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FOREWORD 

Although efforts were made several times since the mid-1980s to formulate a 
National Nutrition Strategy (NNS) for Ethiopia , none was ever adopted by the national 
government.  Without a strategy and without institutional leadership to guide and coordinate 
efforts to address malnutrition, isolated, piecemeal efforts across various programs resulted.  
This situation created ambiguity in the objectives of such efforts and led to confusion among 
various development partners.  In late 2004, a new opportunity emerged for developing a 
comprehensive approach to address malnutrition when the federal government agreed to put 
in place such a strategy as part of the groundwork for the preparation of the second phase of 
Sustainable Development and Poverty Reduction Program, which is now called the Plan for 
Accelerated and Sustained Development to End Poverty - 2005/06-2009/10.  At that time, the 
Council of Ministers of the federal government gave the responsibility for coordinating 
overall nutrition activities in the country to the Ministry of Agriculture and Rural 
Development (MOARD), and established its initial task as being the development of an NNS.  
Within MOARD, the Food Security Coordination Bureau (FSCB) was assigned the task of 
formulating the strategy. 

The FSCB established a national steering committee to draft the NNS in order that the 
Strategy be submitted to the Council of Ministers for approval in the third quarter of 2005.  In 
addition to MOARD, the steering committee included government representatives from the 
Ministry of Health (Family Health Department), the Ministry of Water Resources, the 
Ministry of Finance and Economic Development, and the Disaster Prevention and 
Preparedness Commission.  Several representatives from Ethiopia’s development partners 
also sat on the NNS steering committee – the United Nations Children’s Fund (UNICEF), the 
World Bank, the United States Agency for International Development, the European Union, 
and the Canadian International Development Agency.  Under the overall oversight of the head 
of the FSCB, Berhane Gizaw, the steering committee was chaired by Beyene Haile.  The 
UNICEF representative to the committee, Iqbal Kabir, served as secretary. 

MOARD approached UNICEF-Ethiopia to solicit technical assistance to facilitate the 
development of the NSS, particularly through the provision of both local and international 
experts to guide and contribute broader perspectives to the process.  UNICEF agreed to do so 
and requested the International Food Policy Research Institute (IFPRI) to provide such 
assistance and to coordinate the efforts of local experts in contributing to the formulation of 
the NNS.  In early May 2005, IFPRI research, Todd Benson, working with the assistance of 
Urban Jonsson, senior UNICEF nutrition advisor, drew up terms of reference for the technical 
assistance to the NNS steering committee.  Drawing from the global conceptual framework of 
the causes of child malnutrition (Figure 1.2), it was proposed that a team of local experts be 
assembled to develop background documents on the basic and the three underlying causes of 
malnutrition in Ethiopia.  These background papers would then be used to develop a detailed 
framework for the NNS itself.  This document is a compilation of these background papers. 

By early June 2005, eight local experts had been hired using resources provided by 
UNICEF-Ethiopia.  They were assigned the following topics and tasks: 

• Solomon Bellete – the basic causes of malnutrition in Ethiopia. 

• Demese Chanyalew – food insecurity as an underlying cause of malnutrition. 

• Tefera Belachew – improper care as an underlying cause of malnutrition. 

• Ayele Gebremariam, Abera Kumie, Damene Hailemariam, and Fikru Tesfaye – poor 
health services and an unhygienic environment as underlying causes of malnutrition. 
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• Bantirgu Hailemariam coordinated the efforts of all of the other experts and managed 
day-to-day relations and logistics with the NNS steering committee and with 
UNICEF-Ethiopia. 

Working with Dr. Benson’s supervision, the experts carried out extensive literature 
reviews and participated in field trips to several regions to meet with NNS stakeholders at 
regional and woreda levels.  Assistance was also received from the World Bank.  As part of 
this effort, a World Bank consultant, Eleonora Genovese, compiled an inventory of nutrition-
focused programs and projects in Ethiopia. 

On 8 August 2005, a half-day workshop was held in Addis Ababa at which the team 
of experts presented overviews of the initial drafts of the background documents they were 
preparing.  Extensive comments on the papers were received from the approximately 50 
participants at the workshop.  These were then used by the authors to develop the final 
versions presented in this volume. 

By late August 2005, a detailed NNS framework document was submitted to the NNS 
steering committee.  The NNS steering committee used this framework document to draft the 
Strategy document itself.  The framework document was written by Todd Benson working 
closely with the team of local experts.  It is available as a companion document to this edited 
volume. 

The NNS steering committee finalized a draft Strategy document by late September 
2005.  After disseminating it widely for comment at federal and regional levels, a full-day 
workshop was held in Addis Ababa in mid-November to review the draft Strategy in 
preparation for its submittal for approval to the Council of Ministers.  The work of the experts 
ended with the successful conclusion of this workshop. 

In finalizing these papers for wider dissemination, we gratefully acknowledge the 
editorial efforts of Noora-Lisa Aberman of IFPRI and Kevin Pepper, an intern with UNICEF-
Ethiopia.  Harold Alderman of the World Bank reviewed early drafts and made important 
suggestions to strengthen all of them.  We also thank the national steering committee for the 
NNS for the comments its members provided on these papers and the spirited dialogue they 
provided in discussing the NNS framework document.  In particular, we appreciate the 
leadership provided by Beyene Haile in guiding the NNS formulation process.  Finally, these 
documents could not have been prepared without the financial and logistical resources 
provided by UNICEF-Ethiopia.  In particular, we thank Iqbal Kabir, the Program Officer for 
Nutrition, and Bjorn Ljungqvist, the Country Representative. 

While the papers included in this edited volume have been edited extensively and 
expert comments have been received on them, they have not been subjected to a formal peer-
review.  They are circulated in order to stimulate discussion and critical comment and as 
documentation on the effort in 2005 to formulate a National Nutrition Strategy for Ethiopia.  
Moreover, the findings, interpretations, and conclusions in these documents are those of the 
author(s) and should not be attributed to the government of the Federal Democratic Republic 
of Ethiopia , MOARD, FSCB, the NNS steering committee and its members, UNICEF, or 
IFPRI. 
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CHAPTER 1: THE IMPORTANCE OF IMPROVING NUTRITION FOR 

SUSTAINABLE DEVELOPMENT IN ETHIOPIA 

Todd Benson, PhD 
International Food Policy Research Institute  

Washington, DC, USA 1 

While episodes of severe hunger, such as the 2002 drought emergency, receive 
immediate attention, chronic malnutrition poses a silent and relentless obstacle to economic 
development in Ethiopia. The prevalence of stunted children in Ethiopia - the percentage of 
children under five years of age with abnormally low height for their age - is among the 
highest in the world. Although there has been some improvement in this indicator of long 
term nutritional deprivation in recent years, the national prevalence rate of 52 percent in 2000 
was still significantly above the sub-Saharan average of 34 percent, and only slightly below 
the 1983 level of 60 percent. Moreover, as indicated in Figure 1.1, malnutrition is pervasive; 
no region is exempt from this problem. 

If Ethiopia seeks sustainable human and economic development, failing to pay 
attention to child and maternal nutrition issues is shortsighted. This is the case with respect to 
the human development targets of the Millennium Development Goals, the poverty reduction 
targets of the Sustainable Development and Poverty Reduction Program, and to any objective 
of accelerated income growth. In poorly nourished populations, reductions in hunger and 
improved nutrition convey considerable productivity gains. Such productivity gains are 
necessary for economic growth. In addition, improved nutrition reduces the need for health 
services and thus can free up resources for other pressing investments. It is the existence of 
these sizeable gains, together with cost effective interventions, that underlie the economic 
case for improving child nutrition in Ethiopia. 

Going beyond the critical role that nutrition plays in economic and human 
development, good nutritional status is a cornerstone that affects the health of all people, 
enabling us to reach our fullest potential as individuals and societies. Accordingly, nutrition 
has long been recognized as a fundamental human right, enshrined in key international 
conventions. Freedom from hunger and malnutrition was declared a basic human right in the 
1948 Universal Declaration of Human Rights. The convention ensures that “Everyone has the 
right to a standard of living adequate for the health and well-being of himself and his 
family…” (Article 25). As children are the primary victims of malnutrition, this principle was 
reinforced in the 1989 Convention of the Rights of the Child, ratified by the government of 
Ethiopia. Article 24 of the Convention states that “States Parties recognize the right of the 
child to enjoyment of the highest attainable standard of health…” and shall act appropriately 
“to combat disease and malnutrition” through the provision of “adequate nutritious foods, 
clean drinking-water, and healthcare.” The right to nutrition security is also upheld in the 
constitution of Ethiopia, entrusting the government to act appropriately to ensure that these 
nutritional rights are adequately protected, especially among the most vulnerable – children, 
the elderly, and the infirm. 

This document provides a synthesis of research that was done in an initial assessment 
and analysis stage of the process to develop a National Nutrition Strategy for Ethiopia. This 
chapter of the synthesis report provides a broad, global perspective on the problem of 
malnutrition in society and has two aims. First, it seeks to provide a clear general 
understanding of what are the causes of malnutrition. That is, what are the factors that result 

                                                 
 
1 Dr. Harold Alderman of the World Bank graciously contributed to and commented on this chapter. 
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in our failing to meet the needs of the malnourished among us? To do this, the global 
conceptual framework of the causes of malnutrition is discussed. Secondly, a case is made for 
why addressing malnutrition should be an issue of public policy concern. The discussion 
immediately above is expanded upon to consider both the costs of malnutrition to society and 
the benefits that accrue if malnutrition is prevented. 

Turning more directly to the Ethiopian context, in order to identify those objectives 
and actions that should feature in the nutrition strategy, an assessment and analysis of 
malnutrition in Ethiopia was undertaken along several of the dimensions identified by the 
conceptual framework described in the next section. Four teams of Ethiopian experts were 
employed to undertake research, respectively, into the basic causes of malnutrition and the 
three underlying causes – food security, health services and a healthy environment, and care. 
Synopses of the four reports appear as the remaining chapters in this synthesis document. 
Finally, as an annex to this document, a description of the institutional framework within 
which nutrition-focused activities are currently being carried out in Ethiopia is presented. 

1.1. The Global Conceptual Framework of the Causes of Malnutrition 

Given that maintaining good nutritional status is both a human right and a necessary 
component to address effectively the development challenges that Ethiopia faces, what needs 
to be done to ensure that all Ethiopians are well-nourished? The global conceptual framework 
of the causes of malnutrition presents a useful generalized understanding of how malnutrition 
and/or child death are the outcomes of a multisectoral development problem that can be most 
effectively analyzed in terms of immediate, underlying and basic causes (Figure 1.2). This 
framework has become one of the most familiar images within the international nutrition 
community over the past decade and has helped foster improved understandings and dialogue 
about the nature and causes of malnutrition. 

In the model, malnutrition is viewed as one important manifestation of a larger 
development problem that reaches across multiple sectors and social, political, economic, and 

Figure 1.1: Stunting among children under-five, by region. 
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cultural institutions. As such, the goal is not only to eliminate the manifestation (i.e. the 
symptoms) but also to address the larger development problem itself. This is not to diminish 
the importance of undertaking dedicated efforts to effectively reduce malnutrition and child 
death, but only to be clear that the way in which these manifestations are addressed is critical 
to engineering a sustainable solution.  

The immediate causes of malnutrition and child death are the mutually reinforcing 
conditions of inadequate dietary intake and infectious disease; the underlying causes are 
household food insecurity, inadequate maternal and child care, and inadequate health services 
and health environment; and the basic causes include formal and non-formal institutions, 
political, economic, and ideological structures and systems—representing the perennial 
political, economic, and institutional conflicts that public nutrition programs must work 
within. 

In the conceptual framework, the degree to which the three underlying determinants 
are expressed, positively or negatively, is a question of available resources. These include the 
availability of food, the physical and economic access which an individual or household has 
to that food, the caregiver’s knowledge of how to utilize available food and to properly care 
for the individual, the caregiver’s own health status, and the control the caregiver has over 
resources within the household that might be used to nourish the individual. Additionally, the 
level of access to information and services for maintaining health, whether curative services 
are available, and the presence or absence of a healthy environment with clean water, 
adequate sanitation, and proper shelter all contribute to determining the nutritional status of an 
individual. The relative importance of each must be assessed and analyzed in each setting in 
order to define priorities for action. A sustained healthy and active life is only possible when 

Figure 1.2: Global conceptual framework of the causes of malnutrition. 
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these underlying determinants of the nutritional status of household members are present and 
sufficient. 

Two important points arise from the nature of the underlying determinants of 
nutritional status. First, the three underlying determinants make explicit the cross-sectoral 
nature of any comprehensive effort to improve the general nutritional status of the population. 
We see, for example, that agriculture is important for the quantity and quality of food 
available; education, so that the nutritional care provided is appropriate; health care, so people 
can effectively utilize available nutrients; and so on across multiple and most sectors. Any 
one sector operating in isolation likely will not succeed in significantly enhancing nutrition 
security in a sustainable manner. 

Secondly, the overlapping ovals of food, health, and care are meant to imply that 
these three are related to each other in complex ways. These inter-relationships must be 
analyzed and properly understood in a given context in order to design appropriate actions. 
For instance, food secure households may still contain malnourished children because the 
burden of women’s agricultural and other work or inadequate knowledge may compromise 
the quality of child care. Moreover, efforts to increase household food security may either 
increase or decrease child (and maternal) malnutrition, depending upon how these increases in 
production are achieved. Similar contingencies exist between care and health. 

The quality of the underlying determinants of nutritional status for a household is 
dependent to a considerable degree on how available resources are distributed within society. 
In examining these issues, here the framework moves from the realm of the individual and 
household to the political. The availability of nutrition resources at the household level is 
linked to a set of basic determinants, which are themselves a function of how society is 
organized in terms of economic structure, political and ideological expectations, and the 
institutions through which activities within society are regulated, social values are met, and 
potential resources are converted into actual resources. Policy processes by which decisions 
are made as to what constitutes the common good and the broad objectives of a society are a 
central element of these basic determinants and at the core of where any changes in their 
nature – and sustainable improvement in the aggregate nutritional status of a society – will 
occur. In many ways, the formulation of the Ethiopia National Nutrition Strategy is situated 
within this constellation of elements, seeking to arrange them appropriately so that all 
Ethiopians enjoy improved nutritional status as a consequence. 

1.2. Nutrition as an Element of Public Policy Concern 

The discussion now turns to an argument for why a National Nutrition Strategy is 
needed for Ethiopia. This is done by considering the magnitude of the burden malnutrition 
imposes on Ethiopian society and the increased potential that would be open to a well-
nourished population. This section ends by considering the interplay between economic 
growth and the prevalence of malnutrition. 

1.2.1. The economic consequences of malnutrition 

In addition to the consequences of malnutrition on non-economic measures of poverty 
such as those reflected in the Millennium Development Goals, child malnutrition imposes 
substantial economic costs on the economy. 

• Malnutrition leads to higher mortality and the loss of the economic potential of the 
child. 

• Malnourished survivors have higher morbidity, requiring additional health care 
services and divert the time of caregivers from productive activities. 

• Malnutrition leads to lower cognitive development and, thus, slower learning 
throughout life. 
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• Malnutrition also leads to fewer years of completed schooling on average due to late 
enrollment, increased grade repetition, absenteeism, and earlier dropout. This, as well 
as the impaired cognitive development mentioned above, means that malnourished 
children end up as less productive adults. 

• There are additional productivity losses arising from the direct link between stunted 
physical stature and reduced physical productivity. 

Each of these channels can have considerable costs. For example, children born with 
low birthweight – reflecting, in part, the nutritional status of their mother – have a three-fold 
increase in infant mortality. Similarly, globally, malnutrition is associated with more than half 
of all child deaths through increasing the risk factors of other child illnesses. While any 
attempt to assign an economic cost to this excess loss of life is futile, it is readily apparent that 
the achievement of the MDG for child mortality is hampered by the slow pace of 
improvement in nutrition.  

The economic costs of increased health care required for malnourished children 
includes both the increased number of days for hospitalization, where these services are 
available, and the costs of outpatient care. In Brazil, for example, malnutrition leads to a 
doubling of the rate of hospitalization for dehydration and a 50 percent increase in 
hospitalization for pneumonia. While estimates of excess health costs due to malnutrition are 
not available for Ethiopia, preventing malnutrition with effective low costs measures can free 
health resources to address other pressing needs, including HIV/AIDS and malaria. 

There is considerable global evidence to allow estimates to be made of the loss of 
lifetime earnings due to the impact of malnutrition on years of schooling, affecting both the 
schooling MDG as well as future earnings. For example, if the average child in Zimbabwe 
were to have the same nutritional status as those in the well-nourished international reference 
population for child growth, they would earn 12 percent more income in their lifetime due to 
increased schooling. An additional consequence of malnutrition is lower IQ, which not only 
affects the years of schooling a child receives but also the quality of learning in school. In 
addition, studies in East Africa as well as in higher income countries have shown that on 
average workers with low cognitive abilities receive lower wages than other workers with 
similar levels of schooling do. From a range of international estimates, the economic 
consequences of decreased cognitive abilities due to malnutrition can be estimated to result in 
about a 10 percent loss of lifetime earnings for each malnourished child. 

Ethiopia, with its comparatively high rates of malnutrition, loses hundreds of millions 
of dollars of productivity every year to these types of nutritionally-related cognitive 
impairments. This is not just a consequence of stunting or of low birthweight. Iodine 
deficiency, which results in irreversible impairment of intellectual capacities, is widespread in 
Ethiopia. This single micronutrient deficiency has been estimated to cost the Ethiopia 
economy 1.35 billion birr annually. 2 

1.2.2. The benefits that accrue from combating malnutrition 

Given these consequences of malnutrition, programs that prevent malnutrition can be 
shown to have high economic rates of returns. For example, every dollar spent on including 
nutrition in integrated child health promotion will lead to a return of 10 dollars in terms of 
increased earnings and lower medical costs, even when future earnings are discounted using 
standard economic accounting procedures. Promotion of proper breastfeeding has similar high 
rates of return. Returns to micronutrient interventions are generally even higher, reflecting the 
comparatively low cost of providing such nutritional supplements. There is an extensive 

                                                 
 
2  As reported by the Ethiopian nutrition PROFILES analysis (Ethiopian PROFILES Team & 
AED/Linkages 2005). 
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experimental body of evidence that both iodine and iron supplementation or fortification 
provides economic benefits more than 100 times the cost of the interventions. Similarly, the 
benefit-to-cost ratio for vitamin A programs is estimated to be more than 40 to one (Behrman 
et al. 2004). 

Recently a panel of economists including three Nobel laureates was asked to rank the 
expected rate of return of 17 possible development investments covering education, health, 
water and sanitation, trade reform, private sector deregulation and also including nutrition. By 
this committee’s consensus, only addressing HIV/AIDS was considered as effective an 
intervention as addressing micronutrient deficiencies. Programs to address child stunting were 
also ranked as highly effective in economic terms. Few development investments exceed the 
returns offered from those that accrue from tackling malnutrition. 

Moreover, the intervention that was deemed to have the highest rate of return – 
combating HIV/AIDS – has a strong tie with investments in nutrition. Nutrition affects 
HIV/AIDS since nutritional status will influence the progression of the disease. Conversely, 
HIV/AIDS adds to the problem of hunger and malnutrition directly by reducing the income 
and food security of affected households and by interfering with the intergenerational 
transmission of agricultural skills. In addition, young orphans and children with chronically ill 
caregivers risk higher rates of malnutrition. HIV also imposes a dilemma in assessing the 
increased risks of breastfeeding against the risks of not breastfeeding and, therefore, makes 
the need for proper nutritional education all the more pressing. 

In addressing malnutrition in society, two nutritionally vulnerable groups should be 
targeted especially - children under two years of age and pregnant and lactating women. This 
reflects a coinciding of both biological and economic considerations. In most low-income 
countries, including Ethiopia, growth faltering begins in the first six months of life; age 
specific malnutrition rates generally increase until about two years of age and then level off 
(Shrimpton et al. 2001). Rarely does a child who is stunted at age two catch up more than a 
portion of the gap from international standards – to a large degree, the stunting is permanent. 
Thus, the window of opportunity to prevent malnutrition is relatively narrow. This vulnerable 
age bracket is also the time of peak risk of child mortality, as well as the time that a child’s 
brain is growing most rapidly. Preventing malnutrition at this age can avoid comparatively 
ineffective later attempts to reverse health and cognitive impairment. 

Pregnancy is also a period of higher risk and, correspondingly, a time that 
preventative measures can be most effective. In particular, folate or iodine deficiency in early 
pregnancy can cause irreversible defects for the child. Similarly, iron deficiency anemia 
increases the risk of maternal mortality and of low birthweight babies. High-energy outlay or 
low food intake in the third trimester of pregnancy can also lead to low birthweight. 

