
et al., 1991). Thus, an asset
approach was used throughout this
study as a proxy for the standard of
living of a household.

observed value - median value of the reference population
standard deviation value of reference population

9
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To construct the asset index, each
household asset was assigned a
weight or factor score generated
through a principal components
analysis. Typically, the asset index
was assumed to be the first principal
component; that is, the first linear
combination (Gwatkin et al., 2000).
These scores were summed up for
each household and the asset
index, Ai, for household i was
defined as follows:

Where aik is the value of asset k for
is the sample mean
household i,
and sk is the sample standard
deviation. fk is the weights
associated with the first principal
component.
Individuals were ranked according
to the total score of the household in
which they resided. The sample was
then divided into population
quintiles.

4.4 Identifying
Influential Factors for
Malnutrition
Probit regression analysis was
carried out separately for child and
maternal malnutrition to examine
the influential factors. The probit
model was defined as
Pr(y=1|x)=Φ(xb)
Where Φ is the standard
cumulative normal probability
distribution, xb is called the probit
score or index.
Explanatory variables were
employed to identify the role of all
three underlying determinants (food
insecurity, inadequate maternal and
child care practices, and poor health
environment and services)
described in the conceptual
framework, as well as the variables
representing some of the basic
causes, such as economic and
social factors. The selection of the
10

variables was based on the
relevance to the study’s research
question as well as data availability.

measured at the household level.
The measure was based on
decision making regarding
expenditure.

Food security
Child and mother’s food
consumption as recorded in the
survey with a 24 hour dietary recall
was used as a measure of the
quality of food intake. The proximal
determinants are closely associated
with household food security:
number of people in the household
and number of children between 0
and 5 were also used as proxy
measures.
Health environment and services
To represent health environment,
access to safe water and sanitary
facilities were chosen as
explanatory variables. Number of
family health worker visits during
pregnancy was used to capture
available health services in the
estate sector.
Mothers’ education and knowledge
As explained in the conceptual
framework of the study, women’s
education and knowledge also play
a key role in household food
security. The household decisions
made in this area are influenced by
women’s knowledge regarding the
nutritional benefits of different foods,
and their ability to direct household
resources toward food for home
consumption. Thus, the effect of
women’s education and the relative
status of child malnutrition will
partially reflect the influences of
food security as well as mother and
child care. To measure mothers’
education and knowledge, the
variables of a mother’s level of
education and whether the mother
reads newspapers regularly, were
used in this study.
Women’s status in the family
Women’s status was used to capture
a mother’s relative power within the
household. That is, women’s
decision making power relative to
their male partners, which is

Mothers’ nutritional and health
status
Mother’s education and knowledge
as well as her status in the family,
both influence mother’s health and
nutritional status. A mother’s
nutritional status was measured
using her height (in cm) and whether
or not she is underweight (BMI).
Maternal and child care practices
Women’s impact on child nutritional
status was indeed mediated through
a wide variety of care giving
practices for children, such as
whether the baby was given
colostrum, and whether the child
was exclusively breastfed from 0–4
months. Furthermore, household
health care and hygiene practices
were measured through the use of
iodized salt.
Economic status – Wealth quintiles
based on asset index
Economic resource availabilities
need to be employed as an
explanatory variable. However,
household income/expenditure
information is not available in the
DHS data set therefore, a wealth
index using asset indices was used
as a proxy measure throughout this
study. This variable is expected to
play a facilitating role for all the
underlying determinant factors laid
out above. It may, in particular,
enhance health environment and
services, as well as food availability,
by improving resources available to
households.
Other determinants
To distinguish the broader
determinants of child’s nutritional
status, characteristics such as, the
child’s age, sex, whether the child is
of low birth weight, and the child’s
health status were employed as
independent variables in the
explanatory analyses.
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adequate in quantity and in quality,
and nutrients must be consumed in
appropriate combinations for the
human body to be able to absorb
them. Therefore, in this section
children aged between 1-3 years
and their mother’s food intake
patterns were investigated, using
dietary recall data of the type of
foods consumed during the past 24
hours, as reported in DHS survey.
Nutritional food consumption was
much lower among estate sector
children and mothers. If we look at
the food consumed by children
aged 1-3 years, we can see that the
least consumption of protein rich
food (meat, fish, poultry eggs and
cereals) is in the estate sector, when
compared to urban and rural areas
(see Figure 4). Further, consumption
of other essential nutritional food
items such as yellow vegetables
and fruits that are rich in vitamin A,
were much lower among the estate
sector children than the country
average. If we look at the women’s
food intake we can see that
women’s food consumption patterns
were similar to children’s food
consumption. Similar to Estate
sector children, protein rich foods
were consumed less by mothers in

the estate sector when compared to
peers in the other two sectors.
Food choices vary by individual;
depending on their decision on
taste, nutrition, convenience, and
price. These food selection choices
are most intriguing in the context of
childhood food consumption.
Parents often contemplate food
choices for their young children, and
parents are generally intolerant of
health risk to their children. Indeed,
parents place a higher premium on
nutrition than taste in the decision
making model. In this context,
women’s education and knowledge
have a strong impact on decision
making. Further, it stands to reason
that nutritional information may
prove uniquely elucidative.

5.2 Child Care
Practices
Appropriate food must be offered to
the child with correct timing and
frequency. Therefore, child care is
crucial for the nutritional well-being
of a child. As established in Engle
1999, critical areas of care for
women include adequate quality
and quantity of food; care to prevent

“Nutritional food
consumption was
much lower among
estate sector
children and
mothers”

and treat illness; support for
sufficient fertility regulation and birth
spacing; care during pregnancy and
lactation; and safe prenatal and
birthing care. It is well recognised
that breast milk is the best for infants
and nothing can duplicate its’ value.
Breast milk contains natural
nutritional profile with perfect
proportion and also it protects
infants against infection. In this
study, child care practices were
mediated through a variety of child
care giving practices, such as giving
the baby colostrum, and whether he/
she was exclusively breastfed from
0–4 months.

Figure 5: Child Care Practices

Source : Author’s calculations using DHS 2006/07 data.
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Estate sector mothers were less
successful in child care practices.
There were wide differences in the
child care routine practised by the
estate sector women. Giving the first
milk (colostrum) to the newborns is
promoted, as it is rich in proteins
and antibodies that protect children
from several infectious diseases.
However, in the estate sector only
68 per cent of babies were given
colostrum, whereas on average, in
the rest of the country, 90 per cent of
newborns were given the first milk
(see Figure 5). Further, in the estate
sector only 63 per cent of babies
were given 4 months of exclusive
breast feeding, whereas on
average, in the rest of the country,
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around 83 per cent of the babies
were exclusively breast fed for the
first 4 months.
Reasons for lower levels of
exclusive breast feeding in the
estate sector when compared to the
other regions of the country could
be due to the flexibility in legal
provisions on maternity benefits in
the Estate sector. According to the
Maternity Benefits Ordinance,
employer in the estate sector is
allowed arranging the provision of
“alternative maternity benefits” to
their female workers (Ministry of
Labour Relations and Productivity
Promotion, 2010). With this legal
flexibility, women in the plantation
sector are encouraged to return to
work earlier on. Thus, most of the
plantation companies provide
alternative maternity benefits such
as crèches and day care centres on
the estates for new-borns and
children less than five years old.
With this provision, estate sector
mothers return to work earlier on
while their infants are fed with other
alternatives instead of breast milk.
Thus, the high risk of malnutrition
among infants in the Estate sector
may also be due to the effect of poor
performance of breastfeeding in the
Estate sector.

