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Abstract 

Identifying the role of the diet at the start of many diseases and 
evaluating the nutritional status of an individual, family and 
community is significant for public health. The main objective of 
this paper is to geographically evaluate the nutritional status and 
deficiency disease in the development blocks of Varanasi district, 
India. Primary data are collected from 800 respondents of 16 
selected villages (2 villages from each development block) in the 
rural part of Varanasi district and their results are analyzed with 
the help of SPSS statistical software. The study involved 
geographical survey based interviews using a questionnaire, 
measurement of nutrient intake and assessment of their general 
knowledge and awareness about nutrition and deficiency diseases 
on the basis of their occupational structure, house type and 
income status.  
The findings of this paper also show that the socio-economic 
status of the respondents is closely related with nutritional status 
of people living in the rural areas of Varanasi district. It is 
interesting to note that about 15% of household’s intake is still 
less than 1500 calories per capita per day, which leads to 
malnutrition and deficiency diseases. More than half of the 
respondents of the study area are found to be suffering from 
nutritional deficiency diseases. 

Keywords: Varanasi, nutritional status, deficiency disease, 
SPSS 

Rezumat. Evaluarea stadiului nutrițional și bolilor 
generate de deficiențe nutriționale prin studiu 
geografic: studiu de caz districtul Varanasi, India 

Identificarea rolului pe care îl are dieta pentru declanșarea 
diverselor boli și evaluarea modului de nutriție al unui individ, sau al 
unei familii și comunități este extrem de important pentru sănătatea 
publică. Obiectivul principal al acestei lucrări îl reprezintă evaluarea 
geografică a stadiului nutrițional și bolilor nutriționale din blocurile 
de dezvoltare din districtul Varanasi, India. Datele primare au fost 
colectate de la 800 de respondenți din cele 16 sate selectate (câte 2 
sate din fiecare bloc de dezvoltare) în zona rurală a districtului 
Varanasi, rezultatele fiind analizate cu ajutorul programului SPSS. 
Studiul are la bază analiza aportului zilnic de calorii așa cum rezultă 
din chestionarele aplicate și evaluarea nivelului de conștientizare cu 
privire la nutriție și bolile de nutriție în funcție structura socio-
economică, tipul de gospodărie și nivelul veniturilor.  
Rezultatele lucrării arată că aportul nutrițional este strâns corelat cu 
nivelul socio-economic al respondenților din zona rurală a districtului 
Varanasi. Este interesant de menționat faptul că aproximativ 15% din 
gospodării au un aport zilnic mai mic de 1500 de calorii/ zi, ceea ce 
favorizează apariția bolilor de nutriție și a malnutriției, peste jumătate 
din persoanele intervievate sufering de o boală de nutriție. 

Cuvinte-cheie: Varanasi, stadiu nutrițional, boli de nutriție, 
SPSS 

 

Introduction 

The nutritional status of an individual is typically 
a consequence of multiple factors that interrelate 

with each other at different levels. The consumption 
of suitable amount of food both in terms of quantity 

and quality is one of the important factors, which 

has a substantial influence on the nutritional status 
(Park, 2009). Income, prices, individual preferences 

and beliefs, cultural traditions, as well as 
geographical, environmental, social and economic 

factors all interact in a complex manner to shape 
dietary consumption patterns and affect the 

morbidity and clinical status of women (Mittal, 

2013). A normal balanced diet must include daily 
foods from the various food groups in sufficient 

amounts to meet the needs of an individual and to 
increase immunity. The assessment of the 

nutritional status involves two methods: the former 

deals with individuals and measures the objective 
criteria, the latter uses community health indices 

reflecting nutritional influences (Beghin et al. 1998). 