Prioritization of programs to address the needs of mothers can lead to substantially 
higher returns to investments. For example, while on a global basis the benefits of reducing 
iron deficiency is in the range of $40-50 per capita they are $82-$140 per pregnant woman 
(Behrman et al. 2004). In the former case, the majority of the benefits come from increased 
productivity stemming from increased work capacity for all age groups as well as a lesser 
amount from improved learning. In the latter case, the benefits come largely from improved 
birth outcomes including – but not limited to – reductions in low birthweight births.  

Not only does failure to address the nutritional needs of pregnant women and very 
young children generally leads to lasting consequences for a child, these transmit over 
generations. Firstly, this is because, as mentioned, malnourished children later in life will earn 
less on average than their well nourished neighbors and, therefore, have fewer resources to 
provide their children. Secondly, women who were malnourished as children have a higher 
risk of adverse pregnancy outcomes when they become mothers (Ramakrishnan et al. 1999). 
Moreover, these women are more likely to give birth to infants with low birthweight who thus 
will face the effects of malnutrition diminishing their potential from the day they are born. 
This process is shown in the diagram in Figure 1.3. 
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1.2.3. Will robust economic growth reduce malnutrition? 

Economic growth does lead to reduced malnutrition. This has been shown with cross-
country studies as well as comparisons of nutrition among different income groups within 
countries in every continent. Ethiopia is no exception to the global pattern. However, the rate 
of improvement with income growth is moderate. It is estimated that 2.5 percent per capita 
income growth in Ethiopia for 15 years will only reduce malnutrition by 3 or 4 percent 
(Christiaensen & Alderman 2004). Of course, higher rates of income growth will make 
even greater inroads into malnutrition, but globally, in the absence of specific programs, 
malnutrition tends to decline at half the rate that income grows. Thus, it would take a 
doubling of per capita income to bring the malnutrition rate down to 30 percent.  

Looking at this from another perspective, given the impact of malnutrition on health 
and productivity, poor nutrition is an obstacle to accelerated income growth. Moreover, 
failure to address malnutrition places a long-term drag on the entire economy. If malnutrition 
is not addressed in early childhood, subsequent interventions or economic prosperity, at best, 
will only partially reverse the consequences. 

On a global average, poverty incidence falls at twice the rate that an economy grows 
(Ravallion 2001). Thus, an economic growth rate of 10 percent would lead to an expected 5 
percent decline in rates of malnutrition, but might achieve a 20 percent decline in poverty. 
One possible reason for the differences in the rates of decline of malnutrition compared to 
income poverty is that poverty reduction measures growth in private consumption which 
closely tracks national income growth. In contrast, improvements in malnutrition are induced 
by public expenditures as much as they are affected by private consumption, even food 
consumption. For example, it is well known that improved sanitation and access to clean 

Figure 1.3: Intergenerational link of malnutrition. 
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water can have significant impact on malnutrition. Modest increments to a household’s 
income are, however, unlikely to affect such access to the degree that public investment can.  

Moreover, increases in income may have an immediate impact on income poverty yet 
also take a generation or more to affect fully the consequences of poverty. School enrollment, 
particularly the enrollment of girls, will almost certainly expand as incomes increase. This 
will eventually lead to improved health and nutrition, but mainly when the current students 
become parents. Similarly, as mentioned, an important lagged effect of malnutrition in young 
girls is the influence this has on the birthweight of the children born to them later in life. This 
lag also slows the response of nutrition to changes is current income and contrasts with the 
potentially more rapid impact of improvements in nutritional knowledge. It is well known that 
specific nutritional knowledge and understanding of child care has an important role in child 
health. While schooling contributes to this knowledge, there is an equally important role of 
specific programs to impart information relevant to improved health care. These programs are 
not, however, an automatic and immediate consequence of increased income but reflect 
investments in health systems, for which the government must take primary responsibility. 

The SDPRP acknowledges the important of nutrition as a poverty issue in Ethiopia 
but primarily as a matter of food security and relief (MOFED 2002, pp. 34, 36, & 66). From a 
broader perspective, nutrition is a development issue, with high economic returns stemming 
from investments in health and sanitation, in specific programs to convey knowledge about 
child care, and in measures to improve food security. Much progress in reducing malnutrition 
can be achieved if existing strategies, such as those regarding health extension and for 
enhancing food security, achieve their objectives. However, strategies such as the health and 
food security strategy have multifaceted objectives and given the multifaceted nature of 
nutrition as outlined in the global framework discussed above, nutrition is often a secondary 
priority within any sector strategy and does not feature among the regular responsibilities of 
line ministries. Moreover, as many efforts to improve nutrition involve coordination at the 
woreda and kebele level in order to communicate effectively with stakeholders and service 
providers, there is much potential value in achieving harmonization of programs across 
ministries. This is, indeed, among the goals of the national nutrition strategy.  
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CHAPTER 2: THE BASIC CAUSES OF MALNUTRITION IN ETHIOPIA 

AN ASSESSMENT AND ANALYSIS OF MACRO AND CROSS-CUTTING ISSUES 
CONTRIBUTING TO MALNUTRITION 

Solomon Bellete, PhD 
Rural Development Consultant 

Addis Ababa 

Executive Summary 

The global framework of the causes of malnutrition has been used as a starting 
concept for the preparation of this report, which is presented as a contribution to the design of 
the National Nutrition Strategy for Ethiopia. The framework articulates three levels of 
analysis to identify and analyze the causes of malnutrition that ult imately results in death or 
an extremely malnourished child as a negative outcome. This report focuses on the level of 
analysis dealing with the basic causes or determinants of malnutrition. The basic causes are 
well known to most people working in the areas of nutrition and agriculture. These causes 
operate at various levels of society, from international, to national, to community levels, and 
to households and individuals. They involve a set of complex processes of vertical and 
horizontal relationships. In addition, one level of analysis (basic causes) may interact with 
another level (underlying or immediate causes), thus creating difficulties to make precise 
distinctions of the levels and hierarchies.  

In the report, major effort is put to identify the most critical basic causes of 
malnutrition in Ethiopia based on certain criteria, particularly the potential to exert noticeable 
impact and amenability or bring about desirable change through the provision of public goods 
and services. 

Thus, the report starts with the introduction of the conceptual framework and a brief 
exposition of the historical situation. This is followed by a description of who the 
malnourished are in Ethiopia and the current trends of malnutrition at national and regional 
levels. The report is mainly focused on the identification and content of the basic causes of 
malnutrition at three levels: the international, the national, and the household and community 
level. Each of these is further subcategorized. The causes under the national level are 
subcategorized under (a) natural resources, (b) human resources, (c) institutions, and (d) 
government development commitments and priorities.  

The report concludes with key implications of the assessment of the basic 
determinants of malnutrition and future directions. It is felt that further screening of the basic 
determinants may be required to ensure compatibility and workability that could fit 
synergistically with other development strategies and to avoid duplication. However, 
diversification of export products and services are key interventions at the international level 
to improve nutrition in Ethiopia. The conservation, proper utilization, and management of 
land and water resources, literacy, and skill development for rural youth and food and 
nutrition-focused education to women are key determinants at the national level. Developing 
household livelihood systems that maximize the creation and building of their assets and 
change in the conventional cultural practices that are detrimental to the nutritional status of 
children and women should be considered as major determining sets of factors to positively 
impact nutritional status at the household level. 
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2.1. Introduction 

In the early 1960s, the then Imperial Ethiopian Government recognized the 
importance of identifying the nutritional status of the Ethiopian people by inviting Swedish 
nutritionists to advise on the problem of nutrition in Ethiopia and to establish the Ethio-
Swedish Pediatrics Clinic of which the Children Nutrition Unit (CNU) was the most 
important research and application department. The CNU focused on the development and 
preparation of weaning foods for infants and children less than 5 years of age, strengthening 
of laboratory food analysis, and the preparation of balanced food recipes from local staple 
ingredients. Field stations were established at sites representing the food habits of Ethiopians 
living in different localities of rural and urban areas. The findings and result of the activities 
of the CNU were documented in a number of publications and monographs. The Pediatric 
Clinic was incorporated into the Ethiopian Nutrition Institute (ENI) when ENI was 
established under the Ministry of Health in 1968.  

However, studies conducted in the late 1950’s and 1960s confirmed that the physical 
status of the population, in relation to the energy required to accomplish different tasks, was 
at a low level. The average body weight of adults at the national level was about 18 percent 
below the standard at that time (ONCCP 1982). Thus, the establishment of ENI was a 
milestone in pursuit of knowledge for dealing with the serious problems of malnutrition in 
Ethiopia through training and research by collecting and disseminating data and information 
on nutritional status among various groups. Although limited in coverage, surveys were 
conducted on the nutritional status of various socio-economic groups (semi-pastoralists, 
enset-growing farmers, cereal-based farming households, and urban dwellers) between 1963 
to 1968 that include both direct (clinical, laboratory, anthropometrics) and indirect 
(production, mortality rate, disease burden) measurements. The results showed that the 
population faced serious shortages in energy, protein, and micronutrients as compared to 
international standards (ibid, 9). 

Understanding the problem of nutrition in a developing country like Ethiopia and 
arriving at a consensus on the synergies and the integration of various causes of malnutrition 
are deemed essential as a background for the development of a National Nutrition Strategy 
(NNS). Three clusters of causes of malnutrition are identified as key sets of determinants for 
the process of developing the NNS. These include the immediate causes, the underlying 
causes, and the basic or root causes. This report focuses on the basic causes or basic 
determinants of malnutrition.  

This report consists of the following sections. After this introduction, a definition of 
malnutrition and a conceptual framework on the causes of malnutrition, the global framework, 
along with historical background on past scientific investigations of malnutrition and its basic 
causes are presented. In section 2.2, a description of the major identifying characteristics of 
the malnourished in Ethiopia and trends in malnutrition are presented. Section 2.3 identifies 
and describes in detail the basic causes of malnutrition in Ethiopia, examining the macro and 
structural characteristics of the socio-economic, political, cultural, and institutional structures 
as they relate to malnutrition. Key implications of the assessment of the basic determinants of 
malnutrition are presented in section 2.4, while section 2.5 presents a summary of the findings 
and recommendations for future directions in formulating a sustainable National Nutrition 
Strategy. 

2.1.1. Defining Malnutrition 

The concept of nutrition and its manifestation as malnutrition (both under and over 
nutrition), involves complex processes at multiple levels, from indiv idual to the household to 
the community to the national and international levels. A UNICEF Policy Review paper states 
that, from the perspective of developing countries, “malnutrition results from inadequate 
intake of nutrients and/or from disease factors that affect digestion” among which protein-
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energy malnutrition (PEM), nutritional anemia, vitamin A deficiency, and iodine deficiency 
disorders (IDD) are the most serious nutritional problems (UNICEF 1990). It has been shown 
through various studies that children and women are the primary victims of malnutrition who 
suffer the most lasting consequences. Although closely related, nutrition security is 
sometimes confused with the related concept of food security. Food security refers to physical 
and economic access to food items for a healthy and productive life of individuals at a 
household level, while the concept of nutrition includes access to health and care, as well as 
food, for individuals at the household level. Nutrition is seen from a security point of view in 
line with food security. Thus, we may define nutrition security as a situation when a 
household attains secure access to food coupled with a sanitary environment, adequate health 
services, and knowledgeable care (Benson & Shekar 2005). 

It is important to recognize that the primary focus of this paper will be on chronic 
malnutrition and on the basic causes of malnutrition. However, acute malnutrition 
emergencies resulting from natural, man-made, and market shocks will be considered within 
the National Nutrition Strategy as an integral component. 

2.1.2. Conceptual Framework of the Causes of Malnutrition—The Global 
Framework 

As a result of UNICEF’s child nutrition interventions in Africa and other parts of the 
world in 1980s and particularly based on the experiences of the Joint Nutrition Support 
Program (JNSP) in Iringa, Tanzania and elsewhere, UNICEF developed a comprehensive 
nutrition strategy in 1990 (UNICEF 1989). The objective of the strategy was “to empower 
families, communities, and government to improve nutrition of women and children on the 
basis of adequate information and sound analysis” (UNICEF 1990, 12). 

The main elements of the strategy include (a) a method of assessment, analysis, and 
action (Triple A) and (b) a conceptual framework for the analysis of the causes of 
malnutrition. Triple A involves the iterative process of dealing and responding to problems 
associated with malnutrition, while the conceptual framework helps to identify and clarify the 
causes of malnutrition (ibid, 17). 

The global conceptual framework developed by UNICEF identifies malnutrition and 
death in children and women as the result (final outcome) of a long sequence of 
interconnected events. (See Figure 1.2 in previous chapter.) These events can be classified as 
components of three major groups of causes: the basic, the underlying, and the immediate 
determinants of malnutrition. First, inadequate dietary intake and disease are considered the 
most significant immediate causes of malnutrition of children and women. Secondly, the 
underlying causes for inadequate dietary intake and diseases can be numerous. These are 
context-specific and the most important fall within the three interrelated groupings of 
insufficient food availability and access, inadequate care for children and mothers, and 
insufficient health services and inadequate provision of a healthy environment (e.g. clean 
water and sanitation). Finally, the major basic or structural causes of malnutrition in the 
hierarchy include economic, technological, political, cultural, and institutional structures and 
processes, the means of control of physical resources, and the level of human development. 
This paper examines the various sub-components of the basic causes of malnutrition in 
Ethiopia as presented in detail in section 2.3 below. In order to capture the distinctive roles of 
the basic causes or determinants, they are presented in three groups or levels, the 
international, national, and sub-national or household/ community levels.  

The three categories of causes of malnutrition function synergistically with each 
other. It is also important to recognize that there are horizontal cause and effect relationships 
at all levels, although these linkages are somewhat more obvious for the underlying causes – 
the food—care—health trio. Figure 1.2 in the previous chapter shows the interrelationships of 
the global framework as originally envisaged. Other versions of the framework, without 



12 

violating the basic tenets presented above, have also been developed in considering different 
sorts of nutrition interventions. 

2.1.3. Historical Background 

The science of nutrition emerged in the early twentieth century with the development 
of scientific research and enquiry in biochemistry and related sciences. With increased depth 
of research and better capability in the development of instruments for the measurement of 
objective indicators and outcomes, since World War II the attention of the scientific 
community as well as the development community has shifted to broader aspects of child 
survival as a dominant policy goal. In recent years, more attention has focused on attaining 
adequate micronutrient intake and other selective health interventions as dominant strategies 
(Pelletier & Frongillo 2002, 2). 

As pointed out above, serious focus on human nutrition in Ethiopia started in 1960s 
with the assistance of American and Swedish experts. The Ethio-Swedish Pediatric Clinic, 
later called the Ethiopian Nutrition Institute (ENI), was established as a semi-autonomous 
agency in 1968 under the Ministry of Health to deal with serious problems of malnutrition. 
This was done through training and research and by collecting and disseminating data and 
information on nutritional status among various groups in Ethiopia. Since the early years, the 
institution has been technically assisted and nurtured by Swedish bilateral assistance. Various 
support programs on nutrition were also forthcoming to ENI from UNICEF and WHO in the 
1970s and 80s. FAO through its Technical Cooperation Program had been involved in an 
effort to develop nutrition policy in the 1980s under the auspices of the Ministry of 
Agriculture and the former National Committee for Central Planning. 

In December 1986, a workshop was held at Alemaya University on the development 
of a Food and Nutrition Strategy through the participation of local and international experts. 
The workshop resulted in guidelines for the formulation of the strategy. Preparation continued 
with a team of multidisciplinary Ethiopian experts and the draft strategy underwent a series of 
revisions until the change of government in 1991. 

In the 1990s, there was a major shift of emphasis and ENI was transformed into 
Ethiopian Health and Nutrition Research Institute (EHNRI), with a narrower focus on 
micronutrient and health-related clinical investigations. In one of the recent unpublished 
documents of the World Bank, it is indicated that there has been a decline in the prominence 
given to nutrition in programs and policy debates in the 1990s, concurrent with the departure 
of professionals from the Research Institute and due to a fragmentation of nutritional 
responsibilities to government agencies such as the Ministry of Economic Development and 
Cooperation, the then Ministry of Agriculture, and the Ministry of Health (MOH). However, 
drawing in part on earlier work on a Food and Nutrition Strategy, the National Food Security 
Strategy initially received government approval in 1996. A revised version was approved in 
March 2002 (FDRE 2002). 

In November 2003, another attempt was made by the MOH to draft a National 
Nutrition Policy based on the Essential Nutrition Actions (ENA) (MOH 2003b). A draft 
proposal for a National Nutrition Policy was presented for discussion at MOH. The 
underlying causes of malnutrition are outlined in the document and priority areas of 
interventions are presented in the document. The behavior change communication (BCC) 
approach is taken as the basis for defining the objectives, priority actions, and strategies for 
the implementation of those actions, centered on the Essential Nutrition Actions (ENA). It 
was intended that this document would be implemented as a component of the Health Sector 
Development Program III and, for cross-sectoral initiatives under the policy, as a component 
of relevant development programs in other collaborating sectors. However, the document 
never reached either stakeholders for discussion or higher officials for approval. 
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2.1.4. Institutions Concerned with Nutritional Status  

There has been a multiplicity of reorganizations of government institutions in the last 
four years, both at federal and regional levels. Until recently, the nutrition program was 
housed in two separate institutions: the MOH and Ministry of Agriculture and Rural 
Development (MOARD). The Nutrition Surveillance Unit under DPPC and UNICEF, the 
Welfare Monitoring Surveys of MOFED and CSA, and EHNRI under MOH are the major 
sources of information on nutrition. 

With particular reference to institutions generally concerned with nutrition in 
Ethiopia, few have strong records of accomplishment. Many have not been operating long 
enough to have made a visible impact and/or have not been provided with adequate resources. 
Some lack a sound conceptual construct to deal with multi-sectoral processes such as 
nutrition, lack results-based performance evaluation processes, or lack clear guidelines on 
accountability, authority, and the use of the resources committed to their operation. 

2.2. Who are the Malnourished in Ethiopia 

The demographic, geographic, and socio-economic characteristics of the 
malnourished are described below. The manifestations of malnutrition outcomes are 
expressed in internationally accepted measurements that reflect the chronic nature of 
malnutrition.  

2.2.1. Demographic Dimensions  

Based on nationwide data coverage, the analysis profile of MOFED’s Welfare 
Monitoring Unit for 1995/96 and for 1999/00, and the results of the Ethiopia DHS 2000 
survey, the prevalence rate of stunting (shortness in relation to age) of children up to the age 
of 5 years was found to be about 57 percent as compared to the figure of 66.6 percent in 
1995/96. The prevalence rate of stunted children appeared to be higher for males as compared 
to the females, particularly in rural areas. A declining trend is shown between the two survey 
years. Table 2.1 presents the prevalence rate of stunting for children under five years of age. 

2.2.2. Geographic Dimensions  

The regional profile of stunting in children less than 5 years old is shown in Table 2.3 

Table 2.1: Child stunting in Ethiopia, percent of children aged 6-59 months. 

Location 1995/96 1999/00 

  Male Female Total Male Female Total 

Stunted 68.1 65.1 66.6 58.1 55.5 56.8 
Ethiopia 

Severely 
stunted 

45.2 42.2 43.7 32.0 30.6 31.3 

Stunted 70.0 66.7 68.4 59.4 56.4 57.9 
Rural 

Severely 
stunted 

47.4 43.8 45.6 32.9 31.6 32.3 

Stunted 56.6 55.2 55.9 44.0 45.0 45.5 
Urban 

Severely 
stunted 

32.1 31.9 32.0 21.5 20.4 21.0 

Source: MOFED 2002a, 55. 
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below. For the most recent survey year (1999/00) the prevalence rate of stunting is found to 
be highest in Amhara (65 percent) followed by Tigray (60 percent), SNNP (57 percent) and 
Oromia (54 percent). The lowest prevalence rate of stunting is reported for Addis Ababa (37 
percent), Dire Dawa (39 percent), and Gambella (40 percent).  

Table 2.2 shows the prevalence of stunting in children for urban and rural locations 
on a regional basis; and, in all cases, a declining trend is observed between the survey year of 
1995/96 and 1999/00. 

2.2.3. Socio-economic Dimension 

On the basis of income groups, for which expenditure quintiles serve as a proxy, 

Table 2.2: Comparison and trends in rural and urban levels of stunting, by region, percent of 
children aged 6 - 59 months. 

Region Urban Rural 

 1995/96 1999/00 1995/96 1999/00 

Tigray 69.6 41.3 74.5 61.1 

Amhara 63.4 56.3 73.4 65.1 

Oromia 56.9 46.2 61.9 54.2 

SNNP 55.3 42.3 69.0 57.3 

Harari  43.2 37.5 - - 

Addis Ababa 45.7 36.6 - - 

Dire Dawa 47.7 36.2 - - 

Source: MOFED 2002a, 56. 