5.3 Nutrition of
Estate Sector Women
Nutrition and physical activity are
the key components of healthy and
productive lives. Women’s health is
central not only due to their

productivity in employment, but also
more importantly, due to specific
reproductive outcomes and the
performance of their many
household tasks. To a large extent,
the well-being of children depends
on the health of their mothers.
According to research findings on
the determinants of child
malnutrition in Sri Lanka, children of
malnourished mothers are more
likely to have a low birth weight, and
also suffer from childhood
malnutrition (Jayawardena, 2012).
Also, when mothers are
malnourished and sickly, their
children face a higher risk of
succumbing to diseases. Family
members’ repeated submission to
infectious diseases will in turn
increase the health care cost and
impact on household economy, as
family budgets will need to be
diverted towards health care.
As explained under the
methodology section, this study
used three indicators of the
nutritional status of women: Body
Mass Index (BMI), height, and the
haemoglobin (hb) concentration in
the blood. Indicator BMI<18.5 was
used to assess chronic energy
deficiency malnutrition of women.
This indicator is the most frequently
used standardized indicator of
thinness (wasting), to assess the
progressive loss of body energy.
Height is a measure of past
nutritional status. As a third indicator,
according to the classification
developed by WHO, anaemia was
classified as mild, moderate, or

Table 3 : Nutritional Status of Women
BMI < 18.5
Urban

Stunted (height<145cm)

9.7

8.6

Rural

16.3

10.6

Estate

33.3

17.3

Total

16.2

10.7

Source : Author’s calculations using DHS 2006/07 data.

severe, based on the haemoglobin
concentration in the blood.
Prevalence of malnutrition is
highest among estate sector
women. According to the
Demographic and Health Survey
(DHS) carried out in 2006-2007, one
in six women of reproductive age
(15-49 years) was malnourished in
Sri Lanka. Further, there are
regional differences in women’s
nutritional status, with an alarming
rate of malnutrition prevalent in the
estate sector. According to the
results, around 33 per cent of estate
sector women were
undernourished, whereas this rate
was about twice as high as that of
the rural sector, and three times
higher than in the urban sector (see
Table 3).

“Living in the estate
sector poses a
significantly higher
risk in terms of
long-term
nutritional status”.

Further, living in the estate sector
poses a significantly higher risk in
terms of long-term nutritional
status. Although the prevalence of
stunted women was 10 per cent on
average, in the estate sector 17 per
cent of reproductive age women
were short in stature. This indicates
that there is a prevalence of longterm undernourished women in the
estate sector, in part due to the
cumulative effect of social and
economic outcomes on access to
nutritional foods, during childhood
and adolescence.
13
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Prevalence of moderate and
severe anaemia was highest
among estate sector women. On
average, 39 per cent of reproductive
aged women (15-49) were identified
as being anaemic (hb < 11.0 g/dl).
Although, the prevalence of severe
or moderate anaemia was rare
among reproductive aged women,
the highest percentages of
moderate and severe anaemia, 10.4
and 2.3 per cent respectively, were
reported from the estate sector (see
Table 4).

Further, cultural and social factors in
the estate areas are less favourable
for women. For example, a high
percentage of plantation sector
women are addicted to alcohol and
go through teenage pregnancies. A
combination of these factors, and
others, may lead to a higher risk of
poor nutritional status among
women in the estate sector.

The observed regional difference in
women’s nutritional status could be
an indication of low access to and
use of health services in the estate
sector, compared to other regions.
For instance, people in the estate
sector are isolated from the rest of
the society, and this fact has kept
this community within the estates
without any social mobility due to
poor infrastructure – poor roads, no
transport facilities, etc. For instance,
they have to travel great distances
to access government hospitals.
Although, Sri Lanka has good
primary health care service, in the
estate sector only 61 per cent of the
mothers have reported that the
public health midwife visited them
during their pregnancy; whereas the
country average was over 83 per
cent.

Past studies, ACC/SCN (1992),
show that adolescent girls are not
physically prepared for childbirth,
since linear growth is not complete
until age 18, and the birth canal
does not reach its mature size until
two to three years later. As a result of
this, and other factors, teenage
mothers face a high risk of serious
pregnancy related complications.
Further, teenage mothers are more
likely to have a low birth weight
babies.

Looking across sectors, nearly 10
per cent of adolescent girls in the
estate sector have begun child
bearing. According to an estate
sector youth, female girls live in
unsafe conditions, and often suffer
sexual abuse at the hands of their
own family members.8 Further, they
explained that poor living conditions
– line rooms, alcoholism, lower level
of education, etc. are the main
reasons for the perpetuation of this
pathetic situation.

5.4 Teenage
Pregnancy

“Nearly 10 per cent
of adolescent girls
in the estate sector
have begun child
bearing”.

According to the DHS survey 20062007, 6.4 per cent of adolescent
women (age 15-19 years) have
begun child bearing – either they
were already mothers, or were
pregnant with their first child
(DCS,2009).

Table 4 : Women’s Anaemic Status
Mild anaemia
(hb, 10.0 10.9 g/dl)

Moderate anaemia
(hb, 7.0 9.9 g/dl)

Severe anaemia
(hb < 7.0 g/dl)

Any anaemia
(hb < 11.0 g/dl)

Sector
Urban

37.1

6.5

0.3

43.9

Rural

34.1

4.1

0.2

38.4

Estate

28.9

10.4

2.3

41.6

Total

34.1

4.7

0.3

39.1

Source :DCS, 2009. Prevalence of Anaemia among Children and Women Demographic and Health Survey 2006-2007, Department of
Census and Statistics, Colombo, Sri Lanka.

8
The information is collected through an FGD done with youth form the estate sector. The FGD was conducted by the Institute
Studies, as a part of the project: Commitment of Sri Lanka in Effective and Meaningful Participation of Youth in
Realizing the MDGs.
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5.5 Utilization of
Resources
As explained under the conceptual
framework, economic, cultural, and
social factors affect the utilization of
available resources and how they
are translated into resources for
food security, child and maternal
care, and health environments and
services. Even where there is
poverty, food insecurity, and limited
access to health care, enhanced
care given within the household can
optimize existing resources to
produce good health and nutrition in
children.
Women are the key actors in
generating good nutrition and
household food security. Women
have the greatest potential to make
decisions that positively affect child
health, spending of household
income, the quantity and quality of
food, and in health-seeking
behaviours (Haddad, 1999).
However, women’s position and
status is formed around a series of
cultural and economic factors, such
as mother’s education level,
knowledge, and whether mother

engages in an economic activity, etc.
Therefore, women’s status and
household’s socio-economic status
are discussed in detail in the
following sections.