Availability and affordability of nutritional diet, 
backed by health and educational services in an 

environmentally sustainable scenario will then enable 
each member of the society to live a 'good' life, each 

individual personality getting an opportunity to 

flower to one's full potential. A large variation in 
defining 'adequate' food exists, ranging between 

1400 and 2800 calories and therefore, it is subject to 
value judgment (Pasricha, 1971). The poor in rural 

areas who do heavy physical work in the field need 
much higher calorie intake than people with 

moderate activity, a fact which can swell the number 

of food insecure substantially" (Bapna, 1993). 
Good nutrition is a rudimentary component of 

human health. The importance of nutrition is 
increasing in any country where nutritional diseases 

are extensively widespread. In community medicine, 

nutrition is measured as an important indicator of 
human health status. The effects of malnutrition on 

a community are both direct and indirect. The direct 
effect manifests in nutritional deficiency diseases, 

while the indirect effect is seen among people with 
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low vitality and arrested growth, high infant 

mortality, neo-natal and low birth rates and lower 

life expectancy at birth (Bedi, 1979).  
The terms food and nutrition are sometimes used 

synonymously. Food is a composite mixture of 
various substances and the quality of which may 

vary from a few grams in certain cases to hundreds 

of grams in other (Brock, 1961). Nutrition on the 
other hand, signifies a dynamic process in which the 

food that is consumed by an individual is utilized for 
nourishing the body. It provides energy for work. 

Frequently, population diets are deficient in 
macronutrients (protein, carbohydrates and fat, 

leading to protein–energy malnutrition), 

micronutrients (electrolytes, minerals and vitamins, 
leading to specific micronutrient deficiencies) or both 

(Brabin and Coulter, 2003; Pinstrup et al. 1993; 
Levin et al. 1993; Millward and Jackson, 2004). 

Energy, the fundamental requirement of the 

human body, is derived through consumption of 
food stuffs of required calorific value. Growing 

children and women during pregnancy and 
lactating period require some extra amount of 

energy. Under nutrition results in loss of weight 
and disturbances such as low basal metabolic rate, 

slow pulse, lower blood-pressure, suppression of 

menses for women, skin diseases, blood shot eyes 
etc. (May, 1974). Nutriedema, burning sensation in 

the feet and hands and a sore throat with increase 
salivation are common symptoms in case of chronic 

starvation. A poorly nourished child suffers from 

the problems related with learning due to weak 
mental status (Park, 1992). 

The caloric requirement depends upon nature of 
work, climate, age and sex. There is special 

requirement of calories during pregnancy and 

lactation period and pre-school stage. There have 
been significant improvements in the overall 

nutritional and health status of the population in 
India over the last two decades with a steady 

reduction in the percentage of underweight children 
and severely malnourished children, better early 

childhood care for survival, growth and development 

and better nutritional status of pregnant and 
lactating women (Ismail & Mustaquim, 2013). This 

paper aims to analyze the social and economic 
factors that influence the health and nutritional 

status and the role of primary health centers (PHC’s) 

in abating deficiency diseases of people living in the 
rural area of the Varanasi district, India. 

Nutritional deficiency disease 
Malnutrition in children and women is a main 

public health problem in most of the developing 
countries and Protein Energy Malnutrition (PEM) is 

more common among under five year children 

(Bhandari & Chhetri, 2013; Bhatia et al., 1983). On 
account of malnutrition, a number of deficiency 

diseases occur among rural population. In this 

context, it is pertinent to know the numerous 

deficiency diseases caused due to malnutrition 

(Devdas et. al., 1978). The types of deficiency and 
their reasons are as follows. 

Protein-calorie deficiency disease: This is a 
common disease mainly in early childhood in India. 

Mild degrees of protein calorie malnutrition (PCM) 

result in growth retardation, while severe degree 
leads to (i) Kwashiorkor and (ii) Marasmus. 

Kwashiorkor is extreme degree of PCM especially in 
children in weaning and post weaning periods. The 

condition is considered mainly due to protein 
deficiency with adequate or more than adequate 

calories. The syndrome is characterized by oedema, 

growth failure, muscle wasting, mental changes, hair 
changes, dermatitis, anaemia and hepatomegaly. 