Table 2.3: Regional profile of stunting by gender (1999/00), percent of children aged 6 - 59 
months. 

Region Stunted Severely Stunted 

 Male Female All Male Female All 

Tigray 57.9 59.8 58.9 29.7 34.1 31.8 

Afar 36.8 46.9 41.8 17.5 30.1 23.8 

Amhara 66.2 63.0 64.6 38.6 36.4 37.5 

Oromia 54.9 52.2 53.6 27.9 27.3 27.6 

Somali 50.3 45.6 48.0 31.4 28.4 29.9 

Benishangul 53.3 49.6 51.4 29.6 25.0 27.2 

SNNP 58.8 54.1 56.5 35.6 31.1 33.4 

Gambella 42.5 38.0 40.2 19.8 15.7 17.7 

Harari 49.5 44.1 46.9 26.1 18.6 22.5 

Addis Ababa 34.4 39.5 36.9 15.4 18.4 16.8 

Dire Dawa 39.3 39.4 39.3 16.6 16.5 16.6 

Source: MOFED 2002a, 55. 
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Table 2.5 shows that prevalence rate of child stunting, as a measure of chronic malnutrition, 
was strongly correlated with expenditure quintiles. Thus households within the highest 
expenditure quintile have lower rates of prevalence of stunted and severely stunted children 
than those in other quintiles. However, the correlation between the prevalence rate of wasting 
(low weight for height – an indicator of acute malnutrition) and expenditure quintiles is weak 
and not statistically significant. 

The results of the DHS 2000 survey for Ethiopia show a positive relationship between 
mothers’ education and the nutritional status of their children as presented in Table 2.4. The 
prevalence rate of stunting declines from about 53 percent for children whose mothers have 
no education to about 33 percent for children with mothers who attended secondary 
education. The proportionate decline with increases in mother’s educational level is even 
greater for those children who suffer from severe stunting. 

2.2.4. Micronutrient Deficiencies 

Vitamin A Deficiency (VAD): Vitamin A is an essential micronutrient for normal 
vision. Its deficiency may result in progressive night blindness and Bitot’s spots, corneal 
scars, and vision disorders, among others. A nationwide study among school children has 
confirmed that Bitot’s spot was present in 1 percent of all children, with the highest 
prevalence in pastoral (1.6 percent) and food crop-producing (1.1 percent) areas and the 
lowest in cash crop producing (0.4 percent) and enset production (0.0 percent) areas (Zewditu 
et al. 2001, 62). The WHO cutoff for Bitot’s spot to indicate a high prevalence of VAD is 0.5 
percent. In addition to supplementation programs for Vitamin A, the consumption of Vitamin 

Table 2.4: Educational level of mother and the prevalence rate of stunting, percent of children 
aged 6 - 59 months. 

Nutritional status 
of children Mother’s educational level 

 No 
Education 

Primary 
Education 

Secondary 
Education 

Stunted 52.9 49.1 32.9 

Severely stunted 27.5 22.4 11.0 

Source:  CSA & ORC Macro 2001, 154. 

Table 2.5: Child wasting and stunting prevalence in Ethiopia by expenditure quintile 
(1999/00), percent of children aged 6 - 59 months. 

Nutritional 
Indicator Expenditure Quintile  

 Poorest 2 3 4 Least Poor Correlation 

Wasted 9.5 10.3 10.1 7.8 9.5 -0.3838 

Severely 
wasted 1.5 2.6 2.6 1.6 1.9 -0.0392 

Stunted 59.8 57.9 56.6 56.8 47.4 -0.8207 

Severely 
stunted 36.3 33.3 30.2 28.4 23.4 -0.9798 

Source: MOFED 2002a, 52 & 55. 
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A rich food through popularization and educational media campaigns can contribute to 
significantly reducing VAD. 

Iron Deficiency Anemia (IDA): IDA is the most common nutritional deficiency in 
developing countries, although the limited studies carried out in Ethiopia have shown mixed 
results. For the majority of the studies, the high prevalence rate of anemia (above 40.5 
percent) was found to be due to parasitic infection and malaria and was not exclusively of 
nutritional origin (ibid, 64). 

Iodine Deficiency Disorder (IDD): Iodine is an essential element of the thyroid 
hormones, which are basic ingredients for normal growth and physical and mental 
development in humans and animals. The effect of IDD goes beyond the most familiar one of 
goiter and is recognized as the greatest cause of preventable brain damage and mental 
retardation globally, estimated to affect about 30 percent of the world’s population. In 
Ethiopia, a goiter survey conducted by ENI revealed that about 50,000 prenatal deaths occur 
annually due to IDD, about 26 percent of the population has acquired goiters, and about 62 
percent of the total population is at risk of IDD (ibid, 65). Attempts are being made to 
establish iodization facilities for the production of iodized salt in Ethiopia. It is reported that 
at the time of writing about 28 percent of Ethiopian households were consuming iodized salt 
(MOH 2004b). In Asia, in contrast, iodized salt is used by 60 percent of households (Mason 
2000, 64). 

Breastfeeding and supplementation: It is the tradition and culture of nearly all ethnic 
groups in Ethiopia to exercise breastfeeding as common practice. While breast-feeding is 
practiced by nearly 100 percent of mothers of infants in rural areas, it is less common in urban 
areas, particularly among educated women. The biggest challenge to proper feeding of young 
children is the unavailability of nutritious and affordable weaning foods for children 6 to 11 
months old and above. This is the critical period in the life of the child that determines the 
physical and mental development over her or his lifecycle. 

2.2.5. Trends in malnutrition  

National Nutrition Surveys were carried out by CSA in 1983, 1992, and 1998, which 
focused on rural Ethiopia. Based on data collected, the three indicators of protein-energy 
malnutrition (PEM) include weight-for-age (underweight), height-for-age (stunting) and 
weight-for-height (wasting) could be computed. As shown in Table 2.6, data collected in 1983 
and 1992 indicated that the underweight prevalence rate for rural areas increased from 37.3 
percent to 46.9 percent respectively for children 6 to 59 months of age. The prevalence 
declined to 42 percent in 1998 in children of 3 to 59 months of age. The decline during this 
period needs to be qualified due to the inclusion of the lower age group. The prevalence of 

Table 2.6: Trend in prevalence rates of underweight, stunting, and wasting, percent of 
children under 5 years of age. 

Status of children CSA Surveys 
Ethiopia 

DHS 

 1983 1992 1998 1999/00 

Underweight  
(weight-for-age) 

37.3 46.9 42.0 47.2 

Stunting 
(height-for-age) 

60.7 64.0 52.0 51.5 

Wasting 
(weight-for-height) 

8.0 9.3 9.0 10.5 

Source:  CSA 1999; CSA & ORC Macro 2001. 
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underweight children 6 to 59 months of age is estimated to be 47 percent in the Ethiopia DHS 
2000 study (CSA & ORC Macro 2001). This represents a further increase of 5 percent, which 
is probably due to the drought of 1990/00. 

The height-for-age (stunting) prevalence for rural Ethiopia increased from 60.7 
percent in 1982/83 to about 64 percent in 1992.  3 However, there was a noticeable decline in 
stunting reported in 1998 with 52 percent of the children 3 to 59 months of age being 
classified as stunted (CSA, 1999, 226-27). The Ethiopia DHS of 2000 estimated that 51.5 
percent of children under 5 years of age were stunted (CSA & ORC Macro 2001, 154). 

The weight-for-height (wasting) prevalence picked up slightly from 8 percent of 
children 3 to 59 months of age in 1992 to 9.3 percent in 1992 for rural Ethiopia and then 
showed a marginal decline to 9 percent in 1998 (CSA 1999, 228). The proportion of wasted 
children increased to 10.5 percent in the DHS 2000. The higher level in 2000 is probably due 
to prevailing drought in that year, since wasting is a measure of acute malnutrition. 

The trend for all measures of malnutrition are found to be among the highest in the 
world, with figures not showing any significant improvement over the last twenty years, 
except for the prevalence rate of stunting which shows a decline of about 0.5 percentage 
points per year. 

Studies on malnutrition of adults (PEM) are scarce in Ethiopia except in some pocket 
studies conducted by NGOs (Zewditu et al. 2001, 62) and the Ethiopia DHS of 2000. The 
body mass index (BMI) is used as an indicator to measure the nutritional status of women and 
a high prevalence of chronic energy deficiency. The DHS found that 30.1 percent of women 
15 to 49 years of age have a low BMI (< 18.5 kg/m2). 

2.3. The Macro and Cross-cutting issues (Basic Causes) of Malnutrition in 

Ethiopia 

The macro and cross-cutting issues as basic determinants of malnutrition can be 
viewed from various angles and dimensions. The most important aspect of illuminating and 
describing these causes of malnutrition is to establish causality within the complex nature of 
nutrition in the various stages, scales, and hierarchies that lead to the final outcome at the 
level of the child and his or her nutritional status. Without undue alteration of the global 
conceptual framework (presented in Figure 1.2), the various dimension of macro-level causes 
and issues are clustered at (a) the international level, (b) the national level and (c) at the sub-
national (household and community) level. 

From a theoretical perspective, the basic determinants of malnutrition are presumed to 
be part of cause-effect relationships or means-end continuum relationships. In the present 
analysis, context-specificity is considered paramount in order to sift out the most important 
determinants and factors that operate towards the achievement of the appropriate nutritional 
status of the individual and/or of the community in aggregate. Since the global conceptual 
framework was developed on the premise of field-tested propositions, the hierarchy of basic, 
underlying, and immediate causes of malnutrition consists of clusters of factors operating at 
different levels. The operational framework articulated in the triple-A cycle (Assessment, 
Analysis, and Action) enables the identification and sifting out of the most essential and 
manageable public and private goods and services to achieve desired nutrition outcomes. The 

                                                 
 
3 The Central Statistical Authority defines the height - for age measure of protein-energy malnutrition 
as 'children falling below the cut off point of minus two standard deviation (-2SD) from median of the 
reference population are classified as stunted or short for age and are chronically malnourished'; while 
the height - for - weight is an index that measures the current nutritional status and the prevalence rate 
of 'nutritional deficiency of current incidence falling below minus two standard deviation (-2SD) from 
the median of the reference population as wasted and -3SD as severely wasted'. 
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key tenet in the process of identifying the macro and cross-cutting issues of malnutrition is to 
avoid being bogged down with numerous and detailed factors and to focus on those that are 
broad and manageable. 

2.3.1. Content and Operations of the Macro and Cross-cutting (Basic 
Determinants) Factors  

In enumerating the relevant factors that affect the nutritional status of the household, 
the community, or the larger society and that are amenable to change through the provision of 
public goods or through the application of policy and strategic interventions, a workable 
approach is needed. The approach taken here is to establish a set of criteria that identify the 
key basic determinants that include the following: (a) the level of analysis; (b) the level of 
society; (c) the timing or seasonal variations involved; and (d) the amenability to change 
through the provision of public goods.4 For the first criterion, this paper deals primarily with 
the basic determinants or causes from among the three clusters of causes of malnutrition. 
However, there are gray areas where the underlying and basic causes overlap and it is found 
essential that the two clusters – the basic causes and the underlying causes of the global 
conceptual framework – be considered in a synergetic fashion. The three levels of society 
identified are the international, national, and household/community.  

Changes on aggregate (national or community) or individual nutritional status occur 
due to changes in the basic causes. These changes are envisaged to be of high impact when 
significant change is anticipated based on experience. In contrast, medium and low impact is 
expected when the changes in nutritional status are minimal for various reasons. Assessing the 
level of impact or the amenability to change through the provision of public goods is 
necessarily a subjective exercise due to the qualitative nature of our understanding of many of 
the mechanisms involved. 5 In this attempt, 27 basic causes are identified as potentially having 
a high impact on nutritional status, whereas sixteen are expected to have a medium impact. 
Categorized by the level of society at which they operate, four of the high impact basic causes 
operate at the international level, ten at the national level, and thirteen at household and 
community levels. Details of the selections and classifications are presented in Table 2.7. 

Table 2.7: Selection of macro & cross-cutting issues (basic determinants), based on likely 
impact on nutritional status. 

Basic Causes Major Features 
High 

impact * 
Medium 
impact * 

Low 
impact * 

Selected 
Causes 

International 

International markets 
§ Export of primary 

commodities  
§ Import of manufactured 

goods  

 
Few commodities & with declining 
prices. 
High priced goods resulting in 
negative balance of payments. 

 
B-I-S-Y 

 
B-I-S-Y 

 

   
√ 
 
√ 
 

Trade agreements 
§ regional COMESA 
§ regional EU – EBA 
§ bilateral US – AGOA 

 
Very small inter-regional trade. 
Restricted due to standards. 
Stiff competition on textiles. 

 
 

B-I-C-Y 
B-I-C-Y 

 
B-I-C-Y 

 

  
 
√ 
√ 

                                                 
 
4 The analytical approach here is adapted from that of Jonsson 1993. Jonsson argues that a permanent 
improvement of the condition of children and women cannot be achieved until the basic causes (macro 
and crosscutting issues) of death of young children (outcome) are attacked or solved. However, much 
can be accomplished on in the short-or medium -term with immediate and underlying causes (p. 197). 
5 One cannot imply the existence of a one-to-one or direct relationship between the changes in the basic 
factors and changes in malnutrition. In most cases the basic causes operate in relationship with and 
through the underlying causes or the immediate causes to impact on changes in malnutrition. 
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Basic Causes Major Features 
High 

impact * 
Medium 
impact * 

Low 
impact * 

Selected 
Causes 

Globalization, with 
liberalization of 
commodity trade, 
finance, and investment 

For all, influenced by market entry 
restrictions; full participation has 
not been pursued aggressively. 

 B-I-C-Y   

National 

Natural Resources       

§ Agro ecology 
§ Land  
§ Water 
§ Forest 
§ Wildlife 
§ Climate 

Diverse, but facing degradation. 
Soil erosion at 1900million ton/yr. 
Undeveloped irrigation potential. 
Deforestation. 
At risk due to farm expansion. 
Variability increasing.  

 
B-N-C-Y 
B-N-C-Y 

B-N-C-Y 
 
 

B-N-C-Y 
B-N-C-Y 

 
 
 
 
 

B-N-C-N 

 
√ 
√ 

Human Res ources       

§ Population 84 percent rural; early stage of 
transformation 

  B-N-C-N  

Institutions      

Public sector 
§ Executive Branch 
§ Legislative Branch 
§ Judiciary Branch 
§ Administrative services 
 
§ Public enterprises  

 
Day to day administration. 
At Federal, Regional, & Woreda. 
At Federal & Regional. 
Ministries, Commissions, Author-

ities, Bureaus, & Departments. 
PESA; Industries; Trade, Service, 

and Agricultural Enterprises  

 
B-N-C-Y 
B-N-C-Y 

 
B-N-C-Y 

 
 
 
 
 
 

B-N-C-Y 

 
 
 

B-N-C-Y 
 

 
√ 
√ 

Private sector 
§ Agriculture & coops  
 
§ Industry  
 
§ Trade services 
 
§ ICT 

 
Peasant farms, Commercial 

farms, & Cooperatives. 
Small-scale enterprises, 

manufacturing.  
Small-scale petty traders, 

importer, exporters. 
Media, advertising, publishing. 

 
U/B-N-C-Y 

 
 
 
 
 

B-N-C-Y 

 
 
 

U/B-N-C-Y 
 

U/B-N-C-Y 
 

  
√ 
 
 
 
 
 
√ 

Non formal NGOs 
§ Local indigenous  
§ Others—donors  
§ Food aid 

 
Large no. of small size NGOs. 
International NGOs. 
For emergency & productive 

safety net programs 

  
B-N-C-Y 
B-N-C-Y 

U/B-N-C-Y 

  

Political commitments 
and priorities  

     

§ Development policy 
debates  
§ Review of policies & 

strategies , including: 
- SDPRP 
- Rural Development 
- Capacity Building  
- Civil service reform  
- Industrial strategy 
- Education SDP 
- Health SDP 
- Water SDP 
- Roads SDP 
- Disaster Prevention 

& Preparation  

Started recently on identifying 
priorities. 

Preparation encouraging; limited 
promotion at Region & Woreda 
levels. 

U/B-N-C-Y 
 
 
 

U/B-N-C-Y 
U/B-N-C-Y 
U/B-N-C-Y 

 
 
 

U/B-N-C-Y 
U/B-N-C-Y 
U/B-N-C-Y 

 
 
 
 
 
 
 

U/B-N-C-Y 
U/B-N-C-Y 
U/B-N-C-Y 

 
 
 

U/B-N-C-Y 

  
 
 
 
√ 
√ 
 
 
 
 
√ 
√ 
√ 
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Basic Causes Major Features 
High 

impact * 
Medium 
impact * 

Low 
impact * 

Selected 
Causes 

Public expenditure 
review  
§ HIPC fund 

allocation 
§ Expenditure on food & 

nutrition services  

  
 

U/B-N/HC-
C-Y 

U/B-N/HC-
C-Y 

   

Sub-national (household and community) 

Household 
characteristics  
§ Poverty 

 
§ Access to information 

& technology 
§ Asset holding 

 
 
About 37 percent of population 

below poverty line. 
About 15 percent of rural 

population owns  a radio. 
Declining assets at rural 

household level. 

 
 

B-HC-C-Y 
 

B-HC-C-Y 
 

B-HC-C-Y 

   
 
√ 
 
√ 
 
√ 

Livelihood systems 
§ Rural crop & livestock 

production 
§ Small-scale non-farm 

activity 
§ Wealth creation 
§ Family labor 

 
§ Resource degradation 
§ Insecurity of tenure 
§ Communal land-use 

 
Increased income influences 

nutritional status positively. 
Positive development. 
 
Positive development. 
Conflict with child care practices 

for women. 
Serious problem for growth. 
Contribute to HH malnutrition. 
Contribute to further land 

degradation. 

 
U/B-HC-

C-Y 
B-HC-C-Y 

 
B-HC-C-Y 
B-HC-C-Y 

 
B-HC-C-Y 
B-HC-C-Y 

 

 
 
 
 
 
 
 
 
 
 

B-HC-C-Y 

  
√ 
 
√ 
 
 
√ 
 
√ 
√ 

Attitudes and behavior 
§ Child birth 

 
§ Care to mothers and 

support from family 

 
Support during birth by TBAs 

unavailable. 
Support from poor family 

members to mothers minimal 

 
U/B-HC-

C-Y 
U/B-HC-

C-Y 

   
√ 
 
√ 

Cultural patterns 
§ Work-load on women & 

girls  
§ Harmful traditional 

practices  
§ Control of economic 

resources  

 
Fetching water & firewood  
 
Early marriage, wife beating. 
 
Legal right for sharing household 

resources not respected. 

 
U/B-HC-

C-Y 
U/B-HC-

C-Y 
U/B-HC-

C-Y 

   
√ 
 
√ 
 
√ 

* Note: B = Basic cause; U = Underlying cause; 
 I = International; N = National; HC = Household/community;  
 C = Continuous time; S = Seasonal 
 Y = Amenable to change, yes; or N = Not amenable to change with the provision of public goods. 

Thus, B-I-C-Y = Basic cause operating at the International level over a Continuous time-period and amenable to 
change through the provision of public goods . 

 
Table 2.8 shows a summary of the basic causes (macro and crosscutting issues) and 

the expected changes that lead to improved nutritional status from Table 2.7. The basic causes 
and their major features in relation to malnutrition are presented here according to the level of 
society at which they operate.  
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Table 2.8: Macro and cross-cutting issues and the expected changes that lead to improved 
nutritional status. 

Macro and cross-cutting issues 
– basic features 

Expected change that will lead to nutritional 
improvement 

International  

International markets characterized by export of low 
price primary commodities and import of expensive 
manufactured goods. Balance of payment deficits. 

Diversify export products and services; encourage 
foreign direct investments; provide incentives for export 
sector.  

Trade agreements: Ethiopia’s participation is restricted 
due to quality standards and stiff competition. 

Follow requirements set by export markets; train staff to 
meet quality requirements; strengthen Ethiopian Quality 
and Standards Authority 

National  

Natural resource endowment:  Diverse agro ecologies  
but face degradation. High s oil erosion. High potential 
for irrigation.  

Promote land use planning; provide incentives for on-
farm & off-farm conservation; encourage small-scale 
irrigation. 

Human resources:  Population growing rapidly; but 
remains predominantly rural 

Advocacy for birth control; expand small-scale non-farm 
activities. 

Formal public sector institutions at federal, regional, 
woreda levels – executive, legislative 

Increase efficiency in service delivery; improve 
responsiveness to the problems of the electorate. 