5.6 Estate Sector
Women’s Education
Almost half of the women in the
estate sector have not had
education beyond the primary
level.
In the estate sector, women’s level of
education was much lower when
compared to the education levels of
mothers in the urban and rural
areas (see Figure 6). Estate sector
students get primary education in
the estate schools. A majority of
schools located in the estates are
primary schools, and therefore, after
primary education many students
stop schooling due to a variety of
reasons contributing to poor access
to secondary schools. These include
bad roads, lack of transport
facilities, and poverty etc.

“Almost half of the
women in the
estate sector have
not had education
beyond the primary
level”.

Figure 6 : Women’s Level of Education

Source : Author’s calculations using DHS 2006/07 data.
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“We have to walk around 7
kilometres to get a bus.” Estate
sector youth.
These students then enter into the
labour force straight after
completing primary education, as
there are employment opportunities
for lesser educated youth in the
plantation sector. According to the
findings of Samarsinghe et al.
(1990), motivation to stay on in
education is minimal among estate
sector children, as they can start on
wage employment at a young age.
This perpetuates a vicious cycle,
which keeps this community within
the estates, without any upward
social mobility.
Further, women’s low literacy level
could be a major cause of the
problems associated with poor
nutritional status in the estate sector.
Poor educational conditions affect
women’s ability to utilize available
resources, because it makes it
difficult for these women to take
advantage of the awareness raising
campaigns conducted by the health
service on family health and
hygiene practices.

5.7 Women Engaged
in Economic Activity

5.8 Alcoholism and
Smoking

Women’s employment status is also
another important socio-economic
variable explaining her own and
household members’ nutritional
status. Although women’s
employment could provide an
additional source of income that can
improve the food security of the
household, a heavy work load
encroaches on women’s energy,
time, and health.

Each member of the family may be
affected by alcohol differently. An
alcoholic can disrupt family life and
cause domestic violence, child
abuse, and poverty, etc. Parental
alcoholism may affect the child even
before a child is born. In pregnant
women, alcohol is carried to all of
the mother’s organs and tissues,
including the placenta.

A majority of estate sector women
were engaged in an economic
activity.
The rate of estate sector women
engaged in an economic activity
(65%) was almost double that of the
urban sector (30%). Among these
estate sector working women, 85
per cent were agriculture related
labourers. Further, according to the
findings of this study, estate sector
employed women were more likely
to be malnourished as compared to
estate sector women, who were not
engaged in an economic activity.

Figure 7 : Household Alcohol Users and Smokers

Source : Author’s calculations using DHS 2006/07 data.
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Alcohol consumption was
extensively higher among the
estate sector people.
According to DHS 2006/07 data, 40
per cent of the estate sector families
have been exposed to alcohol;
whereas in the other two sectors it
was around 17 per cent (see Figure
7). Further, estate sector women are
also addicted to alcohol, which may
have an adverse effect on their
health as well as the health of future
generations. Estate sector people
are addicted to alcohol due to many
reasons such as, being engaged in
labour intensive work, habit, cooler
climate, etc. Also, there are many
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liquor shops available in close
proximity, which also acts as a
motivator for people to consume
alcohol.
Spending on alcohol and tobacco
badly affect the household’s food
security.
Although, The estate sector has
recorded the highest poverty levels
(11.4 per cent), these people spend
roughly two times more than the
expenditures for alcohol and
tobacco incurred by the average Sri
Lankan.9 According to the
Household Income and Expenditure
Survey 2009/10, the estate sector
average monthly expenditure for
liquor, tobacco, etc., was Rs.1216
and it made up around 9 per cent of
their monthly food expenditure.10

5.9 Health
Environment and
Services
As explained in the conceptual
framework of this study, health
environment and services are

underlying causes of child’s and
maternal nutritional status. The
living environment must be cleaned
to protect children from a variety of
diseases. However, the availability
of adequate sanitation facilities,
such as safe drinking water and
unshared sanitary toilet facilities,
varies across the residence sectors.
Estate sector housing conditions
were poor.
Socially, the estate sector people
are inhibited, because they confined
themselves to the estates where
lodging facilities were provided by
the estate management. As a result,
these people suffer from poor
housing, and unhygienic sanitary
facilities, etc. As of the 2009
household survey, 64 per cent of the
estate sector houses consisted of
line rooms houses.11 Further, out of
those line houses, 66 per cent had
one bed room. These poor living
conditions are contributing factors to
frequent illnesses, domestic
violence, and sexual abuse among
estate sector people.

“Estate sector
people spend
almost doubled for
alcohol and
tobacco compared
to the average Sri
Lankan”.

Figure 8 : Household Sanitation and Drinking Water Facilities

Source : Author’s calculations using DHS 2006/07 data.

9

According to the HIES 2009/10 data, poverty head count ratio was 8.9% and the average monthly expenditure of alcohol etc. of the country was
Rs.665.
10
Estimated using HIES 2009/10 data.
11
Estimated using HIES 2009/10 data.
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Household sanitation facilities
were poor in the estate sector.
In the estate sector, 17 per cent of
the households did not have access
to a safe drinking water facility,
while 43 per cent did not have
access to a sanitary toilet or have a
separate toilet facility per
household; for the rest of the
country, these rates were at about 9
and 20 per cent respectively (see
Figure 8). Alarmingly, 9 per cent of
the households in the estate sector
did not have a toilet at all.

“Alarmingly, 9 per
cent of the
households in the
estate sector did
not have a toilet at
all”.

5.10 Household
Socio-economic
Status
A household’s socio-economic12
conditions influence the nutrition of
household members in many ways,
including through the ability to
satisfy the basic needs, and access
to facilities which affect the health
and welfare, etc. For example, a
child belonging to the “poorest”
socio-economic quintile is three
times more likely to be underweight,
than a child in the richest quintile.
In the estate sector 90 per cent of
households were in the 1st and 2nd
socio-economic quintile groups.
Households’ socio-economic status
was considerably lower in the estate
sector than in the other two regions.
In the estate sector almost 91 per
cent of households fall into the poor
socio-economic group (i.e., 1st and
2nd socio-economic quintile group),
while in the urban and rural sectors
this was at 20 per cent and 42 per

cent, respectively (see Figure 9).
The poor socio-economic status of
households adversely affected the
health and welfare of the estate
sector people.

“In the estate sector
90 per cent of
households were in
the 1st and 2nd
socio-economic
quintile groups”.

Figure 9 : Household Socio-economic Status

Source : Author’s calculations using DHS 2006/07 data.