Condition of pre-kwashiorkor has also been 
recognized, which is characterized by severe wasting 

of a child. Diet is usually low both in calories and 

protein. The main clinical features are growth 
retardation, wasting of muscles and of subcutaneous 

fat. Protein deficiency among adults is also quite 
prevalent in poverty ridden areas like eastern Uttar 

Pradesh. Protein deficiency will result in adults in 
reduced weight, reduced subcutaneous fat, anemia, 

greater susceptibility to infections, frequent loose 

motions, general lethargy, delay in healing of 
wounds and oedema. 

Mineral deficiencies:  A number of deficiency 
diseases have been documented due to inadequate 

supply of minerals in food. These are (i) deficiency 

of iodine, in water and food leads to goiter, (ii) lack 
of fluorine (<0.5 ppm) in water leads to dental 

caries, (iii) calcium deficient diets leads to rickets 
and osteomalacia, (iv) iron deficiency diets lead to 

anemia, (v) there are other vital minerals like, 

copper, selenium etc. usually their requirements are 
also little. Generally, their requirements are very 

slight so that deficiency conditions do not occur. 
Vitamin deficiency:  Vitamin deficiency causes a 

variety of disease which are: (i) lack of Vitamin ‘A’ 
result in exophthalmia, Bitot’s spots, night blindness 

and keratomalacia, (ii) B complex-deficiency of 

thiamine leads to beri-beri, (iii) vitamin C deficiency 
leads to scurvy, spongy bleeding gums, hemorrhages 

in skin and other hemorrhages, (iv) vitamin D 
deficiency results in rickets and osteomalacia.   

Problem of over-nutrients: Over nutrition 

problems are particularly significant for affluent 
communities, families or individuals. The major ones 

are: (i) Obesity- The main features of obesity are 
overweight and fatness. It is frequently affected by 

overeating and abundance of calories, (ii) 
Hypervitaminiosis A is at times caused by excess of 

vitamin A therapy. The manifestations of headache, 

nausea, vomiting irritability and anorexia, (iii) Fluorosis 
occur if fluvine is available > 1 ppm in water. It is 

characterized by (a) dental fluorosis, i.e., mottled 
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enamel of teeth and (b) skeletal fluorosis, i.e., dense 

bone formation; sever spondylitis and even 

calcifications of ligaments. Besides diseases of under-
nutrition discussed above, nutritional anemia is related 

with under nutrition and cardiovascular diseases, e.g., 
hyper cholesterol, anemia etc. are associated with 

over-nutrition. The above-mentioned condition can be 

grouped under the problem of malnutrition. 
The major identified causes of nutritional 

deficiencies are: 
- Biological cause: The nutritional requirements 

of the human body may be considered as the 

products of man’s adaptation to environmental 
opportunities in his evolutionary history. The balance 

between human, animal and plant population was so 
optimal that the chance of nutritional deficiency 

could at best be rare (Mishra, 1970). 
- The Man-Food ratio: Availability of food is an 

important determinant of the nutritional level of 

population. Still, the increase in food production does 
not necessarily improve the nutritional status of a 

community. The structure of society and the manner 
in which production, distribution and consumption are 

organized are often equally, if not solely important 

factors. Therefore, to analyze nutritional deficiency 
does not mean assessing man-food ratio. 

- Cultural causes: Cultural factors are also 

important in determining the nutritional status of the 

population living in a spatial unit. Polluted drinking 
water, unhygienic living conditions and may other 

similar factors may create conditional malnutrition. 
To analyze the nutritional deficiency in the study 

area it is necessary to assess the nutritional status. 

It helps in conceiving a strategy for mitigation 
diseases due to malnutrition.  