Private sector development: Peasant farming; large-
scale commercial farms; cooperatives. 

Encourage production and services; introduce local 
production for market; find export markets for products. 

Review of policies & strategies  – SDPRP, 
Rural Development Sectoral Development Programme 
(SDP); Education SDP; Health SDP; Water SDP; 
Roads SDP.  All programs are under either 
implementation or preparation. 

Publicize and reflect nutrition at woreda level action in 
all program strategies; publicize and include nutrition 
components of strategies; potable water as a nutrition 
strategy; road sector critical for nutrition improvement.  

Household and community level  

Poverty; low access to information & technology; 
declining household asset holdings. 

Design and implement multi dimensional programs to 
address poverty. Build and maintain household assets. 

Livelihood systems:  Agricultural production in rural 
areas using family labor is common. Face resource 
degradation and insecurity of tenure. Not yet engine for 
economic growth. Small-scale non-farm activity limited. 

Community planning; employment generation; 
encourage division of labor; introduce resource 
conservation techniques; registration and certification of 
land ongoing; establish formal lease arrangements. 

Social/ traditional institutions:  Attitudes and behavior 
lead to improper feeding of infant; little support for 
mothers during pregnancy 

Undertake interventions to improve birth weights; 
provide proper food to the mother and adequate rest 
period post-partum.  

Cultural patterns:  Heavy workload on women & girls; 
harmful traditional practices; limited female control of 
economic resources. 

Reduce work, improve water, energy availability; reduce 
number of early marriages, enforce legal rights to 
common property; set up legal assistance for women. 

 

2.3.1.1. International level 

The issues of concern at the international level are mainly with reference to 
international trade, international conventions, and commitment, international and bilateral 
donors, and Non-Governmental Organizations. Other issues with a global dimension such as 
the MDGs, PRSP, food security, and emergency food aid, and so on, could have some impact 
on or relationship to the nutritional status of Ethiopians6. Among these, international 

                                                 
 
6 Numerous political, cultural, social, economic, and other types of international contacts and relations 
are concluded on bilateral and multilateral basis, some of which are remotely related the problem of 



22 

commodity trading is the most significant for nutrition. The focus on international trade is 
primarily because the export sector in Ethiopia has been dominated over the past decades by 
primary commodities of agricultural origin. Agricultural exports accounted for about 90 
percent of all exports of Ethiopia of which a single commodity, coffee, provides 40 to 60 
percent of the export earnings. However, the persistent decline in prices of coffee on the 
world market over the past years has depressed the prospects of growth in this sector. Over 
the past two years, cut flower exports have increased, and the government has initiated 
various incentive schemes for promoting the export of goods and services. As a result, total 
export earnings during fiscal year 2003/04 reached US$ 601 million, which was an increase 
of 24.4 percent over the preceding fiscal year. The share of coffee in total export earnings 
increased to 37.2 percent in 2003/04 from 34.2 percent in 2002/03 (MOFED 2004, 13).  

The total import bill in 2003/04 reached US$ 2,587 million showing a growth rate of 
39.4 percent over the previous fiscal year. The major import items include consumer goods, 
capital good and semi-finished goods, which constituted 34.6, 33.9, and 16.8 percent of total 
imports, respectively (ibid, 15). 

The current deficit level of external trade is considered high and the component of 
consumer goods, partly food items, in the import bill is disturbingly large. In the newly 
emerging international assistance packages, major donors encourage the export of 
commodities from Africa. Two significant examples of this are the Everything But Arms 
(EBA) program initiated by the EU and the AGOA program initiated by the USA. These 
initiatives are commendable, despite the fact that significant gains from European markets 
could not be realized due to quality standards and other restrictions. Such efforts to improve 
export-market linkages offer important possibilities for increased household incomes and, 
thus, better nutrition. 

The link between international factors and the nutritional status of Ethiopian 
households is most clearly seen in the sharp decline in the world price of coffee over a three-
year period prior to 2003/04, resulting in what is known as “green hunger” in some parts of 
the SNNP region. During this period, the area looked green and productive. However, due to 
sharp falls in the global price for coffee, farmers’ returns declined dramatically and many lost 
most of their purchasing power. Due to a lack of savings or reserves from past earnings, the 
communities faced food shortages and hunger. As a result, acute malnutrition was 
experienced in the coffee growing areas, which was later averted in 2003/04 when the world 
price of coffee recovered and revenue from coffee showed an increase of about 28 percent as 
compared with the previous year. 

The importance of the positive relationship between a favorable balance of payments 
and nutritional status cannot be overlooked. Thus, diversification of export of goods and 
services that are targeted for the international market should be pursued. Condit ions should be 
created to attract foreign direct investment in the production of goods and services that meet 
international standards. 

2.3.1.2. National level 
The macro and cross-cutting issues, which are likely to create the largest impact on 

nutritional status, are concentrated at the national level of analysis. These factors or issues 
include a) natural resource endowment, b) human resource development, c) institutions, and 
d) development commitment and priorities. 

                                                                                                                                            
 
nutrition in Ethiopia. However only four of the factors with international dimensions have been 
selected here. 
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a) Natural resource endowment  

It is true that the country is endowed with varied and plentiful natural resources – 
land, water, forest, wildlife, and climatic resources. However, the potential contributions of 
these natural resources towards the well-being of the population have not been fully realized. 
Moreover, these resources are being seriously degraded. 

The traditional agro-climatic zones based on climate and topography of the country 
includes Kola (hot to warm arid and semiarid), Woina Dega (Warm to cool moist midlands), 
and Dega (cold to very cold highlands)7. The arid and semi-arid zones (below 1600 masl) 
account for nearly 40 percent of total area of the country and are found in the northern, 
northeastern and eastern lowland regions. The humid and semi-humid zones, covering about 7 
percent of the total area are located in the southern and western mid to high altitude parts of 
the country, where most of the remaining forests, trees and forest coffee and wildlife are 
concentrated. The sub-moist, moist and sub-humid zones, covering about 54 percent of the 
country, consist of the northern, central, western and eastern mid to high altitude regions. 
With a growing period of 61 to 240 days, these zones are the most important rain-fed 
agriculture and livestock production areas and accommodate over 80 percent of the rural 
population. These zones also cover the highland areas, which are exposed to serious natural 
resource degradation (Solomon 1993). Because of the cultivation methods used for cereal 
production and the erratic nature of the rainfall, erosion of the topsoil is massive, estimated at 
up to 1,900 million tons per year.  

The water resources of the country are considered abundant with major trans-
boundary rivers and numerous steams. About 2.5 million ha are identified as suitable for 
irrigation in the lowland areas of the arid and semi arid zone. However, only 5 to 10 percent is 
used at present mainly due to high infestation of malaria and other diseases and 
underdeveloped infrastructure. There is a huge potential for hydropower generation, but less 
than one percent is used at present. The forest resources are fast dwindling because of clearing 
for cultivation expansion and use of wood for construction and fuel. The wildlife in the forest 
sanctuary is also disappearing along with the forest. Due to the great disturbance of the agro-
ecology, particularly in the highlands, climatic variability is increasingly felt. 

With the degradation process unabated, coupled with the high level of population 
growth and use of traditional technology, unsustainable use of natural resources ultimately 
will result in increased exposure to food insecurity and illness and finally to malnutrition8. 

b) Human resources development 

Ethiopia has the second largest population in sub-Saharan Africa, presently about 70 
million. About 84 percent reside in rural areas, earning their livelihood from the agricultural 
and livestock sector. Over the past several decades, the structure of the economy has changed 
little. In nearly all indicators of the Human Development Index (UNDP), the country is 
reported as close to the bottom of the Least Developed Countries of the world. 

Ethiopia’s literacy rate has remained low, reaching 29 percent in 1999/00, and the 
country is still faced with problems in producing the required manpower at all levels. 
Significant achievements, however, have been registered in recent years in primary education 
in Ethiopia. Table 2.9 shows recent trends in the gross net enrollment ratios for primary 
levels. ‘Primary education for all’ is the goal set by the government under its New Education 
Policy. Major constraints revolve around the quality of primary education, use of language at 
                                                 
 
7 A more systematic and detailed classifications of the agro-ecological zonations have been carried out 
in the past by various institutions. The FAO executed Ethiopian Highland Reclamation Study in 1984 
to 1986 proposed 3 main zones and 11 sub- zones. In 1988, a National Technical Committee under the 
auspices of Institute of Agricultural Research (IAR) came up with agro-ecological zonations for the 
country that consisted of 18 major zones and 62 minor zones. See IAR 1988.  
8 The 'environmental trap' the country faces is described in detail in World Bank 2005b, 18-19. 
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primary education level, and finance and administration of primary education. Solving the 
problems faced by primary education institutions, particularly through the promotion of 
community participation and private sector involvement, will remain the major challenge. 

The figures for both Gross and Net Primary Enrollment have substantially improved 
for Amhara and Tigray Regions, reaching reported levels of 83 percent for Amhara and over 
90 percent for Tigray.9 

Increasing the educational levels and number of teachers will have a significant 
impact on the improved quality of primary education. Training of teachers is a key to capacity 
building within the educational system. 

Progress has been made over the last decade in the provision of health services in 
both rural and urban areas. The increased participation of the private sector in the provision of 
health services in urban areas allows space for the expansion of public health services in rural 
areas through a primary health care strategy. The disease burden in Ethiopia is heavily 
associated with ailments of the population that come as a result of poverty, low access to 
health service and low utilization. The Millennium Development Goals (MDGs) have 
identified four major areas that need particular attention in order to reduce mortality rates 
among children and adults. First, they call for halting the spread of HIV/AIDS by 2015. 10 
Second, the MDGs call for halting and reversing the increased incidence of malaria. Third and 
fourth, they call for reducing maternal mortality by two-thirds and under-five mortality by 
half, all by 2015. These are daunting tasks for a country that is confronting the situation from 
the worst position. These and other health challenges are made worse by the burden of 
malnutrition and poverty. Consequently, efforts to improve health and provide sanitation and 
clean water supply facilities will have a high payoff in reducing the impact of malnutrition. 

c) Institutions 

Institutions refer to the set of rules, regulations, and arrangements by which society 
organizes itself in order to administer itself and to define its relationships in order to ensure its 
continued existence. 

Ethiopia’s history was dominated by Imperial rule for centuries until it ended in 1974 
by a military coup. The military regime that took power sought to develop a semblance of a 
modern system of government until its downfall in 1991. Under the present regime of the 

                                                 
 
9 Gross Primary Enrollment is defined as the number of children enrolled in primary school, regardless 
of age, divided by the population of the age group that officially corresponds to the primary level; Net 
Primary Enrollment is the ratio of the number of children of official school age who are enrolled in 
primary school to the total population of children of official school age. 
10 In Ethiopia, the disease has become a threat to the productive labor force and a growing cause of 
death among children. (World Bank 2005a, 177) 

Table 2.9: Gross primary enrollment and net primary enrollment ratios, percent. 

Year Gross Primary Enrollment Net Primary Enrollment 

 Grade 1 - 8 Grade 1 – 8 

 Boys Girls Total Boys Girls Total 

1994 - 95 28.9 19.0 24.1 20.7 14.7 17.8 

1995 - 96 38.8 24.0 32.0 28.0 18.6 23.4 

2000 - 01 67.3 47.0 57.1 55.7 41.7 48.8 

Source: World Bank 2005a, 191. 
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EPRDF, a federal system of government was set up in 1995. The Federal government and the 
nine Regional States are organized under three branches of government – the Executive, the 
Legislative, and the Judiciary. 

The Executive branch is the strongest of the three and is charged with the day-to-day 
administration of the country. Based on needs and requirements, various ministries, 
commissions, authorities and agencies have been established to function as state organs, being 
accountable to the constitution and to the Office of the Prime Minister. Institutional 
development in Ethiopia has been blurred and short lived. The reorganization of institutions 
has been so rapid that there seems to be no attention given to an assessment and evaluation of 
what works and what does not work. 

The formal public sector institutions related to or working on issues of food and 
nutrition are numerous and varied. The Ministry of Health (MOH), as a major organ of the 
state, was charged with the responsibility for the healthcare of the people through health 
maintenance, control, and prevention of communicable diseases. It also served as the home 
base and overseer of nutrition activities since the 1950s. However in the 1970s, within the 
structure of the Office of the National Committee for Central Planning (ONCCP), the task of 
promoting nutrition-security received prominence. Under the ONCCP’s Department of 
Agriculture, the country’s general directives on the improvement of nutrition was developed 
and later incorporated into the Ten Year Perspective Plan that covered the period from 1984 
to 1993. Further development of the food and nutrition strategy continued in 1980s. The first 
National Food Security Strategy was prepared and presented to the government and was 
finally approved by the Council of Ministers in March 1996. A number of Regional States 
developed their own versions of the NFSS to suit their conditions and started implementing 
the strategy.  

By March 2002, the Federal Government published a revised version of the Food 
Security Strategy. In June 2003, the Government of Ethiopia convened a meeting of donors 
and relevant NGOs and governmental agencies to launch what is known as the New Coalition 
for Food Security in Ethiopia. In the same line, the MOH published a draft National Nutrition 
Policy in November 2003 to be considered as part of its Health Sector Development Program.  

Recently the Federal government has reached a decision that all food and nutrition 
related strategies and programs should be coordinated through the Food Security Bureau of 
the Ministry of Agriculture and Rural Development.  This decision provides a home base for 
nutrition-related activities within government, while respecting the multidimensional and 
multi-sectoral characteristics of food and nutrition. 

d) Development commitments and priorities related to food and nutrition 

Soon after the take-over of government by the EPRDF in May 1991, a major shift 
was introduced in the economic management of the country. The new government published 
the “National Economic Policy” that would bring about a transition from a centrally planned 
to a market oriented economy, as articulated in the policy document of the Transitional 
Government of Ethiopia (1992).  The Economic Reform and Recovery Program (1992/93) 
was initiated to rectify factor and product market distortions, and was supported by the World 
Bank and the IMF. Because of this structural adjustment program, the economy experienced 
an upturn (1993-96) and significant growth was registered in the agricultural and industrial 
sectors. 

The EPRDF government has formulated several broader strategies within which any 
efforts made to sustainably reduce malnutrition in the country must fit. 

i) Agricultural Development Led Industrialization (ADLI) strategy 

The strategy, which serves as an umbrella for all other sectoral policies and strategies 
since its announcement in 1994, focuses on agriculture, since capital is scarce in Ethiopia 
whereas the work force is abundant. It is expected that trade and industry will grow faster 
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following and in alliance with the development of the agricultural sector. The development of 
trade and industry, in turn, guarantees the sustainable development of agriculture. Thus, there 
will be an interdependence and integration between the sectors from the outset. At later 
stages, with the formation of increased capital stock, it is envisaged that industry will become 
the leading sector of the economy, replacing agriculture. 

ii) Rural development policies, strategies, and instruments. 

Building on the vision of ADLI, the key economic development goals of the 
government of EPRDF are presented in the Rural Development Policies, Strategies, and 
Instruments document (MOI 2001). These are: 

• Rapid economic development  

• Ensuring that people benefit from the development 

• Liberating the economy from aid dependency while strengthening its international 
integration; and 

• Achieving the above through the development of a free market economy. 

It is around these policy goals that all social and economic sectors, including those 
implicated in the nutrition policy and strategy, are expected to design their activities. 

Since the overarching development strategy of the government is the reduction of 
poverty in the country, the development of the agricultural sector is the sensible choice for 
pro-poor growth. The basic objectives of the agricultural development policies and strategies 
are outlined in the document as follows: 

• Building human resource capacity (especially that of farmers) and using it 
extensively; 

• Proper use of land – secure land holdings, clear land use policy, improved water use; 

• Preparation of development packages compatible with each region – diversification 
and specialization in areas with sufficient rainfall; specific programs for pastoralist, 
drought affected, and areas with large areas of uncultivated land; 

• Creating market-led agricultural development – production based on market demand; 
improvements in marketing systems;  

• Improving the rural finance system; 

• Encouraging private investment to participate in agricultural development; 

• Expanding rural infrastructure; and 

• Strengthening non-agricultural rural development initiatives. 

Each of the themes mentioned above is related to the improvement in the condition of 
the malnourished child and women in rural Ethiopia within a given set of institutional, 
human, and financial constraints.11 However, the question of whether opportunities are being 
missed for improving nutrition in some of the policies and strategies is difficult to assess. 

The federal policy and strategy framework is implemented within the context of 
regional and woreda administrations. Unfortunately, the framework is laden with heroic 
assumptions. These include that (1) the necessary manpower and resources will be put in 
place at those levels; (2) the management of agriculture and rural development processes will 
                                                 
 
11 The perception held by some that all of these elements need to be described in a 'quantified' 
relationship to demonstrate linkages is often irrelevant. It is equally important simply to realize the 
basic directions intended for tackling poverty and its consequences (malnutrition, illiteracy, poor health 
etc).  
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ensure people’s democratic participation in them, making participatory rural development the 
prime implementation mechanism; and (3) the specific roles of governmental and non-
governmental bodies will be identified at each level in order to increase accountability for 
performance and to enhance the managerial capability at regional and woreda levels. 

iii) Sustainable Development and Poverty Reduction Program (SDPRP) 

Poverty is a composite expression of the level of well-being of the household and 
society. Poverty indices are estimated for various years based on data generated by either 
Welfare Monitoring Surveys or Household Income Consumption and Expenditure (HICE) 
surveys. From the 1999/2000 HICE survey, it has been calculated that the absolute poverty 
head count index stood at about 44 percent, indicating the proportion of the Ethiopian 
population that is unable to meet its basic needs. The level of rural absolute poverty was 
found to be higher, at 45.4 percent, than urban, which was 36.9 percent (MOFED 2002a, 
15).12. This high level of poverty is also reflected in the low level of literacy of households, 
low level of schooling, stable but still large family size, and agricultural and livestock-
dominated occupations 13. It can be stated safely that this high level of poverty is the major 
linchpin for the persistent underdevelopment and chronic malnutrition of the population and 
the country. Poverty in Ethiopia is both the cause and the consequence of underdevelopment.  

As part of the government’s ADLI and the Rural Development Strategies and 
Policies, the first phase of the Sustainable Development and Poverty Reduction Program 
(SDPRP 1) for 2002/03 to 2004/05 is currently under implementation. SDPRP is the major 
program for tracking the achievement of the MDGs and its targets. The SDPRP document 
states: 

“The overarching objective of the Government’s poverty reduction strategy is to reduce 
poverty through enhancing rapid economic growth while at the same time maintaining 
macroeconomic stability. Poverty head count ratio is projected to decline by about 10 
percent (4 percentage points) by the end of the [first phase] poverty reduction strategy 
program period (2004/05) from its 1999/00 level of 44 percent. Real GDP is targeted to 
grow by at least 7 percent on average during the period.”(MOFED 2002b, 41). 

In addition to the core target of reducing the poverty level by half from the current 
level, the SDPRP is also the lead program to deal with programs of other poverty-related 
sectors, including agriculture, food security, education, health services, HIV/AIDS, roads, 
water and sanitation, private sector development and macroeconomic stabilization policies. A 
sideline reference is made in the document for the need to make provisions for nutrition and 
health interventions (ibid, 67). 

iv) Industrial Development Strategy 

The Industrial Development Strategy will be implemented along the lines of the 
following principles (MOI 2002) : 

• Conviction that the private sector is the driving force of the industrial development 
strategy; 

                                                 
 
12The poverty count index is calculated on the basis of a poverty line of Birr 1075 per year, that means, 
a basket of food items that would meet the consumption of 2200 kilocalories per day or an amount 
valued at Birr 1075 per year. If the MDG poverty line of USD 1 per day is used, then the proportion of 
the population in absolute poverty would be over 80 percent. 
13 The DHS 2000 survey reported that 75 percent of the female and 52 percent of the male population 
have no education and only 14 percent of the female and 29 percent of the male population have had an 
incomplete primary education. In terms of occupation, about 84 percent of the male and 58 percent of 
the female were engaged in farming and livestock rearing. Among those engaged in non-farming 
activities, 84 percent of the male and 63 percent of the female population have received a secondary or 
higher level of education (CSA & ORC Macro 2001, 12-21). 
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• Accept that agricultural development is the leading sector for the industrial 
development strategy; 

• Accept the importance of export-led industrialization as the primary direction of 
growth; 

• Joint ventures based on the integration of local and external investors is essential for 
the realization of the industrial development strategy; 

• Accept the promotion of labor intensive industries as the primary direction for 
industrialization; 

• Accept the leadership role of government in guiding the industrialization process; and 

• Mobilize society for its collective participation in the industrial development strategy. 