12

As explained in the section 4.3, household socio-economic condition was defined based on the dwelling characteristics, ownership of assets,
sanitation facilities and other characteristics which were related to household socio-economic status.
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6. Determinants of Child and Maternal
Malnutrition in the Estate Sector
According to the descriptive
analysis provided in the last section,
improvements in all of the
hypothesized explanatory variables
would lead to reductions in child
malnutrition in the estate sector.
However, the bi-variate
relationships identified may mask
the variables’ confounding
influences. The goal of this section
is to single out the independent
effect of each variable, while
controlling for the others. More
directly, it can be compared to the
partial effects of the regressors on
the probability that a child was
malnourished.

6.1 Key Underlying
Determinants of the
Prevalence of Child
Malnutrition in the
Estate Sector
In this section, the statistical
significance of the parameter
estimates of child nutritional status
(underweight) was investigated.
Data for children younger than 5
years of age are taken from the DHS
2006/07. As described in the
methodology section, underweight
child is defined as more than two
standard deviations below the
average weight-for-age
anthropometric measure with
respect to the reference population.
As explained in the conceptual
framework of this study, women’s
characteristics as well as most of
the household characteristics affect
her own health status, which is

13

ultimately a determinant of child’s
nutrition. Therefore, probable
endogenity was adjusted using two
stage probit model as explained in
the methodology section.13 The
results give a number of important
insights into prevalence of child
malnutrition among Estate sector
under five year old children (see
Table 5).
According to the findings of this
study immediate determinants of
child malnutrition, child’s food intake
and health status strongly
associated with poor nutrition of
Estate sector children. For instance,
according to survey records of the
24 hour dietary recall, a child’s food
intake in terms of quality, showed a
significant association with child
nutritional status. Children, who
consumed protein rich food such as
meat, fish, poultry eggs, milk and
other milk products, were less likely
to be underweight. However, as
discussed in the section 5.1, the
consumption of protein rich food
especially animal protein was much
lower in the estate sector, compared
to food consumption of urban and
rural sectors. On the other hand, the
consumption of more energy rich
starchy and fatty foods significantly
increases child malnutrition. This
gives an indication that in the estate
sector, a significant reason for child
malnutrition was the intake of the
‘wrong’ kind of food. In other words,
they didn’t consume adequate
amounts of food rich in nutrients,
particularly, proteins.

“A significant
reason for child
malnutrition was
the intake of the
‘wrong’ kind of food.
In other words,
they didn’t
consume adequate
amounts of food
rich in nutrients,
particularly,
proteins”.

As expected, child’s birth weight is
strongly associated with him/her

Variables categorized under mother’s status; mother’s education; food security; water and sanitation; and also variables, iodized
salt for cooking, midwife visits were considered as causal factors of mother’s nutritional status.
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Table 5 : Determinants of the Prevalence of Child Malnutrition in the Estate Sector
V a ria bles

C oe f.

P >z

C h ild’s c ha racte ristics a n d hea lth s tatus
C h ild ’s ag e

(in m onths )

0.00 2

M ale c hild

0.32 9

**

L ow b irth w e igh t child

0.67 2

***

W h ether ch ild h ad d ia rrhoea , fe ve r, o r cou gh in the p ast

tw o w e eks

-0.05 5

C h ild's foo d in tak e
C h ild is c urrently breas t fe ed ing
In fa nt ce rea l
F o od m ade fro m gra in – brea d, ric e, nood les
Y e llow v egeta bles & fruits

0.03 9
-0.10 3
1.01 8

***

-0.10 3

G re en e ry an d g reen veg eta bles

0.01 1

F o od m ade fro m roo ts – potato es , m an ioc

0.27 8

*

-0.59 7

**

M ea t, fis h, eg gs , m ilk a nd m ilk p rod u cts
B e an s, peas , g reen b ea n s, gra m , d h al, e tc.
F o od m ade fro m oil
s ug ary fo od

0.08 8
0.50 7

**

-0.11 4

M ate rn al an d ch ild ca re
F am ily h ealth w ork er visited du rin g p regna nc y

0.06 1

Iron su pplem e n ts du rin g p regna ncy

-0.08 1

V ita m in A su pp lem ents du ring p reg na ncy
C h ild w as given w orm trea tm ent

0.02 4
-0.13 5

U s e iod iz ed sa lt for co ok in g

0.25 8

M oth e r’s health an d n u trition al sta tus
M othe r’s heigh t (in cm )

-0.03 1

M othe r unde rw e ig ht (B M I)

-0.14 2

**

M oth e r’s status
M othe r enga ged in a n e co no m ic activ ity

0.06 2

M othe r's ag e a t first ch ild's birth
15 -19

0.10 6

20 -24 (ba se )
25 -30

0.42 8

M oth e r’s edu ca tio n
M othe r's ed ucation belo w prim a ry

0.33 9

M othe r reads ne w sp ap er re gu la rly

-0.03 4

**

F o od se cu rity
N u m b er o f peo ple in the h ou se ho ld

0.05 0

N u m b er o f c hild ren be tw ee n 0 a n d 5

0.33 8

P o or (belongs to tw o po ore st qu intiles)

0.35 8

H o us eh old m em be r use alcoho l o r ciga rettes reg ularly
W ate r and sanita tion
S afe drinking water

0.114
0.161

S hared toilet

0.349

N
P seudo R 2

Statistical significance at 1%, 5% and 10% levels are indicated by ***, **, * respectively.
Source : Author’s calculations using DHS 2006/07 data.
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-0.10 7

W ater sealed separate toilet

constant

**

1.542

**
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eventually becoming a
malnourished child. The higher
prevalence of malnutrition among
boys as compared to their female
peers is also signified.
Apart from the above discussed
immediate determinants, underlying
causes in turn affect the child
malnutrition. For instance, mother’s
height – which represents the
mother’s long term nutritional status
– was closely associated with the
child’s nutrition. As established in
Smith et al., (2003), women’s
nutritional status influences
children’s nutritional status in early
childhood because of poor
breastfeeding practices, a care that
is vitally important for a child’s
health and proper growth. Further,
as in the case of a mother’s
nutritional status, her education and
knowledge also have a stronger
impact on the child’s nutrition,
through child care practices. A child
with a mother with an education
below primary level is more likely to
be underweight, than a child with a
mother who has had secondary
level education.

“Mother’s long term
nutritional status –
was closely
associated with the
child’s nutrition”.

When considering child malnutrition
by household food security and in
terms of the care they receive, a
significantly higher risk of child
growth failures can be seen in the
households that have a larger
number of children aged under five
years. Households with poor
sanitary facilities — shared toilet

facility, significantly increase the risk
of childhood growth failures.
These findings indicate the
association of estate sector child
growth failures with immediate
determinants such as wrong kind of
food intake, existing life cycle of
malnutrition in the estate sector—
low birth weight babies,
malnourished mothers. These
factors coupled with the other
underlying causes such as mother’s
lack of knowledge, poor household
socio-economic status, and
household food insecurity badly
affect the nutrition of estate sector
children.

“Households with
poor sanitary
facilities — shared
toilet facility,
significantly
increase the risk of
childhood growth
failures”.