Geographical location of the study area 

The study area is Varanasi district, the eastern 

district of Uttar Pradesh state, India which extends 

between 25°10′ N to 25°37′ N latitude and 82°39′ E 
to 83°10′ E longitudes, with a total area covering 

about 1535.11 sq. km. (fig.1). Administratively, the 
study area includes two tahsils, namely, Pindra and 

Varanasi Sadar; which are further sub-divided into 

eight Development Blocks, namely Baragaon, Pindra, 
Cholapur, Chiraigaon, Harhua, Sevapuri, Araziline 

and Kashi Vidapeeth, consisting of 1336 villages 
altogether. The Varanasi district has a total 

population of 3,676,841 people with 1,921,857 
males and 1,754,984 females, compared to 2001, 

when Varanasi had a population of 3,138,671 people 

with 1,649,187 males and 1,489,484 females. 

 

Fig. 1: Geographical location of the study area 
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Data used and Methodology 

A common problem regarding the factors that 

influence health is the availability of data for 

geographical analysis. Secondary data related to 
health care facilities are collected from the chief 

medical officer (CMO), Varanasi district and also 
updated though global positioning system (GPS).  

The data was collected through sampling and 

survey method. Primary data in the field are 
collected from 800 respondents out of 50 families 

from the 16 selected villages (2 villages from each 
development block) in the rural part of Varanasi 

district (fig. 2) to analyse the nutritional status and 
deficiency disease.  

Food consumed by an individual or a family 

during the past 24 hours was registered. Further 
amount of different food items consumed by each 

household has been converted into calories. The 

study involved interviews of respondents living in 

the study area through a personal questionnaire, 
measurement of food/nutrient intake, and 

assessment of their general knowledge and 
awareness about health, nutrition and deficiency 

diseases. The outcomes of the geographical survey 

are analysed with the help of SPSS software. 

Results and Discussions 

In the present study, the assessment of 

nutritional status within the study area has been 
made examining the diet of selected inhabitants 

from the sample villages. 
Table 1 shows village wise number of households 

lying in different categories of calories consumption. 

Nutritional status is measured in terms of per capita 
calories intake in each of the households.  

Table 1: Status of nutrition of the selected sample household in the study area 

Development 
Blocks 

Villages Calories intakes (per capita) Total 
Respondents 

<1000 1000-
1500 

1500-
2000 

2000-
2500 

2500-
3000 

>3000 

Baragaon Bashni - 7 30 9 4 - 50 

Belwa 1 10 22 10 6 1 50 

Pindra Ajaipur - 6 26 10 6 2 50 

Goghri 2 11 27 8 2 - 50 

Cholapur Sugulpur - 1 31 13 2 3 50 

Rampur - 1 31 13 5 - 50 

Chirai Gaon Sandaha - 1 28 14 5 2 50 

Bankat 2 9 19 19 1 - 50 

Harhua Purai Kala 
Harhua  

1 7 25 14 2 1 50 

Maghaipur - 5 27 15 3 - 50 

Sewapuri Sakalpur 1 1 23 18 5 2 50 

Ishawar - 10 24 12 4 - 50 

Araziline Jakhini - 9 26 9 5 1 50 

Burapur 2 12 23 11 1 - 50 

Kashi 
Vidhyapith 

Anantpur - 8 26 12 3 1 50 

Sir 
Gobardhan 

1 7 23 12 4 3 50 

Total 10 105 411 200 58 16 800 

Source: Based on Personal Survey & Self Computed, 2016 

Out of the 800 households, only 10 (1.25%) are 
lying in the class interval of less than 1,000 calories 

per capita intake, while 105 households (13.12%) 
come to the category of 1000-15000 calories. 