Due to the special consideration paid to the private sector as the driving force in the 
industrial development strategy, the following elements are envisaged as creating a hospitable 
environment for the private entrepreneur. Thus, in order successfully to promote industry in 
Ethiopia, these public goods must be put in place to create a conducive environment for 
industry. 

• Macro-economic stabilization that will include monetary and fiscal, balance of 
payment, and inflation policies; 

• Promoting modern financial services, balancing public and private borrowing, 
improving access to foreign currency transactions, etc.; 

• Providing reliable infrastructure; 

• Development of educated and skilled manpower; 

• Creating an efficient and supportive administration; and 

• Creating an efficient judicial system. 

In addition, major industrial projects and sectors identified by government to receive 
direct government support and assistance include the following: the textile and garment 
industry; the meat, hides, skins, and animal products industries; agro-processing industries; 
the construction industry; the strengthening of micro and small-scale industries, the 
promotion of technological capacity building in Information and Communication Technology 
(ICT) and biotechnology. These industrial sectors have strong backward and forward linkages 
with the agricultural, trade, and export sectors and a high employment multiplier effect. 
Ultimately, each has important links to mechanisms for reducing poverty and malnutrition in 
the country. 

These areas, in addition to contributing to overall economic growth, will also provide 
employment opportunities, thus improving the nutrition condition of children and women. 
The private sector will also have space to grow and expand in agro-based processing and 
manufacturing enterprise development, further improving incomes of many malnourished 
households. 

2.3.1.3. Sub-national level - household, community, and woreda 
The third major set of macro and cross-cutting issues or basic determinants presented 

below are clustered at the household, community, and woreda levels. These determinants are 
basic causes of malnutrition, which are presumed to interact substantially with the underlying 
causes of malnutrition – the Food-Health-Care trio. 

a) Household characteristics 

The household and its members are the most extensively used units of analysis 
concerning the various dimensions of well-being, particularly in areas of nutritional status. 
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For both rural and urban areas, the main household characteristics associated with 
malnutrition include gender of the head of the household, literacy, schooling, family size, 
occupation, and regional distribution, among others.  

Access to health services and information are also important household and 
community characteristics in accounting for the prevalence of malnutrition. The chief health 
provider for most Ethiopians is the traditional healer. The 2000 Ethiopia DHS found that only 
about 44 percent of households used some form of modern health service in the previous year. 
Utilization was found to be much higher for urban dwellers, as they have more access to 
information on disease prevention and treatment. Rural Ethiopia is extremely isolated, 
limiting the flow of information. Less than 15 percent of the population in rural areas owned a 
radio and even fewer owned a television or a bicycle. It is estimated that the telephone 
distribution in Ethiopia at present is around 0.5 per 100 persons. In general, asset holdings at 
the household level are so low that the poor are extremely vulnerable even to minor physical 
or economic shocks during the year.  They are unable to acquire much information on health 
and nutrition and frequently are unable to make use of the information that they do receive. 

b) Livelihood systems 

At the household and community level, the nature of the dominant livelihood system 
– comprised of an integrated system of production, marketing and consumption of goods and 
services, the provision of integrated health and nutrition services, education, and 
infrastructure of a physical and economic nature to varying degrees, and the level of 
participation of the households in the affairs of their community – will have impact on 
whether or not malnutrition is sustainably reduced.  This is due to the impact of the livelihood 
system on the underlying causes of malnutrition – food, care, and health. 

Since the vast majority of the population earns their living from agriculture and 
livestock rearing, what happens in the agricultural sector determines the level of food security 
– through increased food availability and access brought about by sustained increased 
production, specialization and marketing – and whether sustained economic growth is 
achieved. Creating favorable conditions for raising productivity within the dominant 
livelihoods in a community or woreda would increase the resiliency against shocks that tend 
to push communities to destitution and, of interest here, to a malnourished state. 

Family labor and land resources are critical inputs to most rural livelihood systems in 
Ethiopia. Unfortunately, in the absence of productivity and supporting facilities, the demands 
on family labor often prevent children from attending school. Moreover, the carrying capacity 
of the land becomes a serious issue for the sustainability of agricultural livelihoods as land 
fragmentation is increased. As more children come to age and want to own a farm through 
inheritance, the land is increasingly subject to exploitation, overgrazing, and, ultimately, 
degradation. 

c) Local institutions and traditions 

Besides the woreda and kebele administrations, in which officials are elected by the 
community and which have a mandate to provide administrative and socio-economic services, 
communities in nearly all areas have parallel traditional institutions that cater to their social, 
economic and legal needs at the grassroots level. Certain traditional social practices are found 
to be harmful nutritionally to either women or children.  These traditional institutions can be 
important vehicles for changing these practices and encouraging proper nutritional care and 
actions. By educating the traditional community leaders and other key persons, significant 
improvements in nutrition in the community can be achieved. 

Among some ethnic groups, soon after a new baby born he or she is forced to 
swallow raw butter with the belief that the butter will clean up the infant internal digestive 
system. The child then is kept unfed with breast milk for some time. Similarly, unhygienic 
practices of cutting tonsils, circumcisions, and skin burning with pointed metals are some of 
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the other practices that need to be corrected if good health and nutritional status are to be 
assured.  

The status of women demands special attention from a nutritional standpoint. Among 
most ethnic groups, the status of women is low. This can be seen clearly in the intra-
household division of labor, the allocation of food and resources within the household, the 
opportunities for schooling, and other functions. After marriage and giving birth, women 
frequently do not receive the necessary attention for the provision of their nutritional 
requirements.  

These social and cultural patterns and practices affecting women and children 
undermine the impact of any improvements in the basic causes of malnutrition14. They must 
be addressed in their own right if malnutrition is to be sustainably reduced in Ethiopia. 

2.4. Key Implications of the Assessment of the Basic Determinants of 

Malnutrition 

The following are some of the key implications that emerge from an elaboration of 
the basic determinants of malnutrition in the Ethiopian context: 

• Priority actions and concomitant resource allocation by government must be 
undertaken to address the key basic determinants or causes of malnutrition in order to 
sustainably achieve nutrition security. 

• Identify key basic determinants of malnutrition, which are amenable to change 
through state actions. These might include: 

• Diversification of the range of goods and services exported. 

• Conservation and proper utilization of natural resources at the farm and community 
level through putting in place proper incentives. 

• Human resource development through literacy and skill development. 

• Household and community asset creation. 

• Adjustments to livelihood systems to make them more commercially oriented. 

• Recognizing and supporting individuals, households, and community leaders 
(mobilizers) as key actors in improving nutritional status outcomes. 

• Building stronger linkages and cross-sectoral actions and relationships among public 
agencies at federal, regional, woreda, and kebele levels (development agents and 
health facilitators) in order to improve nutrition in a coordinated manner across 
agencies and sectors. 

• Assessment of key sectoral policies and strategies in terms of their direct and indirect 
contributions towards alleviating malnutrition in Ethiopia. Such assessments should 
enable the development of mandates, authority, and responsibilities for sectors and 
agencies with regard to the actions needed to combat malnutrition. 

                                                 
 
14 Fasting days and the excessive number of non-working days spent in a month for the 
commemoration of saints and other holy days have definitive repercussions on the nutritional status of 
the community, particularly in rural Ethiopia.  
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2.5. Future Directions for the Development of a Sustainable National Nutrition 

Strategy 

• Identify the specific public goods to be provided by the government for the 
implementation of the National Nutrition Strategy. 

• Enhance the sustainable use of natural resources, human resources, infrastructure, and 
social capital to attain the objectives of the strategy. 

• Build inter-sectoral linkages and institute integrated planning of programs and 
projects that address poverty, education, health, sanitation, and nutritional status. 

• Identify the inter-relationships between the socio-economic aspects and the 
underlying determinants of malnutrition – household food security, maternal and 
child care, health services and sanitation. 

• Promote accountable and responsible  public institutions. Foster good governance and 
a decentralization of decision-making processes on issues of primary relevance to 
households and communities, including nutrition programming. 

• Promote realistic and participatory development strategies and policies. 

• Better identify the linkages of cultural issues to malnutrition. 
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CHAPTER 3: FOOD SECURITY AND MALNUTRITION IN ETHIOPIA 

AN ASSESSMENT AND ANALYSIS OF AN UNDERLYING DETERMINANT OF 
MALNUTRITION 

Demese Chanyalew, PhD 
Consultant Agricultural Economist 

Addis Ababa 

Executive Summary 

Introduction 

The formulation of Ethiopia’s National Nutrition Strategy has to prevail over the 
nagging problem of oversimplification in policy making circles in Ethiopia that nutrition is a 
food issue and hence the presence of the Food Security Strategy (FSS) suffices to address 
issues of nutrition in the country. Though food insecurity is a determinant of malnutrition, 
malnutrition is also a determinant of food insecurity. Food insecurity leads to malnutrition 
through the effects of inadequate dietary intake and utilization of food for a healthy life at any 
age group but more seriously affects infants, children and women. Malnutrition leads to food 
insecurity through productivity containment in a farm household.  

This study used the triple-A approach (Assessment-Analysis-Action) to link food 
insecurity to malnutrition in the presence of the basic, other underlying, and immediate 
determinants of malnutrition. The assessment and analysis started from setting clear 
definitional and conceptual frameworks, and investigating related national and regional 
trends. Core policies and strategies, as well as programs related to food security are reviewed, 
and the gaps in terms of nutrition inclusiveness are assessed. Finally twenty-one issues and 
interventions are recommended to be considered in the preparation of the national nutrition 
strategy.  

Defining food security, malnutrition and related terms  

The definition of food security employed for this study is availability, access and 
utilization of sufficient food by all people at all times for an active and healthy life. This is 
also the definition adopted by the regional bureaus, as confirmed during the consultant team’s 
visit to regions for consultative meetings. Food availability is related to the production as well 
as domestic marketing and import aspects of the supply side of food. Food marketing, storage, 
processing, cooking practices, feeding practices and nutrition make up what is called ‘food 
utilisation’. Even if the utilization aspect of food security is fulfilled, nutrition security is not 
necessarily achieved.  

The link between agriculture and nutrition occurs via food, either processed from 
homegrown sources or procured from elsewhere. In a broader perspective the food insecurity 
determinants of nutrition are related to the assessment and analysis of the quantity of food 
produced, procured, or received through transfers from other households or the government; 
the quality of the food; and the diversity of the diet. In this connection, the availability and 
use of micronutrient-fortified food is also important. 

Malnutrition is a physical condition or process that results from the interaction of 
inadequate diet and infection and is most commonly reflected in poor infant growth; reduced 
cognitive development, anemia, and blindness in those suffering severe micronutrient 
deficiency; and excess morbidity and mortality in adults and children alike. 
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The food-bias on nutrition in Ethiopia starts from the interpretation of the definition 
of food security. This indeed is the crux of the matter in linking the nutrition security strategy 
to food security strategy. Nutrition affects the availability of food and food in turn affects 
nutrition status of a household in rural farming families. The food side of the nutrition 
problem starts at the individual level but extends to household up to national level. 

Conceptual framework  

The conceptual framework for this study is based on both the nutrition in the lifecycle 
framework and the global framework of the determinants of malnutrition framework. These 
frameworks provide the understanding that to effectively tackle malnutrition a tri-adequacy of 
food, health, and care products is indispensable. At the immediate level, malnutrition results 
from interactions between inadequate dietary intake and disease, a vicious cycle that accounts 
for much of the high morbidity in countries like Ethiopia. The life-cycle perspective illustrates 
the complexity of building a nutrition secure society, as malnutrition can be compounded 
through the life cycle and across generations. The global framework demonstrates that 
resources must be brought from a number of sectors, levels, and partners to bear on the 
problem of malnutrition. Simply the conceptual underpinning is that food security goes 
beyond food production and distribution, and nutrition security is not a necessary outcome of 
successfully achieving food security, but an issue that must be explicitly addressed in its own 
right.  

Targeting is an important concept to have an effective nutrition-aimed food security 
intervention. Conceptually it is important to distinguish between the food security and 
nutrition security target groups in terms of their location specificity. Food security could be 
seen in the context of households, community, region, as well as national levels. Nutrition 
security requires priority target groups. Nutrition security is more focused on an individual, 
household and community levels. Most nutrition programs target infants, young children and 
women of childbearing age, while food security programs target households and 
communities.  

National and regional potentials and food security performance  

There is little doubt about the country’s natural resources potential for the production 
of food items (crops and livestock) in sufficient quantity and quality. Ethiopia is endowed 
with a large array of agro-ecological conditions that allow the production of various types of 
crops. Despite such potentials, it is sad to note that agriculture in Ethiopia has been unable 
even to produce enough to feed its population. Among the varied factors that account for this 
sad state of affairs, low land, animal and human productivity take the leading responsibility. It 
has often been said that Ethiopian agriculture, both crop and livestock, is characterized by 
low-input and low-output system of production. 

Since the country is dependent on agriculture, crop failure usually leads to household 
food deficits. Due to crop failure and disasters, millions of people annually rely on food 
distributed free or under food for work programme. For the fifteen years before 2002 Ethiopia 
annually imported 700,000 metric tons of food aid on average to cope with food insecurity in 
the county. Having peaked at about 26.2 percent in 1984/85, food aid imports amount to a 
significant proportion of the domestic production of food crops, often 10 percent or more. 
Nationally food security has been and continues to be a serious challenge. The major causes 
for food insecurity at individual or household levels, is related to high level of poverty 
(access) and inadequate national production of food items (supply).  

Between 2000 and 2004 on a regional level, per capita production of food crops was 
above the national average in three of the four major regions of the country (Tigray, Amhara 
and Oromia). The national average for this period was 145.46kg/person while the regional 
average was 164, 177 207, and 71 for Tigray, Amhara, Oromia, and SNNPR, respectively 
(EEA 2003/04). The regions with the highest food deficits, Afar and Somali, also have the 
highest level of child malnutrition. The prevalence of wasted and underweight children in 
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Afar in 2000 was 12.6 percent and 50.5 percent, while the national prevalence was 10.5 
percent and 47.2 percent, respectively. Using the 225 kg/person food crop (grain) production 
as a benchmark for measuring food crop production deficit, the food deficit in drought prone 
regions in 2000 was high. 

In addition to the magnitude of malnutrition, the poverty level and the average per 
capita food production differ by region. Benishangul-Gumuz, for example, a region with the 
highest per capita food production in all the reported years – producing above the FAO 
recommended yearly per capita food intake – nevertheless has the highest poverty headcount 
of all regions. This indicates that high agricultural production does not guarantee poverty 
reduction or a reduction in malnutrition, since poverty is one of its basic determinants. 

Food security policy, strategy, and programs 

Agricultural Development Led Industrialization (ADLI) is a strategy formulated to 
implement the national economic development policy, which is a policy of building a market 
economy in contrast to the socialist economic policy of the Derge regime. It has sectoral 
strategy documents, of which for the agriculture sector is the Rural Development Policy and 
Strategies (MOI 2001). Currently, ADLI’s mid-term program based implementation is 
through the Sustainable Development and Poverty Reduction Program (SDPRP). The RDPS 
and SDPRP documents are quite detailed and very specific in describing the government’s 
overriding objectives and intentions in “transforming” the Ethiopian agriculture. It is 
government policy that, to the extent possible, the food insecure should exit from food aid.  

The Food Security Strategy (FDRE 2002) is the main document that, together with 
the documents prepared by the NCFS (2003), gives the policy direction and implementation 
modalities of various food security related programs and interventions, specifically for the 
coming five years. The core program of Ethiopia’s FSS is the Food Security Program (FSP), 
the implementation of which is the responsibility of the Federal Food Security Bureau, under 
MOARD. The goal of this program is to attain food security for five million chronically food 
insecure people, while at the same time, improving and sustaining the overall food security of 
an additional ten million people (NCFS 2003). This program has four broad areas of coverage 
with inter-linked objectives to achieve this goal. These are (a) food availability to be 
increased through improved crop and livestock production, (b) food access to be increased 
through expanded agricultural and non-agricultural incomes, (c) promotion of preventive and 
curative health services, and (d) access to land provided through voluntary resettlement for up 
to 440,000 chronically food insecure households. Safety nets – conditional transfers – are used 
as one of the approaches to improve food access. The first three coverage areas (a-c) are 
linked to the government’s capacity building effort and inter-linked through the enhanced 
extension system. The enhanced extension system is also designed to support the community-
based, multi-annual planning approach that, among other things, aims to mainstream health 
issues. The preventive and curative health care promotion component of FSP is to address the 
food utilization aspect of the FSS. 

It is important to emphasis that the safety net programs are biased towards rural areas. 
There is no place for the urban poor to be part of the beneficiaries of these programs. This 
also has implications for the design and targeting of food security programs. Moreover, 
nutrition is not a core component of the safety net programs. 

The food security strategy and nutrition gap 

Nutrition criteria applied to food security strategy and interventions production 
maximizes the positive impact of increased food production or wide range of food products 
on nutritional status of the people. In the FSS, NCFS and other related policy documents the 
incorporation of such criteria is negligible, and as a result even in those areas where major 
food security interventions were undertaken, the incidence of malnutrition remains high. This 
gap has to be narrowed. In order to have a nutrition secure society, the FDRE and Regional 
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governments in Ethiopia should apply the Nutrition Lens (NL) in all their developmental 
activities, including investing in agriculture and food production. 

A decade ago Pelletier et al. (1995) argued that the nutrition policy documents of the 
government, donor strategy statements, and consultant reports, in which primary emphasis is 
given to achieving one or several food-related objectives (self-sufficiency, increased 
production, more efficient distribution, or food security at national, regional, or household 
levels), with the implicit assumption that nutritional improvement will follow indicates the 
existence of a “food-first” bias in the way malnutrition is implicitly viewed by decision-
makers and in the content of many nutrition programmes. The situation is not much different 
today. The food-bias is still there as the consultant team noticed during the regional meetings. 
Most experts working in agriculture and food security bureaus believe that if the utilization 
aspect of FSS is well implemented then the nutrition issue will be no longer be an issue that 
requires a separate strategy. Perhaps it is because of this that the reviewed policy and strategy 
documents are indeed food-biased. It is also important to note that, although preventive and 
curative health care is one of the four major components of the FSP, in reality it is not 
adequately addressed by the FSP implementing agencies. This again reflects the gap created 
since a food-secure, but not necessarily a nutrit ion-secure, household has been the target of 
the FSS as formulated thus far. 

Improvement in agricultural production is not and cannot be a stand-alone effort. It 
requires an integrated holistic approach involving various sectors and sub-sectors. There is 
adequate evidence that agricultural research, extension as well as health, education, 
infrastructure, and so on play a major role in the ability of farmers and herders to be effective 
and efficient. Currently these are not handled in an integrated manner to solve the national 
malnutrition problem.  

The way forward: recommendations 

Based on assessment and analysis of the linkages and the gaps between food and 
nutrition, twenty-one interventions and issues are proposed for the formulation and 
implementation of Ethiopia’s NNS. These have been categorized into three broad categories: 
institutional (organization and relationship), technical, and capacity building. Within each 
category the list is made by order of priority. Out of the twenty-one issues, the top three 
priorities that should be addressed during the drafting and implementation of Ethiopia’s NSS 
are the following: 

1) Improve institutional arrangements;  

2) Advocacy and awareness to address the severe malnutrition of infants, children and 
women, as well as to eliminate the food-bias; and 

3) The need to plan together with communities and execute interventions through 
community participation. 

 



37 

3.1. Introduction 

The economic growth and development of any nation depends on the use of its human 
capacity, both physical and intellectual. Human capacity, to fully reach its personal and 
economic potential, depends to a large degree on the individual’s nutrition security status. A 
nutritionally secure people can fight poverty and pave the way to development. Ethiopia is not 
an exception in this regard. Whether it is to achieve the Millennium Development Goals 
(MDGs) or to efficiently and effectively implement the Sustainable Development and Poverty 
Reduction Program (SDPRP), nutrition should be at the center, since a nation that is not 
nutritionally secure achieves nothing in its socio-economic growth and development 
undertakings. To put nutrition at the center of economic growth and development endeavors, 
a well studied and formulated national nutrition policy and strategy is indispensable.  

A National Nutrition Strategy (NNS) can address strategic issues of food, together 
with maternal and child care, health services, and a healthy environment. Drafting such a 
strategy for Ethiopia is a challenging task. Past attempts at formulating such strategies were 
food-biased. Consequently, any new attempt has to prevail over the problem of 
oversimplification that nutrition is exclusively a food issue and, hence, the belief that the 
presence of a Food Security Strategy (FSS) is sufficient to address issues of nutrition in the 
country. Even during the preparation of this technical report, this problem manifested during 
consultation visits to regional bureaus associated with agricultural production and food 
security. Several experts in these bureaus believe that if the food security strategy is fully 
implemented in all aspects of its definition – availability, access, and utilization – then 
malnutrition will be contained and the problem resolved. However, available data and in-
depth discussion suggest that food security is not nutrition security. A food secure household 
or community can be abjectly nutritionally insecure and be exposed to death due to 
malnutrition.  