6.2 Maternal Nutrition
As established in Jayawardena
(2012), poorly nourished mothers
give birth to babies with low birth
weight. As shown in the previous
section, those who were born
underweight are more likely to be
growth retarded in childhood.
Further, children of malnourished
mothers were more likely to be
malnourished in their childhood.
Hence, finding determinants of
maternal malnutrition is of vital
importance to ensure that
malnutrition does not become an
intergenerational problem.
As established in previous research,
many inter-related factors influence
a mother’s nutritional status, ranging
from her physiological utilization of
food and nutrients during pregnancy
and lactation, through to the socioeconomic influences on food
availability (World Bank, 1994).
Bearing in mind the vital importance
of a woman’s nutritional status to a
child’s nutritional status, this
section’s purpose is to determine
factors that influence an estate
sector woman’s own nutritional
status.

6.3 Explanatory
Analysis of the
Prevalence of
Maternal Malnutrition
Multivariate analysis of probit
regression was performed to
examine the net effect of each
independent variable in the model,
on maternal malnutrition among
estate sector women, while
controlling for other independent
variables. Taking into consideration
the data availability, the considered
sample for above analysis, consists
of reproductive aged women (15-49
years) with a child below three
years of age.
As can be seen in Table 6,
multivariate analysis identified the
most important explanatory
variables of estate sector maternal
malnutrition. In this model, women’s
background characteristics, food in
terms of nutrition value, health
services, and household economic
status were considered as
determinants of women’s nutritional
status. Impacts of these variables on
maternal malnutrition are discussed
in detail in the remainder of this
section.
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Table 6 : Determinants of the Prevalence of Maternal Malnutrition in the Estates
V ariables

C oef.

P>z

W om en's food in take
Food m ade from gra in – bread, rice, n oodles

0.5 80

Y ellow vegetables & fruits

0.0 24

G reene ry, vegeta bles and fruits

-0.3 40

Food m ade from roo ts – potato es, m anioc

-0.1 58

M ea t, fish, eggs, m ilk and m ilk products
B ean s, peas, green b ea ns, gram , dha l, etc.

**

0.0 04
-0.1 03

Food m ade from oil

0.3 35

sugary food

0.0 82

*

W om en's characteristic s and status
W om a n's age

0.0 03

M arried age

-0.0 07

W om a n's education below prim ary

-0.0 16

W om a n reads new spape r regularly

-0.4 41

W om a n enga ged in a n econom ic activity

-0.0 20

Live w ith partne r

-0.7 93

**

**

M a ternal re pro ductive care
Fam ily health w orker visited durin g pregnancy

0.1 90

Iron supplem ents du rin g pregnancy

-0.1 97

U se iod ized salt for cookin g

-0.1 55

Foo d sec urity
N um ber o f people in the househ old

0.0 00

N um ber o f child ren betw een 0 and 5

0.0 70

P oor (belongs to tw o po orest quintiles)

0.1 34

Long -te rm resid ent in th e Estate sector

0.0 79

H ousehold m em ber use alcohol o r cigarettes regularly

0.2 51

*

W ater and sanita tion
S afe drinking water

0.0 58

S hared toilet

0.1 50

C on stant
N
P se udo R 2
Statistical significance at 1%, 5% and 10% levels are indicated by ***, **, * respectively.
Source : Author’s calculations using DHS 2006/07 data.
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“Higher the level of
knowledge, lower
the chances of a
woman being
malnourished”.

Similar to the child’s nutritional
status, household nutritional food
intake was one of the most
important determinants of the
nutritional status of women. The risk
of being undernourished
significantly decreased among
women who consumed greenery
vegetables and fruits. Further,
consumption of oily foods increased
the chances of being malnourished.
Further, this study revealed that
regular alcohol and cigarette
consumption in a household
significantly increased the
household’s food insecurity which
led to the prevalence of
malnourished women.
Women’s nutritional status varies
substantially depending on
differences in their level of
knowledge. The mother’s knowledge
was measured using a proxy
variable – those reading
newspapers at least once a week.
Women who read newspapers at
least once a week were generally
more aware of utilizing available
resources for the improvement of
themselves and their families, than
those who did not read newspapers
regularly. Therefore, higher the level
of knowledge, lower the chances of
a woman being malnourished.

in instances of widowhood or
divorce, women are more likely to
face economic insecurity, and would
have to seek employment, which
would in turn have both health and
nutritional implications.
These results indicate that
household resource allocation is
associated with household food
security, which is a prerequisite for
access to adequate dietary intakes
and improved nutritional status for
all members of the household.

“Regular alcohol
and cigarette
consumption in a
household
significantly
increased the
household’s food
insecurity which led
to the prevalence of
malnourished
women”.

A married woman with an absent
partner, is more likely to be
undernourished as compared to
women living with their partners.
With her spouse living elsewhere, or
23
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7. Policies and Interventions to Address the
Problem of Malnutrition
Investment in health and nutrition is
fundamental for improving human
welfare and economic growth as
well as for reducing poverty. Direct
and indirect social and economic
costs can be reduced significantly
by eliminating malnutrition.
Therefore, the policies and actions
of national governments are a
critical component in reducing
under-nutrition and enabling
households to achieve nutrition
security. Successive governments
have placed the achievement of
nutrition security among their key
development priorities and
allocated significant state resources
to combat under-nutrition in the
country.
Antenatal care, growth monitoring,
supplementary feeding programmes
such as the Thriposha programme
and nutrition education have been
the established strategies
implemented throughout the country
in the last few decades. Several new
strategies are also implemented
involving interventions such as the
food basket for pregnant and
lactating mothers and the glass of
milk for pre-school children for
better targeting. Furthermore, the
presence of a good health
infrastructure and the
implementation of grass root level
health activities, free education, free
health services and food
supplementation programmes have
created a favourable platform to
improve the health status of the
country as a whole.
Despite the success of many other
social development programmes,
there are many mismatches
between policy needs and policy
responses to malnutrition that have
undermined to their ineffectiveness.
24

This section first reviews the
existing food and nutrition policies,
strategies and programmes in the
country as a whole, with special
focus on programmes which target
the enhancing nutritional levels of
the Estate sector people. Then the
adequacy and efficacy of
interventions and programmes to
address the critical concern will be
discussed.

7.1 National Nutrition
Policy
Optimum results of the efforts of the
government and other agencies, to
eliminate malnutrition cannot be
achieved unless all interventions
are carried out according to a welldesigned work plan in a
coordinated manner. Therefore, a
National Nutrition Policy is a
prerequisite and it has to be based
on the ground situation and the
scope and responsibility of all
relevant agencies. The first nutrition
policy for Sri Lanka was developed
in 1986 and its effectiveness has
diminished over the years for
several reasons: limited intersectoral coordination, change of the
government priorities, and the
policies not being updated in line
with socio-economic changes.
Identifying this necessity, the
Ministry of Healthcare and Nutrition
has developed a National Nutrition
Policy (NNP) in 2010 and based on
that document, a strategic plan has
been developed. The Nutritional
policy has been designed in order
to implement future strategies and
action plans in accordance with it,
while building up on the related
policies already in existence. This
policy has been prepared to obtain

inter-sectoral cooperation to
improve the nutritional status;
including areas of work such as
planning, agriculture, fisheries,
livestock, health, education, social
services, poverty alleviation and all
the other relevant sectors. The
Nutrition policy has focused its
attention on optimum nutrition
throughout the lifecycle by reducing
the intergenerational impact of
malnutrition.