Furthermore, 411 households (51.37%) belong to 

the category of 1500-2000 calories and 200 
households (25%) in the groups of 2000-2500 

calories. The study reveals that 65% to 75% 
household’s intake is less than 2000 calories per 

capita per day. It is interesting to note that 14.37% 
household’s intake is even lower than 1500 calories 

per capita per day, which results in malnutrition and 
deficiency diseases. The maximum number of 

households (31) which are consuming less than 

2000 calories/capita/day are identified in village 
Sugalpur of Cholapur block, while the minimum (19) 

from Bankat village of Chiraigaon block (fig. 2). 
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Fig. 2: Sample villages collected through GPS selected for survey in rural part of Varanasi district 

Furthermore, 58 households (7.25%) are in the 

category of 2500-3000 calories and 16 (2%) are in 

the group of more than 3000 calories. Thus, it can 
be seen that 89.5% of the sample households are in 

the class interval of 1000-2500 calories intake per 
capita. The analysis reveals that a significant 

number of households consume less than 2500 

calories (2400 calories essential for an adult 
person). Village wise variation in calories intake by 

individual household also reflects the sample 
pattern. In all the villages half of the surveyed 

households get less than 2000 calories per capita 

per day. This means that a considerable part of the 

rural population within the study area is underfed. 

Nutritional status according to occupation wise  
To analyze the relationship between the 

nutritional status and occupation, data were 
processed and put into a table. Table 2 presents the 

nutritional status by occupation of the sample 

population. Occupations are classified into 5 
categories. They are laborers, cultivators, 

agricultural with cottage industry, agricultural with 
services and services. Out of the total 250 laborers, 

80% get less than 2000 calories per day. 

Table 2: Occupation type wise nutritional status 

Occupation Calories intake Total 
Respondents <1000 1000-

1500 
1500-
2000 

2000-
2500 

2500-
3000 

>3000 

Labourers 5 50 145 50 - - 250 

Cultivators 3 72 176 45 - - 266 

Agriculture based 
Cottage Industry 

2 15 50 48 2 2 130 

Agriculture with Service - 5 30 33 6 6 89 

Others - 3 10 2 8 8 65 

Total 10 105 411 200 16 16 800 
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Source: Based on Personal Survey & Self Computed, 2016 

During the study, it is seen that about 20% of 

interviewed laborers have an intake of 2000-2500 
calories per capita per day.  

Among the 266 cultivators, 94.36% get less 
than 2000 calories per day, whereas 16.91% 

consume 2000-2500 calories per day. Of the total 

89 respondents engaged in agriculture and 
services, 39.32% consume less than 2000 calories 

per day, whereas 60.67% get more than 2000 
calories of food per day. Out of the 65 

respondents working in services, 46.15% consume 
more than 2000 calories per day. The above 

analysis highlights that those engaged in services 

along with support of agriculture get better 
nutrition than the persons working as cultivators 

and laborers. 

Nutritional status according to house type wise 

Table 3 presents the nutritional status by house 
type of the sampled households. Out of the total 800 

respondents, 266 have uncemented (kachha) house, 
of which more than 88% consumes less than 2000 

calories of food per day.  

During the analysis, it is clearly seen that the 275 
households in the study area come under cemented 

houses category (34.37 % of the total), while 259 
households occupying mixed type of houses get less 

than 2000 calories per day. The analysis proved that 
there is some association between the nutritional 

status and type of houses, i.e. households with non-

cemented houses, reflecting their poor economic 
condition, are unable to afford more than 2000 

calories per capital per day. 

Table 3: House type wise nutritional status in the study area 

Type of House Calories intake Total 
Respondents <1000 1000- 

1500 
1500-
2000 

2000-
2500 

2500-
3000 

>3000 

Non Cemented 7 75 153 20 10 1 250 

Cemented 1 20 126 85 13 10 275 

Mixed 3 10 132 95 15 5 259 

Total 10 105 411 200 58 16 800 

Source: Based on Personal Survey & Self Computed, 2016 

Nutritional status according to income 

The level of income in any community affects 

the dietary pattern. The survey reveals that 
nutritional intake of lower income groups (below 

Rs. 2000) are mainly based on cereals. They have 
very low intakes of leafy vegetables, ghee and oils 

and non-vegetarian foods. The dietary pattern of 

middle class (Rs.3000-Rs. 6000) consists of higher 
intake of cereals and lower intake of protective 

foods in comparison to the ICMR recommended 
balanced diet (ICMR 1975). In terms of calories 

intake, out of 263 respondents belonging to low 
income group, maximum percentage of villagers 

(61.97%) take 1500-2000 calories of food per day, 

whereas about 11% of respondents’ intake exceeds 

2000 calories per day. It reflects their poor 

economic condition.  