Natural resources should be managed for the production of agricultural products. 
Availability of agricultural products alone, however, may not ensure availability of adequate 
and nutritionally sound food to households and communities. First, the available food must 
also have an adequate dietary density. Secondly, adequate health services and a healthy 
environment, together with adequate maternal and child care, are required for nutritionally 
secure households and communities.  

Four technical reports on key aspects of nutrition – food-security, care, and health, as 
well as the basic macro-level determinants of nutritional status – were commissioned to lay 
down the conceptual underpinnings for Ethiopia’s NNS. This report on food security is one of 
the four. The report presents several normative and factual explanations to assert that a food 
secure society may not necessarily be well-nourished, even if all components of food security 
are fulfilled. A household achieves nutrition security only when it has secure access to food 
coupled with a sanitary environment, adequate health services, and knowledgeable care to 
ensure a healthy life for all household members (Benson 2005). 

This study used a triple -A approach (Assessment-Analysis-Action) to address food 
related nutrition issues and problems. The first part of the assessment, sections two and three, 
deals with clarification of definitional and conceptual issues that have created confusion and 
have led to the erroneous perception of nutrition as a food issue. Ethiopia’s natural resource 
potentials and the actual situation in terms of feeding its growing population with an emphasis 
on food and nutrition issues and nutritional indicators, both nationally and region-wide, is 
assessed in sections four and five. Core policies and strategies, as well as programs related to 
food security are reviewed in section six. The Agricultural Development Led Industrialization 
(ADLI) strategy, the FSS, the Rural Development Policies and Strategies (RDPS), the 
SDPRP, The New Coalition for Food Security (NCFS) and other related strategies and 
programs are briefly reviewed and discussed in this section. Section seven presents the 
nutrition gap and food-bias of the reviewed policy, strategy, and program documents, 
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followed by section eight which lists and discusses the actions, interventions, and issues 
recommended to be addressed in the formulation and implementation of NNS. This report 
asserts the need for integrated actions and interventions by all concerned sectors within the 
country, as well as the donor community, to build a sustainable nutritionally secure Ethiopia. 
Of course, the primary responsibility to put in place Ethiopia’s NNS and implement it shall 
remain on the shoulders of the FDRE government via a coordinated effort of all concerned 
sectors.  

3.2. Definition and Scope  

3.2.1. Defining food security  

The definitions of food security formulated by the World Bank (Devereux & Maxwell 
2001); the FAO Committee on World Food Security; the Agricultural Trade Development 
and Assistance Act of 1990; and USAID (1992), as well as that included in the FSS (2002) 
and NCFS (2003) were reviewed. For this study, the definition employed is availability, 
access and utilization of sufficient food by all people at all times for an active and healthy 
life. This is also the definition adopted by the regional bureaus, as confirmed during the 
consultant team’s visit to regions for consultative meetings.  

Food availability is related to the production, as well as domestic marketing and 
import aspects, of food – the supply side. Access refers to the ability of families to obtain 
adequate food both in quality and quantity through production or purchases to meet the 
nutritional requirements of all family members. Food marketing, storage, processing, cooking 
practices, feeding practices and nutritional use make up what is called ‘food utilisation’ 
(Robinson 2003). 

The food-biased vision of nutrition starts from an interpretation of the definition of 
food security. During a regional consultative meeting, the point was raised that nutrition 
problems are so prevalent and rampant in Ethiopia because the utilization aspect of food 
security has not received attention. Government efforts have concentrated on the availability 
aspect, and rarely on the access aspect, while wholly ignoring utilization. Experts in the 
region initially argued that, had proper attention been given to utilization, malnutrition would 
not be an issue today. This is the crux of the matter in linking a nutrition security strategy to 
the food security strategy. At the end of the meeting, based on the conceptual framework of 
malnutrition, the meeting participants were convinced that solving the problem of food 
insecurity cannot unilaterally ensure the elimination of undernutrition. This issue is further 
elaborated in the up-coming section on the conceptual framework. 

The definition of food security which is also the basis of the FSS (2002) does not 
focus on the care and health dimensions of improved nutrition. Nutrition security 
encompasses and extends beyond food security, since for a nation to have its people enjoy 
active and healthy lives, adequate care must be provided its children and women. Moreover, 
such efforts are a strategic component of improving food security and fostering economic 
growth in a country, since malnutrition constrains the productivity of the labour force in 
agriculture. It is also important to recall that availability and access to food are dependent on 
the availability and quality of agricultural marketing facilities and infrastructure. 

3.2.2. Definition of malnutrition 

Malnutrition in the Ethiopian context has been described as a long-term year round 
phenomenon due to chronic inadequacies in food intake combined with high levels of illness 
(National Nutrition Policy-Draft 2003). Malnutrition is the most common health problem 
affecting both children and adults in Ethiopia. 



39 

In a more technical way, it is difficult to define malnutrition per se since its face 
varies significantly. In some places it is characterized by undernutrition, in others by 
overnutrition, while in an increasing number of areas it is characterized by both (Gillespie and 
Haddad 2003). Gillespie and Haddad indicated that malnutrition occurs at all stages of the life 
cycle.  

According to Benson (2005), malnutrition is a physical condition or process that 
results from the interaction of inadequate diet and infection and is most commonly reflected 
in poor infant growth; reduced cognitive development, anemia, and blindness in those 
suffering severe micronutrient deficiency; and excess morbidity and mortality in adults and 
children alike. He also restated that undernutrition and overnutrition are two forms of 
malnutrition. Undernutrition is malnutrition due to inadequate food consumption or poor 
absorption or biological use of nutrients consumed due to illness, disease, or nutrient 
imbalances. In this report, this definition of undernutrition suffices to set the goal for the 
detailed preparation of the NNS.  

3.2.3. Definitional link between nutrition and food 

Availability and access to sufficient quantity and quality of affordable food is 
necessary but not sufficient to ensure adequate nutrition (NEPAD 2004). Nutrition affects the 
availability of food and food availability in turn affects the nutrition status of rural farming 
households. The nutritional status of the individual within the household will be a 
determining factor of the agricultural productivity of the household, since it is only well-
nourished members of the household who can be productive in a sustainable fashion (Benson 
2005). In order to make the definitional link between food and nutrition the energy 
requirement for a human being to perform expected daily tasks can be used. An individual, 
household, or a nation is judged food insecure if the FAO/WFP recommended intake of 2,000 
Kcal per person per day is not met. According to Robinson, in 1998 ‘an estimated 52 percent 
of the country was food insecure with an average consumption of approximately 1,770 Kcal 
per capita’. In fact, the government’s recommended minimum intake is 2,100 Kcal. 

3.2.4. Food and nutrition security at individual, household, community, and 
national levels 

Achieving household food security depends to a considerable degree on an acceptable 
level of national food security. However, national food security or the ability of national food 
supplies and reserves to meet the country’s aggregate market demand, does not necessarily 
guarantee household food security. Poor families, due to lack of purchasing power, may not 
have access to adequate food despite the fact that food might be available in the market place. 
A household is food secure if it can reliably gain access to food in sufficient quantity and 
quality for all household members to enjoy a healthy and active life. For the urban poor, the 
main role of national food security is to assure a continuous supply of the main staple foods to 
urban areas at stable prices. 

The food side of the nutrition problem starts at the individual level but extends to 
household up to national level. According to Benson (2005), although nutrition security is 
principally defined at the household and individual levels, the determination of nutrition 
security extend far beyond the control of the household itself. To Pinstrup-Andersen, the 
amount of food consumed by an individual household member depends on a variety of factors 
including the amount of food that the household can acquire, the intra-household food 
distribution process, and the appetite and preferences of the individual. An individual’s 
appetite, in turn, is influenced by many factors, most importantly health status and energy 
requirements. An individual’s nutritional status is related directly to the diet and the health 
status of the individual (Pinstrup-Andersen 1987).  
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For the large majority of low-income households who are semi-subsistence peasants, 
the most important aspect of national level food security is the opportunity to acquire food 
from outside the farm to cover shortfalls in production or other periodic adverse production 
conditions; either chronic, as in the case of large peasant families with small landholdings, or 
transitory, as in cases of droughts, pests. (Pinstrup-Andersen 1987). Pinstrup-Andersen’s 
explanation implies that household food security is a necessary condition to ensure good 
nutritional status but it is not by itself a sufficient condition to improve nutritional outcomes. 
Indeed, in a given food-secure household, certain family members may not get enough food to 
meet their individual nutrition requirements while others may receive seemingly enough food, 
but food that is nutritionally deficient. 

3.3. Conceptual Framework 

3.3.1. Linkage between malnutrition and food security 

The distinction between food security and nutrition security has increasingly becomes 
noticeable both from conceptual and from practical dimensions. As Benson (2005) stated, 
food security goes beyond food production and distribution, and nutrition security is not a 
necessary outcome of successfully achieving food security, but an issue that must be 
explicitly addressed in its own right. Even if the utilization aspect of food security is fulfilled, 
nutrition security is not necessarily achieved.  

Simply put, food security is a necessary but not a sufficient condition for nutrition 
security and a healthy and active life. A nutrition secure society is as society that achieves a 
simultaneous tri-adequacy of food, health, and care, as was highlighted in the first chapter in 
Figure 1.2 and Figure 1.3 (Gillespie and Haddad 2003, 2-3).  

Figure 1.2 shows a conceptual framework of how malnutrition is propagated through 
the life cycle and across generations. At an immediate level, malnutrition results from 
interactions between inadequate dietary intake and disease, a vicious cycle that accounts for 
much of the high morbidity in countries like Ethiopia. Three interacting groups of underlying 
factors contribute in turn to inadequate dietary intake and infectious disease: household food 
insecurity, inadequate maternal and child care, and poor health and environmental services. 
This food-care-health conceptual framework in a life-cycle perspective illustrates the 
complexity of building a nutrition secure society. It requires resources from a number of 
sectors, levels, and partners to be brought to bear on the problem of malnutrition. 

Figure 1.3 presents the global conceptual framework of how the determinants of 
malnutrition are interlinked. Though the framework was initially designed to address the issue 
of malnutrition among infants, young children, and women, it can be adopted to assist in 
formulating an overall nutrition strategy. In a broader context, from a food security strategy 
point of view it indicates that food security alone cannot make a household nutritionally 
secured. The framework shows that from the basic determinants (social, economic, political 
and cultural processes, including poverty in all its dimensions), non-food underlying 
determinants such as care and health must also be considered alongside food security in order 
to make a household and a community nutritionally secure. It reveals that unless the three 
underlying determinants are adequately addressed in an integrated way, malnourishment can 
prevail in a rich, but unhealthy family where both food and income poverty is not a problem. 
Moreover, it provides the understanding that a poor household that has overcome the problem 
of food insecurity still must provide proper nutritional care to its members, as well as ensure 
that they receive proper health services and live in a hygienic environment.  

Both figures reaffirm that food security is a necessary rather than a sufficient 
condition for nutrition security. This implies that for any society to have a healthy people with 
sufficient physical and mental energy to foster economic growth and development, the society 
needs to put in place policies, programs, and projects that aim for nutrition security. Put 



41 

differently, it is important to accept that a food secure household can be malnourished. A 
recent descriptive study by Kaluski et al. (2002), revealed the relevance of this conceptual 
underpinning to Ethiopia’s situation. The authors assessed food security in Ethiopia along its 
three dimensions: availability of safe and nutritious food, accessibility to sufficient resources 
(including physical access, economic, social, and demographic factors affecting the ability to 
acquire food) and adequacy of diet, hygiene practices, water, and sanitation. Kaluski et al 
point out that undernutrition can exist due to lack of food, due to micronutrient deficiency, or 
due to non-food reasons, e.g., illness. Moreover, food insecure and hungry people can be 
present in society due to temporary household shocks or vulnerability to loss of access to 
food.  

Like other developing countries, in Ethiopia people suffer from one or more forms of 
malnutrition. These include low birth weight, early childhood growth failure (stunting), 
anemia, vitamin A deficiency, iodine deficiency disorders, and overweight/obesity. Growth 
stunting in childhood is a risk factor for increased mortality, poor cognitive and motor 
development, and other impairments in function (Gillespie and Haddad 2003, p.9). Stunting, 
along with low birth weight is also a risk factor for adult chronic disease. Low intake of 
dietary iron, supplied primarily by meat, fish, and poultry, leads to iron deficiency anemia. 
Intakes of these foods are low when people have inadequate resources to buy food or when 
these foods are avoided for religious or cultural reasons. In the case of the majority of small-
scale peasant farm households, because of monocropping due to fragmentation and small 
farm plots, they are unable to produce a diverse food basket from home production and so do 
not eat micronutrient rich foods. Both stunting and anemia are known to lower the 
productivity of physical labor, which in turn constrains agricultural production and food 
security.  

The above conceptual models explicitly show the link between food insecurity and 
malnutrition through the immediate dietary effect. There is also a reverse link between 
malnutrition and food insecurity, which is a productivity effect (Figure 3.1). The FSS does not 
recognize that food issues are also nutrition issues at the production level through the effect of 
malnutrition on labor productivity. This missing link has contributed to an underestimation of 
this major constraint on national agricultural and broad economic development. The 
productivity effect should be recognized by food security strategy designers. As a result, the 
strategy, now focused on agricultural production issues, including interventions to improve 
agriculture through research and extension programs to augment land productivity, will not 
ignore the need for farmers to have nutritionally adequate diets. The inputs to improve 
agriculture often are identified as improved seeds, fertilizer, and chemicals. Labor 
productivity augmenting interventions are totally neglected. Though the immediate nutrition 
intervention focus of the NNS should be on infants, children, and women, there also is a need 
to augment the adult labor force productivity in both agriculture and industry via nutrition 
interventions.  

It is important to state that Figure 3.1should be contextualized in terms of a 
developing country situation. It may not necessarily reflect the malnutrition linkage to labor 
productivity in developed economies. In these countries, the major malnutrition problem 
could be overnutrition (obesity) which may have little to do with the productivity effect.  

As shown in Figure 3.1, though food insecurity is a determinant of malnutrition, 
malnutrition is also a determinant of food insecurity. Food insecurity leads to malnutrition 
through the effects of dietary intake that is inadequate for a healthy life at any age. 
Malnutrition leads to food insecurity through productivity containment. Since agricultural 
labor productivity depends on the physical and mental well-being of labor, and since a 
malnourished person is weak both physically and mentally, then a nutritionally insecure farm 
household, even with sufficient physical resources (land, seed, fertilizer), will face difficulty 
in producing adequate and desirable amounts of food. In other words, malnutrition leads to 
food insecurity via labor productivity curtailment in a farm household.  
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In regional consultations as a part of the NNS formulation process, there was a 
general acceptance of the nutrition security conceptual framework captured by figure 2. 
However, a slight censure came from the participants of the SNNPR consultative meeting. 
The criticism was that the framework attracts attention to the immediate and underlying 
determinants when indeed, in the Ethiopian context, the major problems that require urgent 
attention are those in the basic determinants category. It was argued that not only inadequate 
allocation of institutional responsibility, but also problems of coordination across the sectors 
involved in nutrition-related actions are important institutional failures contributing to the 
deaths of children and women of productive age. In addition, cultural factors are generally 
ignored, but are major sources of failure in previous nutrition intervention programs. These 
issues have to be addressed in drafting the new NNS. 

3.3.2. The concept of targeting in nutrition and food security strategies 

To have effective nutrition aimed food security interventions, targeting is important. 
Targeting of beneficiaries for nutrition and food interventions can be made on the basis of 
household, community, region, or individual members of a household depending on the 
design of the programs. Targets and actions require prioritization. Target groups may need to 
be narrowly defined to focus on those who are the neediest and the most responsive to the 
planned interventions. 

Conceptually it is important to distinguish between the food security and nutrition 
security target groups. Often, food security interventions cater to adult heads of household, 
which predominantly are men, except in emergency cases where supplementary food aid 
programs typically have packages for pregnant women and children. 

Though any level of national or regional food security may not guarantee household 
food security, the policy and programs to transfer such higher level food security to 

Figure 3.1: Nutrition and food security: two-way linkage. 
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Note: Though the writer of this report set this figure, it is important to point out that this linkage is implicitly 

captured in Figure 1.3. In this context, it can be considered as a complement to Figure 1.3.  
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households will not be as difficult as the efforts needed to transfer and make a household 
nutrition secure. Nutrition security requires priority target groups. Nutrition security is more 
focused at the individual, household and community levels. The individual and the household 
are ultimately responsible for assuring their own or their members’ nutritional status (Benson 
2005). 

Most nutrition programs target women and children, while food security programs 
target households and communities. In the case of Ethiopia, the same should apply. Adequate 
care, access to sufficient health and sanitation services, as well as adequate household food 
security of women and children should be central activities in ensuring a well-nourished 
population capable of being highly productive, both mentally and physically. In a more 
focused way, children of age two and below should be prime targets. Additionally, the 
nutritional improvement of adolescent girls and women of reproductive age should get high 
priority.  

The impact of malnutrition can be moderate or severe depending on the food status of 
the target group in view of time, climatic conditions, and seasonal variation. In drought years 
or famine periods, the impact of malnutrition will be heightened. Emergency response is 
focused on basic nutritional interventions, providing quality food in the quantity needed to 
feed disaster-stricken populations. In an emergency, malnutrition from too little food and too 
much disease affects all age groups, particularly those at high risk such as infants, young 
children, pregnant and lactating women, and those affected by HIV/AIDS. 

3.3.3. Food fortification, standards, and quality  

As stated earlier, nutrition is not solely ‘a food issue’, as malnourishment can exist 
even when food is available in the market place or in the household, due to non-food 
determinants such as health and environmental factors and the paucity of caring. However, 
malnutrition is commonly an outcome of specific development problems related directly to 
the level of dietary intake. The link between agriculture and nutrition occurs via food, either 
processed from homegrown sources or procured from elsewhere. The determinants of 
nutrition that are related to food security are made up of a wide variety of factors: the quantity 
of food produced, procured, or received through transfers from other households or the 
government; the quality of the food; and the diversity of the diet. In addition, the availability 
and use of micronutrient-fortified food is also important. 

Dietary inadequacies might be caused by a low supply of food or by inadequate time 
to prepare food or feed children (Jonsson 1993). In most poor rural and urban families, the 
food items encompass a very limited set of dietary elements. In Ethiopia, often what people 
eat is Enjera-be-wot. Enjera is an Ethiopian thinly baked bread type food item prepared from 
dough of teff (Eragrostis teff) or cereals such as wheat, barely or sorghum. Wot is prepared 
from a mix of pulses, vegetables, animal products. Poor households usually eat the Enjera 
with wot prepared from pulse crops. Usually diets are very limited in many Ethiopian 
households, with a preponderance of protein and basic starches and a lack of vitamins (lack of 
vegetables, fruits) and other higher value nutrients, resulting in micronutrient deficiencies. At 
farm household level, in terms of production, dietary diversification can be achieved through 
promotion of horticulture or backyard gardening, and dairy production. However, 
community-based fortification programs should be encouraged in order to tackle the problem 
of common micronutrient deficiencies.  

The three common micronutrient deficiencies in Ethiopia, as elsewhere, are vitamin 
A, iodine, and iron. These deficiencies should be addressed via improving the variety of foods 
rich in these micronutrients available at household level. This requires diversification of 
production and value-addition through processing and preservation practices, as well as the 
promotion and adaptation of fortified foods. Specifically, fortified food is important in areas 
where agricultural production lacks diversification and monocropping is common. In areas 
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where cereals are dominant and very little attention is given to micronutrient-rich horticultural 
crops, micronutrient fortification of cereal staples is important.  

3.4. National and Regional Trends: Assessment and Analysis  

3.4.1. Natural resources, population, agricultural production and food deficit 

A combination of factors including adverse changes in climate, poor technology, soil 
degradation, inadequate policy, and program implementation problems have resulted in severe 
food insecurity in Ethiopia. The extent of food insecurity in Ethiopia in recent years has 
become alarming and its coverage in drought periods has reached as high as 45 percent of the 
population (NCFS 2003). About five million people  are categorized as chronically food 
insecure. These individuals receive daily relief food, even when the weather and market 
conditions appear to be good. Many more are malnourished even during good years. 
Therefore, any attempt to solve the food problem should be based on well-designed policies 
and programs that keep nutrition at the center. 

