GIZ1 KELUARGA

TIRTA PRAWITA SARI



B Figure 32-1
Deaths attributable to 16 leading causes in developing countries, 2002 (WHO, 2003b). This figure shows that developing countries are exposed to the
double burden of communicable and noncommunicable diseases |reproduced by kind permission of the World Health Organisation)
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Food Security

when all people, at all times, have physical and economic access
to sufficient safe and nutritious food that meets their dietary
needs and food preferences for an active and healthy life.



Figure 2: Determinants and consequences of food insecurity at the individual level®
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? Adapted from Camphell (1990).



rlmpact of hunger and malnutrition throughout the life cycle
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Food Security Dimension

Physical availability of food: Food availability addresses the “supply side” of food
security and is determined by the level of food production, stock levels and net trade.

Economic and physical access to food: An adequate supply of food at the national
or international level does not in itself guarantee household level food security.
Concerns about insufficient food access have resulted in a(%reater. policy focus on
incomes, expenditure, markets and prices in achieving food security objectives.

Food utilization: Utilization is commonly understood as the way the body makes the
most of various nutrients in the food. Sufficient energy and nutrient intake b
individuals are the result of good care and feeding practices, food preparation,
diversity of the diet and intra-household distribution of food. Combinéd with good
blg!ogdlcalI utilization of food consumed, this determines the nutritional status of
individuals.

Stability of the other three dimensions over time: Even if your food intake is
adequadte today, you are still considered to be food insecure if you have inadequate
access to foodon a periodic basis, nskmg a deterioration of your nutritional status.
Adverse weather conditions, political instability, or economic factors (unemployment,
rising food prices) may have an impact on your food security status.
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Linkages between food and nutrition security
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Pendekatan Multi-Sektor dalam Perbaikan Gizi
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Sumber: The Lancet, 2013: Executive Summary of The Lancet Maternal and Child Nutrition Series



Fig. 1. Top causes of chronic disease according to WHO
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Prevalence of overweight*, ages 18+, 2016 (age standardized estimate)
Male

39% penduduk dunia menderita overweight; 13%
menderita obesitas (WHO, 2016)
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obesitas 10,5% = 21,8% ; Obesitas sentral: 18.8% =»>

Perubahan gaya hidup terutama pola konsumsi:
Hanya 4,5% penduduk Indonesia usia > 18 tahun
mampu mengkonsumsi sayur dan buah sesuai
anjuran

Lingkungan obesogenik

200-399
140.0-59.0
- 60.0 Note: For mapping purposes, the map shows identical values for Sudan and South Sudan
Data not available These values concern the former Sudan as It existed prior to July 2011
Not applicable * Body Mass Index 225 kg/m2
The boundares and names shown and e desgnabons used on this mep do not mely the expresson of any cprmon whatsoever Deta Scurce. Werld Health Organzator WO!|d Health
on the part of the Warld Health Organization conceming the lagal status of any country, temitory, ety or srea o of & authorities Meap Procuction: Information Evidance and Research (IER + Organization

or concerning the delmtation of 23 frontiers or boundanes. Dotted and dashed ines on maps regresent apprommate bosder ines Wodd Heah Organaation
for which there may not yet be &4 agreement © WO 2017 All nghts reserved




Healthy
Child

Obese

) )Adult
Disease Prevent Cor Ant
Exercise and v

, Disease
Bn Depressi : ; -
o " g \ <[ pabets | 3
Puimonary disease
High medical bilis
Mortality
The

Vicious Cycle

Severely Of Mildly }
Obese Child  Childhood  Obese Child e

Obesity
\ Extra 20-50 Lbs ey /

o apors
g - Exercise
uncomfortable =)
' & pa‘nfw
\ ) -
Extra
2 Inhibits

10 Lbs.
Moderately Vo
Obese Child

Asthma, Diabeles,
& Musculoskoletal




POTENTIAL CONTRIBUTORS TO OBESITY
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Lingkungan obesogenic merupakan penyebab terjadinya obesitas, upaya
pencegahan seharusnya mentargetkan pendekatan pada keseluruhan
determinan ini
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Box |.1 Voluntary global targets for prevention and control
of noncommunicable diseases to be attained by 2025

(1) A 25% relative reduction in the overall mortality from cardiovascular diseases, cancer, dia-
betes, or chronic respiratory diseases

(2) At least 10% relative reduction in the harmful use of alcohol, as appropriate, within the natio-
nal context

(3) A 10% relative reduction in prevalence of insufficient physical activity

(4) A 30% relative reduction in mean population intake of salt/sodium

(5) A 30% relative reduction in prevalence of current tobacco use

(6) A 25% relative reduction in the prevalence of raised blood pressure or contain the prevalence
of raised blood pressure, according to national circumstances

(7) Halt the rise in diabetes and obesity

(8) At least 50% of eligible people receive drug therapy and counselling (including glycaemic
control) to prevent heart attacks and strokes

(9) An 80% availability of the affordable basic technologies and essential medicines, including
generics, required to treat major noncommunicable diseases in both public and private facilities




ACC/AHA CLINICAL PRACTICE GUIDELINE

2019 ACC/AHA Guideline on the Primary
Prevention of Cardiovascular Disease

A Report of the American College of Cardiology/American Heart
Association Task Force on Clinical Practice Guidelines

WRITING COMMITTEE MEMBERS
Donna K. Arnett, PhD, MSPH, FAHA, Co-Chair

Endorsed by the American Associa-
tion of Cardiovascular and Pulmo-
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. - % cardiovascular ® cardiovascular disease
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JDSEph YEbOah, MD, MS, FACC, FAHA* coronary artery calcium score ® coronary
Boback Ziaeian, MD, PhD, FACC, FAHAS§ disease W coronary heart disease @



Box 1.1 WHO “best buys” - (very cost-effective interventions that are also high-impact
and feasible for implementation even in resource-constrained settings) (14-16)

Tobacco

» Reduce affordability of tobacco products by increasing tobacco excise taxes

u Create by law completely smoke-free environments in all indoor workplaces, public places and public transport

= Warn people of the dangers of tobacco and tobacco smoke through effective health warnings and mass media
campaigns

= Ban all forms of tobacco advertising, promotion and sponsorship

Harmful use of alcohol

= Regulate commercial and public availability of alcohol

= Restrict or ban alcohol advertising and promotions

= Use pricing policies such as excise tax increases on alcoholic beverages

Diet and physical activity

= Reduce salt intake

= Replace trans fats with unsaturated fats

Implement public awareness programmes on diet and physical activity
Promote and protect breastfeeding

Cardiovascular disease and diabetes

= Drug therapy (including glycaemic control for diabetes mellitus and control of hypertension using a total risk
approach) and counselling to individuals who have had a heart attack or stroke and to persons with high risk
(= 30%) of a fatal and nonfatal cardiovascular event in the next 10 years

= Acetylsalicylic acid (aspirin) for acute myocardial infarction

Cancer

= Prevention of liver cancer through hepatitis B immunization

= Prevention of cervical cancer through screening (visual inspection with acetic acid [VIA] linked with timely
treatment of pre-cancerous lesions)



The public health nutrition cycle
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Fig. 2. The life-course approach
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Fig. 4. The Innovative Care for Chronic Conditions Framework
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5 A’s Behavior Change Model
Adapted for Self-Management Support Improvement

Self-Management Model with § A’S (Glasgow, ct a), 2002; W}
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Tanpa intervensi kebijakan pada layanan kesehatan
masyarakat, masalah obesitas tidak akan
terselesaikan
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