Table 4 shows that out of the 275-middle 
income-group respondents, about 58% have an 

intake of less than 2000 calories per day, whereas 
50.60% of respondents belonging to high income 

group (greater than Rs. 6000) consumes less than 

2000 calories per day. It reflects their poor 
economic condition. The data further reflects that 

more than 50% of the interviewed persons have a 
daily intake less than 2000 calories. Thus, it is 

obvious that the socio-economic status of the 
respondents is closely related with the nutritional 

status of people living in the rural areas of 

Varanasi district.  

Table 4: Income wise nutritional status in the study area 

Type of House Calories intake Total 
Respondents <1000 1000-

1500 
1500-
2000 

2000-
2500 

2500-
3000 

>3000 

<3000 6 65 163 19 9 1 250 

3000-6000 3 25 132 96 16 4 275 

>6000 1 15 116 85 33 11 259 

Total 10 105 411 200 58 16 800 
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Source: Based on Personal Survey & Self Computed, 2016 

Status of nutritional diseases 

The quality and quantity of food which people 
get in general may be correlated with the 

nutritional deficiency diseases. A particular 
nutritional deficiency disease may not necessarily 

be due to just one nutrient element. It may occur 

due to the deficiency of more than one nutrient in 
the diet taken concurrently by a section of the 

population for a considerable period. Similarly, the 
deficiency of one nutrient, usually, may not 

necessarily lead to only on particular disease. The 

deficiency of one or more nutrients may produce 
different diseases in accordance with varying 

degree of nutritional deficiency, human resistance, 
difference in climatic condition, differences of food 

items at a place from one period to another (Mishra 
1970). In this context, an attempt has also been 

made to evaluate incidence of nutritional deficiency 

diseases in the study area. 
Table 5 reveals that out of the total 800 

households surveyed, for 56.75% of the households, 
one or other member of the family are found to be 

suffering from nutritional deficiency diseases. 

Vitamin A deficiency contributes to anemia by 
immobilizing iron in the reticuloendothelial system, 

reducing haemopoiesis and increasing susceptibility 
to infections and it is essential for the functioning of 

the eyes as well as the immune system (Fleming 
and De Silva 2003; Semba 1998). Typically, vitamin 

A deficiency develops in an environment of 

ecological, social and economic deprivation, in which 
the key risk factors for vitamin A deficiency are a 

diet low in sources of vitamin A (i.e. dairy products, 

eggs, fruits and vegetables), poor nutritional status, 

and a high rate of infections, in particular, measles 
and diarrhea diseases. Most of the persons 

(22.62%) in the study area were sufferings from 
anemia, iron deficiency diseases. Their share varies 

from 8.30% in Harhua block to 18.20% in 

Chiraigaon block.The analysis of the data clearly 
reflect that some of the respondents of the 

development blocks in the Varanasi district are also 
affected by Vitamin C deficiency disease. The 

maximum incidence of scurvy disease (18.30%) was 

recorded among respondents belonging to Kashi 
Vidyapith block, while the minimum (7%) in 

Cholapur, Harahua and Sewapuri development 
blocks. Additional, the occurrence of beri-beri, a 

complex deficiency disease varies from 7.30% in 
Chiraigaon block to 17.9% in Baragaon block. Less 

occurrence of Beri-beri diseases in Chiraigaon 

development block is perhaps due to availability of 
fruits. This development block in Varanasi is very 

well-known for fruits like guava, lemon, mango etc.  
Goiter is an iodine deficiency disease which is 

also predominant in the study area. It is a 

furthermost visible appearance of iodine deficiency; 
others include hypothyroidism, decreased fertility 

rate, increased perinatal death and infant mortality. 
Table 5 shows that 9.65% respondents stated that 

at least one member of their family is suffering from 
from this disease. The maximum incidence of goitre 

(14.5%) was recorded in Kashi Vidyapith block, 

while the minimum (10.14%) in Harhua 
development block. 