To make Ethiopia a nutrition secure country, the effort has to start from a careful 
review of what potential exists in terms of human, plant, livestock, and natural resources 
(land/soil, water, climatic conditions, etc). There is also a need to assess the country’s 
capacity (technology, knowledge, markets, incentives, etc) as well as commitment to provide 
the necessary resources (human, financial). The efforts that have been applied to date and the 
achievements made and constraints faced should also be examined. The quality of the 
underlying determinants of the nutritional status of a household is dependent to a considerable 
degree on how available resources are distributed and engaged for economic production 
within society. 

According to the 1994 CSA population census document (CSA 1998), the Ethiopian 
population in 2004 is estimated at about 71 million and is projected to reach 94.5 million by 
year 2015. In 2015, about 81.5 percent of the projected population will be in rural areas as 
compared to the current 84.2 percent. The latest estimate (1999/2001) of the proportion of the 
undernourished people is 42 per cent (UNDP 2004). The balance in number between males 
and females is in favor of the former in urban areas but the opposite in rural areas.  

There is little doubt that the potential of the country’s natural resources for the 
production of food items (crops and livestock) is sufficient in quantity and quality. Ethiopia is 
endowed with a large array of agro-ecological conditions that allow the production of various 
types of crops. Agro-ecological assessments by the Ministry of Agriculture indicate that over 
60 percent of the country’s landmass can be used for some form of agricultural production 
activities. In the recent Millennium Development Goals Needs Assessment, it was determined 
that around 15 percent (close to 17 million hectares) of this area is potentially cultivable 
(MOFED 2005). However, the area under cultivation in any one year is around 10 million 
hectares, mostly under smallholder farming conditions. This obviously means that there is 
sufficient room for expansion. Expansion will require the development of infrastructure 
(particularly roads and utilities) and services (health, schools, etc) into potential areas. 
Although most of this area is currently used under dry-land/rain-fed conditions, the 
development of irrigation schemes in appropriate parts could greatly increase crop production 
by augmenting the productive capacity of both land and animals. Ethiopia is associated with 
drought, yet it has vast reserves of under-utilized ground water and annual surface water. The 
main constraint is lack of investment. Of 3.7 million ha of potentially irrigable land, only 
160,000 ha (five percent) have been utilized.  

The average annual rainfall in Ethiopia suggests that there is enough rainfall for the 
production of most crops in most parts of the country including many of those areas identified 
as drought prone areas. However, when the seasonal distribution of rainfall is considered, 
most parts of the country are moisture deficient. In most parts of the country, particularly in 
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the drought prone areas, the rain falls for a few days at high intensity causing soil erosion, 
followed by long dry spans that adversely affect the growing crops. If properly and effectively 
used, water-harvesting technologies can play an important role in coping with the rainfall 
distribution problem by storing the rainwater when it is available in excess and by using the 
stored water to supplement the growing crops during the dry spans. 

Cereals, pulses, and oilseeds are the three major food crops that account for over 85 
percent of the total temporary and permanent crops. In 2000/01 and 2001/02, 9.4 million and 
7.8 million hectares of land, respectively, were covered by these three types of food crops 
(EEA 2003/04). According to recent data (CSA 2004), the total area and production of 
vegetables was estimated at 82,333 hectares and 3.89 million quintals respectively. The area 
and production of root crops (excluding enset) was estimated at 158,731 hectares and 16.1 
million quintals, respectively. According to the CSA Enset Sample Survey conducted in 1997 
(CSA 1997), the area and production of enset in major enset-growing areas was estimated at 
167,900 hectares and 33.9 million quintals, respectively. The area and production of the major 
fruit crops was estimated at 44,338 hectares and 2.5 million hectares. 

Stimulant crops - coffee, tea, and chat – are important cash crops and play an 
important role in income generation to enhance food security. According to CSA data, the 
area under coffee and chat in 2003/2004 was estimated at 232,439 hectares and 111,578 
hectares, respectively, while the corresponding production figures from these crops was 
estimated at 1.26 million quintals and 0.93 million quintals, respectively. Coffee in particular 
has been the main and traditional foreign exchange earner for the country, while chat has 
become significant in recent years. Quite a wide array of spice crops is produced in this 
country and the government is increasingly targeting these both for domestic and foreign 
markets. 

The identification and quantification of the level of domestic food need hinges upon 
the current and projected population of the country. To quantify the kind and amount of food 
items needed in an average daily diet of the Ethiopian population, one must also set a 
minimum level of calorie intake to ensure nutritional adequacy. The FDRE Government of 
Ethiopia accepts 2,200-kcal/per/day as the minimum energy intake level required for an active 
and healthy life. To meet this level of calorie intake requires about 236 kg/per/year of cereal 
grain. The food intake can also be obtained from a mix of agricultural products. A recent 
study in Ethiopia found that about 85 percent of this calorie intake comes from cereals, food 
legumes and oilseeds, all of which are the main crops grown by smallholder farmers in the 
country. Horticultural crops including vegetables and root/tuber crops add about 10 percent, 
while animal products such as milk and meat contribute a further 5 percent to the average 
daily energy intake. It is known that the content of an average daily food basket varies from 
region to region depending on the region production base and specialization, but the above 
pattern seems to be widespread (MOFED 2005).  

The potential for animal husbandry is even greater. Livestock is a major resource for 
Ethiopia, comprising about 35 million cattle, 11.4 million sheep, 9.6 million goats, and about 
2.8 million camels. Over 50 percent (approximately 57 million hectares) of the country’s 
landmass is classified as grazing or browsing land, situated mostly in the arid, semi-arid, and 
sub-moist agro-ecological zones. Moreover, the country’s fresh water bodies can potentially 
produce of 40 thousand tons of fish annually, out of which less than 10 percent is presently 
being exploited. There also are about 3.3 million beehives (CSA 2002). In this resource, 
Ethiopia stands among the richest, as third in African and 10th in the world.  

In general, the diversity of domestic animal species is wide, but its productivity is low 
due to poor genetic endowment, serious disease and parasite problems, inadequate feed and 
water supply and poor traditional management systems. According to the CSA survey, almost 
99 percent of the cattle, sheep and goat populations in the country are indigenous, with exotic 
and crossbreeds accounting for only about one percent. The average productivity of 
indigenous species is very low. For example, current national production of milk from 
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indigenous cattle is about 1-2 lit/day for an average annual lactation period of 200 days, 
whereas crossbreeds give over 10-15 lit/day for a lactation period of over 300 days. Despite 
such advantages, the adoption rate of improved breeds and management practices by the 
majority of small-scale farmers is very low. This extremely low adoption rate can be ascribed 
to a variety of factors including availability, accessibility, and general lack of awareness 
and/or interest. These problems and constraints must be addressed if the country and its 
people are to benefit from this huge livestock resource and, in particular, for it to have 
relevance to the food security of different target groups and at different locations. 

Dairy production in Ethiopia is largely traditional. The production systems can be 
categorized as pastoral, agro-pastoral, highland smallholders, urban and peri-urban 
smallholders and intensive dairy farming. According to CSA (2004), the number of milking 
cow in the country is about 13.9 million. Improved dairy production is restricted to the 
highlands where the climate creates favorable conditions for dairy development. In Ethiopia, 
small holders account for 75 percent of commercial liquid milk production and even a higher 
proportion of national milk production. Most milk marketing occurs through the informal 
market in the form of raw milk sold directly to consumers. Yet, with the largest livestock herd 
on the continent of Africa and an immense potential for dairy production, the average annual 
per capita milk consumption in Ethiopia is limited to about 18 liters. This compares to 161 
liters annual per capita consumption in Sudan, 76 liters in Kenya, and is even lower than the 
average annual per capita consumption of milk in Africa of 37 liters (FCC and LMA 2004). 

Despite the immense agricultural potential of Ethiopia, agriculture in Ethiopia has 
been unable to produce enough to feed its population. Among the varied factors that account 
for this sad state of affairs, low land, animal and human productivity take the leading 
responsib ility. It has often been said that Ethiopian agriculture, both crop and livestock, is 
characterized by a low-input and low-output system of production. National survey data 
indicate that the average yields for cereal crops are a little over one ton/hectare. The CSA 
crop sample survey data for 1985-2001 indicates that long term field crop (cereals, pulses and 
oilseeds) production amounts to no more than 163 kg/person/year even in the year (2000/01) 
of highest production in the country’s history. This is below what is required to meet adequate 
nutritional needs and is totally unsatisfactory compared to the 200 kg/person yields achieved 
during the 1970s (EEA 2003/04).  

3.4.2. Food aid and emergency responses  

Ethiopia is a country known for drought and famine with millions of its people dying 
due to hunger and malnutrition despite abundant natural resources and a huge potential in 
crops and livestock to feed its growing population and for export. Abject poverty and hunger 
has made the country continuously dependent on food aid. Furthermore, since the country is 
dependent on agriculture, crop failure usually leads to household food deficit. Due to crop 
failure and disasters, millions of people yearly rely on food distributed free or under food for 
work programmes. The absence of off-farm income opportunities and delayed food aid 
assistance leads to asset depletion and increasing levels of destitution at household level.  

For the fifteen years up to 2002, Ethiopia annually imported 700,000 metric tons of 
food aid in order to cope with food insecurity in the county. Having peaked at about 26.2 
percent in 1984/85, food aid imports amount to a significant proportion of the domestic 
production of food crops, often 10 percent or more. Following the low 2002/03 harvests, for 
example, some 15 million people were supplied under emergency food distribution 
programmes. Due to these facts, among the goals and objectives of the New Coalition for 
Food Security (NCFS), as stated in the coalition document, are the goals to drastically reduce 
the food insecurity faced by vulnerable households, to attain food security for the five million 
chronically food insecure Ethiopians, and to significantly improve and sustain the overall 
food security for ten million additional food insecure people within five years (NCFS 2003). 
Although the focus and higher support will be provided to assist the chronically food 
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insecure, these activities will also benefit the wider group of those who are vulnerable to food 
insecurity, preventing them from sliding into destitution and protecting and building their 
assets. Food aid alone cannot meet these increasing requirements. A sustainable approach to 
alleviate famine should link food emergency with the maintenance and development of 
natural resources, and promoting the capacity of farmers to solve the problems they face, 
particularly through improved production. 

The annual appeal process for food aid has become an institution, taking place in late 
January each year after the crop production and food supply assessment by DPPC, FAO and 
WFP has been completed (Robinson 2003). Robinson argued that, despite large amounts of 
food aid and efforts to kick-start its agriculture, the scale of hunger in Ethiopia seems not to 
have been reduced. In 2000, the number of people in need of food aid, for at least part of the 
year, rose to 10.6 million, or 16.6 percent of Ethiopia’s population, exceeding in absolute 
terms the numbers of people affected by drought in 1984-85 (FDRE 2002). In 1984 and 1985 
the number in need of food aid were 4.21 and 6.99 million – the 1984-85 famine was 
considered extremely severe, galvanizing the attention of the world. 

Food aid to Ethiopia has been based on wheat, substituting the customary 
consumption of teff. The resulting change in consumption patterns can contribute even further 
to micro nutrient deficiencies (MNDs), such as iron. As Kaluski et al reported, food aid in 
Ethiopia could be meaningful if the food basket is expanded to provide the recommended 
‘Food Based Food Relief’, with 15 kg of cereals, legumes, oil, salt, and sugar per person per 
month. To eliminate the common MNDs, it is recommended to fortify the wheat flour 
provided by food agencies with iron, iodine, calcium, zinc and vitamins A, B1, B2, niacin and 
folate. There is currently little being done in the area of fortification compared to the 
magnitude of the malnutrition problem. The little that has been done started when the 
Ethiopian Nutrition Institute was in place i.e., before its change in structure and mandate in 
1995.  

The major donors of food aid are USAID, EU, World Food Programme (WFP) and 
the World Bank (Robinson 2003). WFP annually targets a major share of the food aid, but its 
mandate limits it mainly to the use of food, rather than other resources. Moreover, it is 
dependent on other donors to acquire the food it distributes. The EU has led the way in 
shifting the food aid used in Ethiopia from imported food to locally purchased food. The 
largest donor is USAID. It has a swifter delivery record than the EU but, owing to the legal 
restrictions reflecting the power of the US farm lobby, it cannot finance local purchase. All its 
food aid must be from the US, and its financial aid for food security is more limited.  

Besides these major donors, local and international NGOs play an important role in 
Ethiopia’s food security efforts. Local and international NGOs in Ethiopia trace their roots in 
the country to the famines of 1973-74 and 1984-85, when they helped prevent even greater 
loss of life (Robinson 2003). According to the WFP, the NGOs’ share of emergency food aid 
to Ethiopia in 2000 was 37 percent. NGOs are important mobilizers of resources for the 
country and roughly account for between a fifth and a quarter of international aid received by 
Ethiopia.  

Though food aid still covers a significant share of the annual food supply, its use is 
not without criticism. It is commonly charged that it is also used as an instrument of 
dependency creation and as a means of dumping surplus grain of developed countries. Of 
course, the counter argument is to ask what alternative the country has to feed its starving and 
hungry people, particularly during periods of drought and famine. A recent study by Yamano, 
Alderman, and Christiaensen (2005) in rural Ethiopia concluded that food aid received by 
households in response to shocks had a beneficial effect on reducing child malnutrition. The 
average value of food aid received in a community has a large positive effect on early child 
growth. 
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3.4.3. Malnutrition and food insecurity: national trend 

As shown in Table 3.1 and Figure 3.2, the trends in population, agricultural output 
and resources signals a frightening situation in terms of both food and nutrition security. 
Though food security is not a sufficient condition to attain nutrition security, food insecurity 
is one of the most important immediate determinants of malnutrition. The trends show the 
country is becoming increasingly food deficient with its growing population and ever smaller, 
more fragmented landholdings. 

Over the past four decades, the population size has increased almost threefold, 
whereas per capita food production and landholding declined by 42 percent and 68 percent, 
respectively. According to Masefield (2000), the average landholding size in Ethiopia would 
be insufficient to feed a family of five, even if production could be successfully increased by 
three times using improved technologies. 

Figure 3.2 gives the trend in per capita food production between 1980/81 and 
2002/03. The per capita food production is continuously below FAO’ recommended yearly 
food intake and the gap is widening.  

Studies in Ethiopia have shown that if size of cultivated area among cereal growers is 

Table 3.1: Trends in the agricultural population, output and resources (1960-2000) 

Year Population 
(in million) 

Per capita food 
output (in kg) 

Per capita land- 
holding (ha) 

1960/61 23 240.2 0.28 

1969/70 28 242.7 0.25 

1979/80 36 204.4 0.14 

1989/90 48 141.7 0.10 

1999/00 63 140.0 0.09 

Source: EEA 2003/04. 

Figure 3.2: Per capita food production and production gap – 1980/81 to 2002/03. 
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viewed as a proxy for household food security, household food security is positively 
associated with child nutritional status in some regions, negatively associated in some 
regions, and show no consistent association in other regions (Pelletier et al 1995). The study 
by Pelletier et al indicated that chronic malnutrition in Ethiopia is not restricted to the 
drought-prone areas, that aggregate (regional) food supply is not a major determinant of the 
distribution of child malnutrition within the country, and that household food production (if 
not security) is neither a strong nor a consistent predictor of child malnutrition status. Their 
study indicated that even among the more “food secure” households living in the rural areas 
(those cultivating more than 1.5 ha, civil servants and other economic groups), the prevalence 
of chronic malnutrition is 50 percent or higher.  

Addressing the malnutrition problem via solving the food insecurity problems of 
various targeted groups requires an understanding of the characteristics of those who are 
under chronic or transitory (acute) food insecurity. From the viewpoint of donors, particularly 
in their decisions to give food aid to Ethiopia, the distinction between chronic and transitory 
food insecurity (recently being called predictable vs. unpredictable needs) has became 
relevant (Raisin 2001). Since 2001, the donor policy statement attempts a definition: 
‘Chronically food insecure households are those that cannot meet their food needs in any 
given year, regardless of climatic variables or other external shocks…although in practice 
shifting vulnerability between food insecure groups makes the separation of chronic and acute 
needs complex.’ 

It has been argued that chronic food insecurity is related more to a lack of productive 
assets (livestock, cash, land, and labor) than to climate (Robinson 2003). Maxwell observed 
that ‘although there was no major increase in malnutrition during 1995-98, the effect of years 
of food insecurity was a slow but steady process of destitution or depletion of assets, which 
significantly decreased coping capacity.’ Addressing this chronic insecurity also calls for 
reconceptualizing our understanding of famine from a sudden catastrophic event related to 
drought to a process inextricably linked to poverty and, in turn, to the timing and nature of our 
intervention (Raisin 2001b).  

As stated above, even a food secure household or region can be highly affected by 
malnutrition due to deficiencies in the non-food factors of nutrition, such as caring, health, 
and environment. According to Ethiopia’s 2002 FSS document, a combination of short-term 
and long-term causal factors can explain the burden of food insecurity in Ethiopia. Long-term 
factors, such as the interaction between environment, high population growth, diminishing 
land-holdings, and lack of on-farm technological innovation have led to a significant decline 
in productivity per household. These trends, combined with repeated effects of drought, erode 
the productive assets of communities and households, which, in turn, leads to increasing 
environmental degradation and, more importantly, makes households less able to cope with 
shocks because they cannot accumulate savings even in good years.  

3.4.4. Regional variations  

The administrative regions of Ethiopia have differing population densities, resources, 
opportunities and culinary habits, and consequently differ in many aspects of food security. 
Nationally food security has been and continues to be a serious challenge. According to a 
recent Government declaration (MOFED 2002), at least 44 percent of the Ethiopian 
population is estimated to be food insecure. The number of chronically food insecure people 
has remained about 5 million per year, with an additional 10 million people in a vulnerable 
situation. This number increases in some years, as witnessed in the year 2002/03. The major 
causes for food insecurity at individual or household levels, is related to high level of poverty 
(access) and inadequate national production of food items (supply).  

About 10 percent of the population lives in pastoral and semi-pastoral communities 
that occupy 60 percent of the land (Kaluski et al 2002). These communities live in 
agriculturally marginal lowlands that are prone to frequent drought and famine. On the other 
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hand, communities in the central highlands maintain sedentary agriculture, which is based on 
crops and livestock. Separate assessments of food security status in different regions are 
required in order to tailor food aid programs to Ethiopia’s geographic, demographic, and 
cultural diversity.  

Between 2000 and 2004, per capita production of food crops was above the national 
average in three of the four major regions of the country (Tigray, Amhara, and Oromia). The 
national average for this period was 145.5 kg/person while the regional average was 164, 177 
207, and 71 for Tigray, Amhara, Oromia, and SNNPR, respectively (EEA 2003/04). The 
regions with the highest food deficits, Afar and Somali, also have the highest level of child 
malnutrition (Table 3.2). The prevalence of wasted and underweight children in Afar in 2000 
was 12.6 percent and 50.5 percent, while the national prevalence was 10.5 percent and 47.2 
percent, respectively. As show in Figure 3.3, using the 225 kg/person/year food crop (grain) 
production (or 2.25 quintals/person/year) as a benchmark for measuring the food crop 
production deficit, the food deficit in drought prone regions in 2000 was high. 

In addition to the magnitude of malnutrition, Table 3.2 shows the poverty level and 
the average per capita food production for the 1996/97-2003/4 period by region. It is 
important to relate the data in this table to Figure 3.3. Note that Benishangul-Gumuz, a region 
with the highest per capita food production in all the reported years – producing above the 
FAO recommended yearly per capita food intake – nevertheless has the highest poverty 
measure. This indicates that high agricultural production does not guarantee poverty reduction 
or a reduction in malnutrition, since poverty is one of its basic determinants. 

Table 3.2: Poverty headcount (2002), malnutrition indicators (2000), and per capita food 
production by region. 

Poverty head count ratio Child malnutrition  

Region Urban Rural Total 

Food 
product-
ion, per 
capita Stunted Wasted 

Under-
weight 

Tigray 60.7 61.6 61.4 159 55.3 11.1 47.9 

Afar 26.8 68.0 56.0 12 47.6 12.6 50.5 

Amhara 33.1 42.9 41.8 176 57.0 9.5 51.8 

Oromiya 35.9 40.4 39.9 202 47.2 10.4 42.2 

Somali 26.1 44.1 37.9 11 46.4 15.8 44.3 

Benishangul-
Gumuz 

28.9 55.8 54.0 530 41.3 14.2 42.3 

SNNP 40.2 51.7 50.9 78 55.4 11.8 53.7 

Gambella 38.4 54.6 50.5 86 37.0 18.1 39.0 

Harari 35.0 14.9 25.8 31 37.3  6.3 27.1 

Addis Ababa 36.2 27.1 36.1 6 26.8  4.2 14.1 

Dire Dawa 33.1 33.2 33.1 19 30.5 11.1 30.8 

NATIONAL 36.9 45.4 44.2 -- 51.5 10.5 47.2 

Source: For the poverty head count ratio MOFED 2002, MOFED. The per capita food production is computed 
using CSA data on cereal, oilseed, and pulse production for 1996/97-2003/4. For health and health related 
indicators, the source is the MOH Planning and Programming Department.  