7.2 Interventions to
Enhance the Nutrition
The Government is committed to
provide a comprehensive system of
health services to its people. Mainly
there are two types of interventions
to enhance the health and
nutritional status of the people;
direct interventions (integrated
package of maternal and child
health and nutrition, nutrition of
school children etc.) and indirect
interventions (food subsidies and
income supplementation
programme, safe water and
sanitation etc.).
Health care interventions and
programmes are provided through
the well-developed infrastructure of
the Ministry of Health, involving a
wide network of medical institutions
and health units. Such a network
has resulted in a more concerted
effort to strengthen the infrastructure
to provide an efficient health service
throughout the country.
Integrated maternal and child
health programme
The Maternal and Child Health
(MCH) integrated package universal
programme, is conducted by the
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Family Health Bureau (FHB) of the
Ministry of Health. This programme
has scope for interventions in
maternal care during pregnancy
and lactation to growth monitoring of
under five year olds and
immunization coverage. This broad
package includes growth monitoring
and promotion (during antenatal
care visits, child’s growth
monitoring), provision of mineral
supplements (iron, folic acid,
calcium and vitamin C) during
pregnancy, provision of supplement
food Thriposha (throughout
pregnancy, six months of lactation
as well as children under 5 who
show growth faltering).
Many services of the integrated
package are offered through MCH
clinics from the time expectant
mothers are registered at the clinic
to the monitoring of the child up to 5
years of age. Nutrition education is
presently implemented mainly at
MCH clinics by the Public Health
Midwife (PHM) and the Public
Health Nursing Sister (PHNS)
during their home visits. Further,
health and nutrition education is
provided at the MCH clinics and
during home visits to pregnant and
lactating mothers by the PHM. This
health and nutrition education
covers breast feeding promotion,
complementary feeding and health
promotion among under five year
old children.
Maternal and Child Health
integrated programme could be
considered as a well-structured
programme to provide primary
health care services in the country.
However, some of these
programmes are not able to function
to the expected level due to the
various service delivery issues.
According to the report of the Task
Force for the Formulation of a Food
and Nutrition Policy (2004), some of
the identified limitations of the
integrated maternal and child health
programme are as follows. Growth
monitoring is weak due to

inadequate staff, non-functional
scales and lack of growth
monitoring charts. In particular,
growth monitoring is poor after the
child’s first year due to child’s
attendance of clinics gradually
decreasing. Further, inadequate
supply of nutritional supplements
due to various reasons such as
non-compliance, inadequate
supplies etc. also affect nutrition
outcomes. Likewise, inadequacies
in the Thriposha programme are
insufficient provision for nutritional
requirements, irregularities in
distribution, etc. Furthermore,
nutrition education is not successful
as many of the clinics are highly
over-crowded. Further, at village
level coverage is inadequate due to
excessive workload of the mid-wife
and rare home visits to households
in deprived areas. A PHM has to
cover at least 3000 persons (or 600
households); a number that cannot
be adequately covered by one PHM
regularly. There are barriers to
health care provision in specific
localities due to various issues such
as the post-conflict situations in the
North and East, geographic
conditions, urban – rural
differences, communication barriers
etc. For instance, the Estate sector
lags behind in health service
delivery when compared to other
regions of the country.
As identified in Human Resources
for Health situation analysis report,
barriers and obstacles to carry out
health programmes in the Estate
sector include dearth of health care
workers who can reach the Tamilspeaking population (Ministry of
Healthcare and Nutrition, 2009).
Also, Estate sector geographic
conditions affect health care
provision to a large extent. For
instance, health care workers
employed by provincial health
authorities have difficulties to reach
these people as well as find places
to reside and work, due to poor
roads, weak public transport
system, lack of other resources

such as suitable housing, education
facilities, and other facilities for
professional staff to reside in these
areas. In this context, government
health services and nutritional
programmes are far difficult to reach
the Estate sector people. Therefore,
availability of health care workers in
the Estate areas needs special
consideration when addressing the
problem of malnutrition in the Estate
sector.
Issues of health service delivery in
the Estate sector
Health services have a major role to
play in achieving the optimum
benefits of the targeted health and
nutritional programmes of the
deprived region. However, there are
barriers and obstacles in health
service delivery in the Estate sector.
Major reason for these health
service gaps is the institutional
structure which was practised since
the colonial period.
According to the planter health
scheme which was introduced
during the British colonial era,
estate sector hospitals and
dispensaries were provided by the
estate sector management. Even
after independence, the estate
services were not considered as
part of the national health system.
There had been a progressive run
down of estate sector health
services due to poor maintenance,
lack of qualified medical personnel,
and unqualified persons were
deployed by the management.
Since late 1970’s, with the political
representation of estate sector
people through the Ceylon Workers
Congress (CWC), the government
made efforts to improve health
services in the estates. In 1990, a
policy decision was taken by the
government to integrate estate
sector health services into the
national health system under the
provincial health authorities.
During 1996-2008, 24 health
institutions have been taken over
under the provincial health
25
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administration (Ministry of
Healthcare and Nutrition, 2009).
However, some of these institutions
are not able to function to the
expected level as basic facilities are
not upgraded yet (Ministry of
Healthcare and Nutrition, 2009).
Also, there were issues related to
the procedures in handing over and
taking over and funds were not
provided to the Ministry of Health for
upgrading the health institutions.
Although the government had taken
measures to integrate the estate
health services into the national
health system, still these people rely
on health services provided by their
management due access difficulties,
transportation issues etc. Poor
health care services in the estate
sector obstructs the health and
hygiene programmes conducted by
the health service. Therefore, to
improve the accessibility, availability
and quality of the public health
services, reconstraints should be
rectified and optimum benefits of the
services should be given to the
target population.
Initiatives to enhance the nutrition
among adolescents and youth
As discussed in previous chapters,
nutritional status of individuals
passes through the different stages
of the life cycle. Therefore, actions
need to be taken at each stage of
the life cycle to eradicate the
malnutrition in the country. As
discussed above, there are
interventions to improve the
pregnant and lactating mothers and
child nutrition. However, according
to the national figures, the highest
proportion of malnourished
reproductive aged women was
observed in the youngest age group
of 15-19 years (40%), followed by
the second lowest age group of 2029 (22%) (DCS, 2009). These
figures clearly indicate that
adolescent malnutrition is a major
problem in the country.
Further, the issue of malnutrition
among adolescent girls is more
26