Table 5: Development block wise status of nutritional deficiency disease 

Development 
Block 

Calories intake (per capita) No. of 
Diseased 
Persons 

Total 
Respondents Goitre Rickets Anemia Night 

Blindness 
Beri-
Beri 

Scurvy 

Baragaon 9 5 23 2 10 11 60 100 

Pindra 10 4 22 2 9 11 58 100 

Cholapur 7 1 16 1 7 5 37 100 

Chirai Gaon 11 3 34 3 6 7 64 100 

Harhua 7 2 15 1 8 5 42 100 

Sewapuri 8 2 18 1 8 5 42 100 

Araziline 8 4 21 1 13 10 57 100 

Kashi 
Vidyapith 

9 2 25 2 9 13 60 100 

Total 69 23 174 13 70 71 420 800 

Source: Based on Personal Survey & Self Computed, 2016 

Only 19 respondents from the study area were 

suffering from night-blindness because of vitamin A 

deficiency. Low incidence of this disease is caused 

due to distribution of vitamin tablets by primary 
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health centers (PHCs) or sub-centers in the rural 

area of the development blocks. 

Within the rural areas of Varanasi district, health 
care services are being provided through the 

network of primary health centers (PHC’s) and sub-
centers. The location of government health care 

units in the development blocks of Varanasi district 

is shown in the Fig 3. The rural people always use 
these health care units if any issue arises during the 

nutritional deficiency diseases or any health-related 

problems. The government provides curative, 

preventive and primitive health services facilities 

through PHC’s and sub-centers. PHC’s provide a 
variety of services, while the sub-centers only family 

welfare facilities and some primary treatment (Rai 
and Nathwat 2014). The above analysis exposes 

that the incidence of nutritional deficiency diseases 

varies from one block to another depending upon 
their socio-economic conditions.  

 

Fig. 3: Location of government health care units collected through Global Positioning System (GPS) (Rai 
and Nathwat 2014) 

Conclusions 

Diet-based strategies are probably the most 
promising approach for a sustainable control of 

micronutrient deficiencies. In the present study, 

the assessment of nutritional status within the 
study area has been made by using dietary 

examination method of selected inhabitants of 
sample villages. The analysis reveals that 65% to 

75% household’s intake is lower than 2000 calories 

per capita per day. Village wise variation in calories 
intake by individual household also reflects the 

sample pattern. In all the sampled villages, half of 

the surveyed households get less than 2000 
calories per capita per day. It means that 

considerable sizes of rural population of the study-

area are undernourished. The study shows that 
those engaged in services along with support of 

agriculture get better nutrition than the persons 
working as cultivators and laborers. It is very well 

highlighted that 259 households with mixed type of 

houses get less than 2000 calories per day. The 
results displayed that there is some association 

between nutritional status and type of houses. The 
data collected in this study reflects that more than 

50% of the interviewed persons have less than 
2000 calories per day. Thus, the incidence of 
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nutritional deficiency diseases varies from one 

development block to another upon their socio-

economic conditions.  
During the nutritional deficiency and disease, 

proper utilization of the existing health services 
provided by the health department facilities are 

very important, which probably depends on 

reliability, medical awareness, and motivation and 
finally on the perception of the people about the 

services and the need about a particular service. 
There is need for formal education and training at 

all levels. The improvement in the education 

systems in the study area will enhance the 
utilization pattern of healthcare facilities and 

increase the awareness about the nutrition and 
deficiency disease. Efforts are needed to increase 

diet quality and education for rural people so that 
they rise in economic status and are better 

sustained. Consistent valuation of nutritional status 

is needed for identifying nutritional issues and at-
risk groups in a given population for the 

development of dietary interference programs and 
for monitoring the competence of such intrusions. 
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