critical in the Estate sector, as there
is a higher prevalence of teenage
pregnancies in the Estate sector. As
recognised in previous research,
incidence of nutritional deficiencies
among young girls has an adverse
effect on reproductive outcomes
and continues the vicious cycle.
Therefore, adolescent girls of the
Estate sector are in high risk of
becoming malnourished mothers
and giving birth to low birth weight
babies.
With the current initiatives,
enhancing the nutrition among
adolescents and youth has been
recognised. For instance, under
optimum nutrition throughout the
lifecycle concept, present Nutrition
policy has recognized the
necessity of improving youth
nutrition, to reduce the
intergenerational impact of
malnutrition. According to National
Nutritional Policy
recommendations, a new
intervention “pre-conception care”
has been introduced to the Family
Health Programme in 2012, to
cover pre-pregnant women. The
main objective of provision of this
package is to create awareness,
provide health promotion,
screening, and interventions for
women of reproductive age to
reduce risk factors that might affect
future pregnancies and continue
the intergenerational cycle of
malnutrition.
This programme is delivered
through the Maternal and Child
Health (MCH) clinics. However,
there could be service delivery
issues especially targeting working
adolescents, who might not be
interested in going for these MCH
clinics. Especially, in the Estate
sector, female labour force
participation is high, around 65 per
cent of reproductive aged women
in the Estate sector are engaged in
economic activity and they might
not attend these clinics due to their
tight work schedule, access

difficulties as the government health
services are far and difficult to reach.
Therefore, for better targeting it
would be better to conduct in-house
pre-conception programmes at their
work places by government health
staff.

“The highest
proportion of
malnourished
reproductive aged
women was
observed in the
youngest age
group of 15-19
years (40%)”.
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Health of school children
Health of school age children can
play a major role in determining the
successful development of a nation.
Schools serve as an ideal setting to
positively affect children’s health
because they reach young people at
a critical stage of development. In
order to activate a school to achieve
its potential to improve health, it is
essential for the community to
understand the importance and
feasibility of improving health
through schools. There are many
direct as well as indirect
interventions implemented in
schools to enhance health and
nutritional status of school children.
School meal programme
At present there are two school
feeding programmes, the Ministry of
Education (MoE) administers the
schools meal national programme
while the World Food Programme
(WFP) assists the “Food for
Education” initiative in collaboration
with the Ministry of Nation Building
and Estate Infrastructure
Development. Presently the school
meal programme has been
implemented in almost 80 per cent
of schools 1 Million of the school
children studying in grades 1-5 are
benefited by the programme.
School health programme
School health programmes are
implemented under the purview of
both the Ministry of Healthcare and
Nutrition (MHN) and the Ministry of
Education (MoE). The Family Health
Bureau (FHB) is the focal point for
the school health programme. The
FHB is responsible for planning,
providing guidance, monitoring and
evaluation while the provincial
education and health authorities are
responsible for implementing the
programme. This programme
includes school medical services,
sanitary survey, and health
education. School medical services
include medical inspection of

children, detection and correction of
health problems, providing
immunization, worm treatment,
provision of micronutrients to needy
children and providing necessary
advice on health related issues.
Limitations of school health and
nutritional programmes
The government school meal
programme covers only grade 1-5
students in schools. Further, there is
no specific nutritional programme
targeting the non-school going
children. These create a gap in
addressing the nutritional needs of
the adolescent children and nonschool children. Especially in the
estate sector, only school centred
health and nutritional programmes
are not sufficient to address the
health and nutritional needs of the
school aged children as their school
enrolment is considerably low. For
instance, in the Estate sector senior
secondary (grade 10-11) and
collegiate level (grade 12-13) net
enrolments were around 54 per cent
and 13 per cent, whereas national
average for their counterparts were
around 82 per cent and 39 per cent,
respectively (Jayawardena, 2014).
These limitations should be
addressed when targeting the
nutritional advancement of school
aged children. Furthermore, there
are newly emerging problems such
as development of life skill needs;
prevention of the use of tobacco,
alcohol, drugs and substanceabuse; reproductive health etc.
Therefore, for better targeting of
school aged children in the Estate
sector, where social issues are high
— higher prevalence of alcohol and
cigarette consumers, teenage
pregnancies etc., special
awareness programmes should be
carried at the school level as well as
at the youth group level.

7.3 Indirect
Interventions
Other than the direct interventions
there are many indirect
interventions (food subsidy
programme, safe water and
sanitation facilities, health
education etc.) which enhance the
nutritional status of individuals.
Some of the most important indirect
interventions are discussed in this
section.
Food subsidies and income
supplementation programmes
Successive governments have
taken positive measures in relation
to food subsidization and income
supplementation programmes. In
1978, the Food Stamp scheme was
introduced to low income groups: a
cash subsidy in the form of food
stamps to procure a basket of
nutrition-oriented food commodities
(rice, flour/cereal, sugar, milk foods,
dry fish, and pulses). In 1989, the
food stamp scheme was replaced
by the national poverty alleviation
programme “Jansaviya”. In 1995,
after the political change of the
government, the Janasaviya
program was changed to
“Samurdhi” program. These
government poverty alleviation
approaches constitute the
government’s major strategy to
offset missing income with a view to
enable better food consumption and
enhance the well-being of the poor.
Among the current programs, the
Samurdhi transfer program is the
most extensive social welfare
programme which operates in three
approaches to alleviate poverty,
providing microfinance facilities and
developing physical and social
infrastructure to uplift the living
standards and develop livelihoods
of people. Further, according to the
“Mahinda Chinthana”, the “Nutrition
Food Package” was implemented
with the objective of enhancing the
nutrition level of pregnant and
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lactating mothers of low income
families. Under this programme, the
beneficiary can obtain a “Nutrition
Food package” worth Rs.500/- for
20 months.
A total of 1.5 million families
benefitted from the Samurdhi
subsidy programme in 2013 at a
total cost of Rs. 15 billion which
accounts for 0.2 per cent of the
country’s gross domestic product
(Central Bank of Sri Lanka, 2013).
However, a number of studies point
to large-scale mistargeting and the
exclusion of poor households in the
Samurdhi program (Nanayakkara,
A.G.W, 2006). The program
apparently misses more than 40 per
cent of the households in the
poorest 10 per cent of the
population. On the other hand, some
of the richest 10 per cent of the
population (4 per cent) also
received the Samurdhi benefits.14
Such large errors in targeting dilute
the positive impact of the program
on the poor and are evidence of
serious distortions in the welfare
budget. Therefore, the existing food
subsidy programme needs to be
reviewed to determine better
geographic and poverty targeting to
improve the cost-effectiveness of the
programme and its potential impact
on nutrition in the deprived regions
such as the Estate sector.

14

“The existing food
subsidy
programme needs
to be reviewed to
determine better
geographic and
poverty targeting to
improve the
cost-effectiveness
of the programme
and its potential
impact on nutrition
in the deprived
regions such as the
Estate sector”.

http://www.ips.lk/talkingeconomics/2010/07/12/better-targeting-of-transfers-samurdhi-programme/
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8. Conclusion and Policy Recommendations
The estate sector lagged behind
other regions of the country on
various means — socio-economic
inequity, disparity in service
provisions, poor infrastructure etc.,
which badly affect the health and
nutrition of estate sector people.
Findings of this study revealed that
unique causes such as, intake of
imbalanced diet, household high
alcohol and tobacco consumption
substantially contribute to child and
maternal malnutrition in the Estate
sector. These factors coupled with
the women’s lack of capacity in
terms of education and knowledge,
household poor socio-economic
status and also food insecurity,
perpetuates the vicious cycle of
malnutrition in the estate sector. For
sustainable development in the
region, the individual causes of
malnutrition within the community

“Nutrition education
programmes
should be
strengthened on
the importance of
appropriate
foods – what foods
to select; how to
prepare and feed
children in relation
to frequency,
density, utilization;
and the hygienic
and nutrition value
of food”.

“Actions need
to be taken
at each stage
of the life cycle to
combat the
intergenerational
cycle of
malnutrition in the
estate sector”.

must be recognized and removed.
Therefore, special interventions
should be aimed at enhancing food
security, access to health care
services, and enhancing living
conditions of the estate sector
people. Based on the findings of this
study, some policy
recommendations to address the
identified issues are discussed in
the rest of this section.
Food security in the deprived
estate sector should be
strengthened.
A significant reason for child and
maternal malnutrition in the estate
sector was intake of the ‘wrong’ kind
of foods, specifically those lacking
in protein. The growth of children
might be hampered by a shortage of
food or the wrong kind of foods,
such as those lacking in protein. For
better targeting, it is important to
identify food shortages,
inappropriate feeding practices, and
diversities in diet that exist among
this community. Also, nutrition
education programmes should be
strengthened on the importance of
appropriate foods – what foods to
select; how to prepare and feed

children in relation to frequency,
density, utilization; and the hygienic
and nutrition value of food. This
health and nutrition education
programme should also cover
breast feeding promotion,
complementary feeding and health
promotion among children and
adolescents. Especially, community
driven programmes would have a
major role to play in improving the
food security in the deprived estate
sector.

WHO recommended, exclusive
breast feeding should be promoted
in the Estate sector.
It was revealed that estate sector
mothers are less successful at
breastfeeding that is vitally
important for a child’s health and
proper growth. As discussed before,
due to special legal provisions that
apply to the plantation sector, most
of the women in the plantation
sector are encouraged to return to
work earlier on without taking their
full maternity leave (at least 3
months). Therefore, special
measures need to be taken to

“Campaigns
against behaviours
and changing
harmful attitudes
and practices such
as alcoholism
should be carried
out amongst the
young people in the
estates”.
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introduce a compulsory maternity
leave period while making special
arrangements to promote
breastfeeding at the crèches and
day care centres in the estates.
Actions need to be taken at each
stage of the life cycle to combat
the intergenerational cycle of
malnutrition in the estate sector.
Growth retardation at birth,
throughout childhood, and
adulthood carry on the
intergenerational cycle of
malnutrition in the estate sector. To
enhance the maternal nutrition,
regular (at least monthly) nutritional
check-ups, and specially designed
nutritional education awareness
programmes are recommended for
estate sector female workers.
Further, these health programmes
should target women at each stage
of the reproductive age –
adolescents, pregnant and lactating
mothers and mothers with under five
year old kids. For better targeting,
these programmes should be
conducted by the government
through specially trained health
workers at the Estates, with the
support of estate sector
management.

“Higher prevalence
of teenage
pregnancies is
also a serious
issue that needs to
be tackled in the
estate region”.
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Special measures need to be taken
to address the nutrition and health
issues of youth.
At present, measures taken to
address the needs of the adolescent
age group are minimal. Therefore,
separate group for adolescents may
be more appropriate as they are not
likely to share their ideas in a group
with matured women and may
prefer programmes that are
specially designed to offer young
people sympathetic counselling.
Also, campaigns against
behaviours and changing harmful
attitudes and practices such as
alcoholism should be carried out
amongst the young people in the
estates, and intervene to change the
levels of alcoholism in the estates.
Higher prevalence of teenage
pregnancies is also a serious issue
that needs to be tackled in the
estate region.
One of the main reasons for that is
the lack of awareness on
reproductive health among
adolescents. Special education
programmes can promote positive
health and improve knowledge on
reproductive physiology, sex
education, disease prevention etc.
Further, as teenage and young adult
pregnancies are likely to result in
small statured women giving birth to
low weight babies, family planning
measures must also focus on
reducing pregnancies in this age
group.
Special nutrition counselling
programmes are necessary to
improve awareness among less
educated women.
Education and knowledge of
women have a great impact on their
nutritional status, as well as on the
nutrition of her children. Culture and
social factors, in the estate areas
are less favourable for women and
most of the women in the estate
sector are less educated and hence,
these factors adversely affect their
ability to make the right nutritional

choices, as well as the
empowerment to adopt such
decisions. Therefore, special
nutrition counselling programmes
are necessary to improve
awareness among less educated
women. This could be done at the
community level by forming
women’s groups.
A successful fight against hunger
must involve a community-centred
approach to malnutrition.
A community approach to nutrition
demands that the community
answer these questions, with the
help of trained individuals, and
develop long-term solutions to their
malnutrition problems. Formation of
women’s groups through the
intervention of the women in their
circles with back-up by referral

“Living conditions
in estate areas
should be
enhanced by
providing better
housing and
increasing access
to safe drinking
water, and
sanitation facilities”.
facilities is important to empower
women to make the right nutritional
choices and to adopt decisions.
Living conditions in estate areas
should be enhanced by providing
better housing and increasing
access to safe drinking water, and
sanitation facilities.
A safe living environment must be
encouraged by providing basic
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facilities, including safe drinking
water, sanitary facilities, drainage
and waste management. Public
health inspection is recommended
to maintain the living conditions of
the estate sector community.
Inspectors are responsible for
annual sanitary survey in estate
sector homes and also crèches and
day care centres in the estates of
their designated areas.
Health care services in estate
areas should be strengthened with
specially trained health care
providers to tackle the vicious
cycle of malnutrition.
Government should rectify the
constraints experienced when
taking over the estate sector
hospitals under the national system
to provide optimum benefits of the
target population and also set up
new health centres where hospital
services are not available. Further,
special monthly medical clinics at
work places are recommended
while providing facilities for
outreached services through
qualified health workers. Health
care personnel must speak Tamil.
Therefore, suitable deployment,
training and recruitment of health
care workers who can reach the
Tamil speaking population should
be adopted. In-service training
should be given to health staff
serving the plantation population to
work in the language of the
population. In that case, recruiting
health workers within the community
will be more effective.

“Going beyond
health and
eliminating the
deep-rooted
socio-economic
factors which are
transmitted from
generation to
generation in the
Estate sector
community could
break the vicious
cycle of malnutrition
in the Estate sector
of Sri Lanka”.

Going beyond health and
eliminating the deep-rooted socioeconomic factors which are
transmitted from generation to
generation in the Estate sector
community could break the vicious
cycle of malnutrition in the Estate
sector of Sri Lanka.
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