Note: For SNNP root crops and vegetables, including enset, are very important crops but data on their production 
is not available for most of the years. For those years where data is available (2001/02 and 2002/03) the total per 
capita food production increases to 103 and 114 kg respectively.  
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A regional comparative analysis, using malnutrition and food insecurity indicators, 
for Ethiopia is reported by Devereux (2004). He considered stunting to be a measure of 
chronic or long-term food deficit and wasting as an indicator of short-term or acute food 
insecurity. He reported similar figures to those shown in Table 3.2 and made a region-by-
region comparison. An aggregate relationship indicator was not reported. 

A simple correlation analysis between poverty and food insecurity indicators and that 
of a weighted aggregate index of malnutrition was done for this study. Food insecurity is 
measured by the food gap per capita. A simple Pearson correlation coefficient of 0.66 
between poverty level and malnutrition and 0.24 between food insecurity and malnutrition is 
obtained. The high correlation between poverty and malnutrition suggests that poverty indeed 
is one of the major basic determinants of malnutrition, whereas the considerably lower 
correlation between food insecurity and malnutrition suggests that non-food determinants of 
malnutrition are of equal if not more important than the food related determinants. One of the 
implications is that a food-biased strategy to reduce malnutrition will not be adequate. Of 
course, this is a preliminary assessment that should be further tested with detailed analysis 
using pooled time-series cross-sectional data. 

3.4.5. Poverty and malnutrition: The rural-urban dimension  

The issue of food insecurity in Ethiopia cannot be resolved until the twin problems of 
poverty and insufficient food supply at national level are addressed. In order to design a 
comprehensive response to the problem of food insecurity and malnutrition, rural poverty has 
to be tackled, since it is the root cause of these problems there. As shown in Table 3.3, 
malnutrition is significantly higher in rural areas than in the urban centers. 

A literature review also gives detailed insights into rural-urban and regional 
variations in terms of food and nutrition issues. Kaluski et al. analyzed the aggregate food 
security of the regions of Ethiopia in 1999 according to availability, accessibility and 
adequacy and the estimated size of the needy population in each. Regional needs vary. Some 
of the highest prevalence rates of malnutrition were found in the food-surplus regions of the 
country. For example, Oromiya showed high malnutrition rate, especially in elderly and 

Figure 3.3: Per capita food production by major region – 1996/97 to 2003/04. 
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lactating mothers, as did the Southern Nations Nationalities and Peoples (SNNP) region. In 
2000, both recorded that about 7 percent of the rural population was needy. Though the record 
for Tigray was of a stable nutrition status, 34 percent of the rural population was needy. In 
Somali, which is one of the pastoral regions, there were major outbreaks of bloody diarrhea 
and malnutrition-related diseases with 42 percent of the rural population being in need. In 
general, the analyses revealed that for some regions, short-term, targeted food aid could 
compensate for the lack of available foods, whereas other regions would benefit more from 
health and nutrition education or agricultural assistance.  

According to the recent MDG report (MOFED, UN 2004), Ethiopia would have to 
reduce poverty by a factor of about 4.5 percent per annum through 2015 to meet the 
Millennium Development Goals. This translates in to a decline of poverty from its current 
level of 44 percent to 22 percent by 2015. The minimum growth rate required to reduce 
poverty by this amount is about 6 percent. Moreover, real GDP is targeted to grow by at least 
7 percent on average during the MDG period. However, such expectations have to be checked 
with past trends and realities. In 1990, the national poverty headcount was 48 percent. By 
2000, ten years later, it had only dropped to 44 percent. However, the proportion of stunted 
children has shown somewhat larger declines – in 1995, 67 percent and in 2000, 57 percent. 

It is important to note that in Ethiopia poverty rates are computed on the basis of a 
local poverty line, which is approximately Birr 1095 per person per year (Poverty Situation in 
Ethiopia 1997). This is approximately Birr 3 (US$ 0.35 at the present exchange rate) per 
person per day. If purchasing power party (PPP) is used to compute the dollar equivalent of 
Birr 3, a figure closer to one dollar a day is attained, particularly in rural areas. 

3.4.6. Marketing, trade and access to food 

Poverty reduction and food security efforts should be underpinned by market driven 
rural development. Ethiopia’s experience over the last decade shows that increased 
productivity is a necessary but not sufficient condition for income augmentation at farm level. 
Farmers must also be able to sell their products profitably. This is more pronounced in a 
situation where most smallholder farmers are poor, food insecure, malnourished and more 
vulnerable to the vagaries of external shocks. 

The vast majority of rural travel (80-90 percent) on community roads is by foot 
(MOFED 2005). The typical modal split for rural roads is for at least 60 percent of the trips to 
be by pack animal and for up to 30 percent to be by bus. Trips by pick-ups and trucks 
normally form a very small proportion of the total. Quantities transported are very small and 
undertaken over poorly maintained roads or paths, leading to high transport costs. It is not 
unusual for farmers to have to travel 30 or 40 km to take their produce to markets. Mules and 
donkeys are the most common form of animal traction used for transporting goods. 

Table 3.3: National, urban and rural malnutrition indicators of children under 5-years 2000 

Malnutrition indicator 

Location Stunted Wasted Underweight 

National 56.8 9.6 45.0 

Urban 44.5 6.1 33.7 

Rural 57.9 9.9 46.7 

Source: MOFED 2002; CSA & ORC Macro 2001. 
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Intermediate means of transport such as donkey carts, are not common and programs for 
promoting the use of them have had limited success.  

Overall, Ethiopia’s transport system is one of the least developed in the world and is 
inadequate to support an efficient agricultural production and distribution system. Road 
density is the lowest in the world, with only 20 percent its land area being within 10 km of 
all-weather road and 70 percent of its farms being more than a half day walk from such a 
road. The classified road network (2000) covers about 33,297 km and has a density of about 
0.43 km per 1000 population. The number of registered vehicles is about 105,000, mainly 
used in urban areas. Motorized vehicles account for only about 20 percent of the total travel 
and transport demand of the country and the remaining 80 percent depends on traditional 
means of transport such as walking, head loading, back loading and the use of pack animals. 

The grain marketing system in rural Ethiopia is undeveloped and post-harvest, 
transport and storage facilities are rudimentary. There are marked regional differences in the 
importance of the production of various grain crops, with the result that there is a complex 
domestic marketing system for grains, with significant amounts of grain flowing between 
regions. Price differences between the major surplus and deficit regions are large due to high 
transport costs and inadequate marketing infrastructure. 

Post-harvest losses of around 20-30 percent of the total grain crop occur. The need for 
interventions to minimize post-harvest losses and to ensure that higher quality produce 
reaches the consumer is substantial. 

Reports also indicate the presence of limited knowledge of production, post-harvest 
handling, and processing of horticultural products. These include absence of high yielding and 
high genetic potential cultivars, inappropriate management techniques, inappropriate pest 
control measures, lack of quality seed supplies, and minimal post-harvest technology. In 
many areas, vegetable products are sorted, packed, and loaded unsatisfactorily. In general, the 
most important part of a vegetable business is retaining quality along the marketing chain. 
This is difficult to do in Ethiopia. This has a tremendous negative impact on the utilization 
aspect of food security and in turn on achieving nutrition security at household level. 

As indicated in the previous sub-section, Ethiopia has large livestock resources. In 
spite of this large number of livestock, the economic contribution of this sub sector to the 
national economy is still minimal. Dairy development in Ethiopia is largely traditional which 
constitutes more than 98 percent of the production. The important problem for the dairy sub–
sector in Ethiopia is not a shortage of milk production but the inaccessibility of milk to all 
potential consumers. The same is true for meat production. 

3.4.7. Food prices, food security and malnutrition 

Due to a heavy reliance on rain-fed production combined with erratic rainfall, 
national annual grain production continues to be highly unstable. The instability of production 
and the associated changes in annual supply result in considerable price movements between 
years. Poor households are especially vulnerable to such instability, since they lack the 
capacity to save at times of favorable prices.  

Storage is needed to maintain crops in good condition for subsequent use or 
marketing. One of the main reasons for doing this is to obta in better prices at non–peak 
harvesting times. This is appropriate for cereals and oil crops, but not for highly perishable 
crops. Depending on the year, roughly ¾ of all grain is retained on farm for home 
consumption or for seed. From the reminder, farmers sell about 80 percent immediately after 
harvest to generate funds to meet urgent cash needs and to avoid the high losses that are 
incurred using traditional on-farm stores.  

Proximity and access are the most limiting factors in the pricing and market choices 
for perishable dairy and horticultural products. Many rural producers have no access to urban 
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consumer markets due to the inadequate road transport infrastructure. Consequently, most 
horticultural products are wasted in the field. Raw milk farmers are forced to sell to local 
consumers due to similar problems. As a coping mechanism, they process the surplus to 
butter and cheese, locally known as Ayib. Since the marketing system is not organized, the 
sale of milk products by small producers directly to consumers involves high cost distribution 
and results in a deterioration of milk quality. 

3.5. Food Security Policy, Strategy and Programs: A Review 

3.5.1. Policy  

Various policies, strategies, and action plans have been formulated in the past to 
modernize agriculture and to increase agricultural production to feed at least the human and 
animal populations in Ethiopia, but none has been very successful. Soon after the overthrow 
of the Derge regime, the transitional government issued an economic policy document that 
covered agricultural policy (Demese 2004). In the mid-1990s, the EPRDF government 
developed, the current economic development policy and strategies and implementation 
started. This is guided by the Agriculture Development Led Industrialization (ADLI) strategy. 
ADLI is a strategy for implementation of the national economic development policy; the 
policy pursues the development of a market economy, in contrast to the socialist economic 
policy of the Derge regime. Its sectoral strategy document related to the agriculture sector is 
the Rural Development Policy and Strategies (RDPS 2003). Currently, ADLI’s mid-term 
program implementation is through the Sustainable Development and Poverty Reduction 
Program (SDPRP). The RDPS and SDPRP documents are quite specific in describing 
government’s overriding objectives in “transforming” the Ethiopian agriculture. 

In the RDPS, the FDRE Government underscores the basic objectives of the nation's 
economic development endeavors:  

To build a market economy in which (i) a broad spectrum of the Ethiopian people are 
beneficiaries; (ii) dependences on food aid is eliminated; and, (iii) rapid economic 
growth is assured. 

It is government policy that, to the extent possible, the food insecure should exit from food 
aid.  

According to the RDPS document, efficient use of labor, land, and water resources 
through mixed farming is recommended, especially in the drought-prone areas. Voluntary 
resettlement is a main feature of government policy towards these areas, ‘according to a well-
conceived plan and with well-coordinated government support’. The policy also addresses the 
need to develop an efficient marketing system. It sees international markets as part of the 
answer to the stimulation of agricultural development. It also recognizes cooperatives as 
playing an enhanced role in marketing and in the development of rural finance. 

In terms of policy, the FDRE government has recently focused on measures that 
integrate agricultural production to improve and strengthen agricultural markets and 
marketing at all levels. It has planned to improve the post-harvest technologies that are 
available to and employed by farmers and to reduce the length of the marketing chain by 
expanding the role of cooperatives and associated grain unions (RDPS 2003). Furthermore, 
the RDPS states that rapid economic development is to be ensured through agriculture- led 
and rural-centered development. Currently, the government’s response to the challenges of 
agricultural transformation and rural development for poverty reduction is to provide 
extensive technical, vocational education and training in agriculture (TVET). 

The agricultural TVET has three components: (i) middle level vocational training; (ii) 
farmers training; and (iii) program development. It is considered a cornerstone for 
implementing the development strategy for the rural economy. It was established to generate 
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educated, environmentally conscious, and entrepreneurial farmers that will enhance food 
security in a sustainable manner. The specific objective is to create and develop human 
resource and institutional capacity that would have a desirable impact over the medium and 
long-term. It is therefore expected to produce middle to junior level skilled and motivated 
agricultural practitioners who are compatible with higher-level skills and technology. Since its 
inception and establishment, 25 colleges have been up-graded to a total enrolment capacity of 
30,000 students. Over 45,000 students have already been enrolled. Currently about 10,000 
students have completed their apprenticeship program.  

The objective of the middle -level component is to train and produce a skilled labor 
force that would serve as teachers and development agents in the “Farmers Training Center” 
(FTC) and as self-employed entrepreneurs. FTCs are expected to provide agricultural 
extension and information services that can speed up entrepreneurship as well as provide 
demonstrations for the diffusion of modern technologies and improved practices in 
agriculture. It is envisaged to establish about 15,000 FTCs throughout the country over the 
next five years. Three graduates of the Agricultural TVET (in crops, livestock, and natural 
resources) would be assigned in each FTC.  

One of the basic objectives of the national economic development policy is to 
eliminate dependence on food aid. The FDRE government’s expectation is that dependency 
shall wane as the country raises its capacity to be food self-sufficient, and is able to cope with 
disasters and natural calamites via development-oriented programs. The projections for 
disaster preparedness and emergency response are also included as an element of dependency 
reduction. Disaster preparedness calls for a multi-sectoral and multidisciplinary approaches. 
The policy on disaster preparedness and emergency response is based on a belief that even in 
absence of drought, disasters due to flood, landslide, earthquake, and wildfire can hit hard. 

3.5.2. Strategies 

The major strategy document that addresses the food issue in Ethiopia is the Food 
Security Strategy (FSS) document, which was first published at the end of 1996, and then 
revised in 2002. Ethiopia’s FSS is based on three pillars: Economic growth and employment, 
additional entitlement/access and targeted programs, and strengthening of emergency 
capabilities. The overall aim of the second pillar is the transfer of resources to the vulnerable 
population, shifting assistance from in-kind to cash, and using self-selection mechanisms 
wherever possible. Increasing food security in the moisture deficit areas will come through 
the diversification of livelihood systems, and the farming systems in particular. 

The overall objective of the food security strategy is to raise the level of food 
production nationally with a commercial and export orientation and to ensure household food 
security in the long term not only by production but also by the ability to buy consumables. 
The strategy document recognizes that while “access” to food is more of an issue related to 
the income status of an individual and/or a household or a political decision by government, 
there is a clear requirement for food to be “available” in order to be accessed. This requires an 
adequate food supply at local markets. 

The FSS is targeted mainly to the chronically food insecure moisture deficient and 
pastoral areas. Environmental rehabilitation to reverse the level of degradation and as a source 
of income generation for food insecure households is a focus of the strategy. Gender, 
HIV/AIDS, micro-enterprise, capacity building, and the distinction between chronic and acute 
food insecurity are all recognized as key food security issues.  

One of the focuses of the FSS is to enhance the food entitlement of the most 
vulnerable sections of the society. There are three elements: supplementary employment 
income support schemes; targeted programs for disadvantaged groups; and nutrition 
interventions. Moreover, the government is committed to strengthen the early warning 
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system, surveillance and monitoring in order to enhance the emergency response capability of 
the country.  

The FSS document states that the real possibility of closing the food gap at the 
national level and the persistence of food insecurity at the household level implies the need to 
transfer resources to the vulnerable population. However, these resource transfers should 
involve shifting assistance from in–kind to financial flows, and shifting procurement of food 
for relief distribution from imports to domestic supply. The NCFS identifies interventions that 
make possible the transfer of resources, enhance the purchasing power of the poor, create off-
farm income generating activities, and overall boost the access of poor people to food within 
three thematic areas – safety nets, disaster preparedness and emergency income 
diversification, and rural agricultural entrepreneurship. The interventions in this regard are 
asset creation through labor-based public works; household-level asset creation; human asset 
development, and other related crosscutting interventions. These are the pillars of the safety 
net program and related project initiatives under the NCFS (2003). 

Livelihood strategies are part of the FSS, and were intensely addressed in the NCFS 
document. A livelihood has been defined as ‘the activities, the assets and the access that 
jointly determine the living gained by an individual or household,’ (Masefield 2000) or “what 
people have and do in order to thrive and survive’ (CRDA 2001a). It is based on an inventory 
of assets or potentials embracing the human, natural, financial, social, and physical. 
Interventions that lead to income diversification are critical in reducing malnutrition and food 
insecurity. Broadly, the categories of interventions in this regard are community development 
funds; micro-enterprise development; access to income diversification inputs, agro-processing 
development, and spatial labor mobility enhancing services. 

Among the key interventions to secure livelihoods has been the use of Employment 
Generation Schemes (EGS). EGS has evolved into employment-based safety nets (EBSN) 
which received a ringing endorsement in the 2002 FSS. It has been government policy that all 
food aid should be distributed on the basis of 80 percent EGS and 20 per cent gratuitous 
distribution. In 1997, the DPPC issued guidelines for the management of the EGS (Robinson 
2003). An EBSN ‘is a public works programme that provides employment at the same time as 
building productive assets and minimizing the risk to vulnerable households of dipping below 
the poverty line.’ In the 2002 FSS, it is stated “regular budgeted and multi-annually assisted 
EGS/EBSN can respond to the huge chronically vulnerable populations’ needs and therefore 
reduce emergencies to what they are normally and internationally defined as. EGS/EBSN 
should be cash-based wherever the situation would allow.” 

The performance of EGS in Ethiopia has been compared with the Employment 
Guarantee Scheme in Maharashtra, India. Weaknesses of the Ethiopian EGS identified by 
Middlebrook (2002) and others include the following: failure to enact and institutionalize the 
EGS policy, poor planning capacity, lack of clarity over targeting, failure to build productive 
assets, limited success in creating sustainable community assets, unreliable and late delivery 
of resources, and insufficient funds for tools and management. 

In Ethiopia, although food aid distribution in principle is calculated at 0.5 kg per 
person per day, EGS schemes normally pay 3 kg per worker per day, on the expectation that 
each worker has to feed a family (Robinson 2003). Self-targeting will work properly only if a 
below-market wage is paid, but the rate must also be above the wage based on minimum 
nutritional requirements. Raisin (2001a) argues that self-targeting below-market wages are 
‘actually helping to keep beneficiaries in poverty.” She supports geographical community 
targeting (which she calls a livelihood systems approach as compared with household 
targeting, a livelihoods approach) because the household economy is not isolated from the 
dynamics of inter-household relationships, especially in relation to land, oxen and labor. 
Through, for example, price effects on non-beneficiaries, she argues, that relief targeting of 
the poorest households encourages asset depletion among the relatively better-off. Geographic 
targeting may bring its own risks of inclusion and exclusion; a study of food aid targeting in 
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1995-96 revealed that ‘the greatest differences in income targeting performance were 
observed between regions rather than between food aid programme types’ (Jayne, Strauss, 
Yamano, & Molla 2001).  

Many successful programs, particularly those focusing on diversified income 
generating activities, have employed the community-managed revolving fund mechanism, 
and this has proved practical and empowering for the community. A revolving fund represents 
a system whereby the credit is extended to a specific group within the community for a 
specific purpose. The group undertakes to repay the capital in to a common fund, similar to 
the idir system, and recycles the capital for reinvestment in additional income-generating 
activ ities. The group can accept members, who must contribute their own resources to the 
fund before they can gain access to credit opportunities.  

3.5.3. Institutions  

Institutions are key elements of the policy formulation and implementation process. 
The NNS shall contain a clear institutional arrangement that explicitly identifies and lists the 
functional details of agencies working to coordinate and implement nutrition centered 
development programs. It has to evaluate the mandates and past structural and functional 
relationships within and outside the ministries of agriculture, health, water resources, 
education, labor and social affairs, and others related. Since the overall responsibility for food 
security intervention implementation is that of the Ministry of Agriculture and Rural 
Development (MOARD), a brief review of it institutional set up is given below. In preparing 
the NNS, the current structure of other concerned ministries needs to be assessed in order to 
identify the best possible institutional locations for the nutrition coordination body and to 
identify those in charge of existing nutrition security-related programmes.  

The policies that are stated in RDPS and SDPRP have brought changes in 
institutional arrangements in the agriculture and food sector of Ethiopia. The new MOARD 
replaced the former separate Ministries and Authorities namely Ministries of Agriculture and 
of Rural Development, Coffee and Tea Authority and the Livestock Marketing Authority, 
which were under the Ministry of Trade and Industry; as well as the National Agricultural 
Input Authority and the Wildlife Conservation and Development Authority. In addition to 
combining these institutions, the proclamation transferred to MOARD a set of functions that 
were formerly the responsibility of other ministries, most notably the Ministry of Trade and 
Industry (MOTI). MOARD is now responsible for the full agricultural value chain, from the 
supply of inputs to the sale of processed agricultural commodities. This expansion of 
functions and responsibilities was accompanied by an increase in the executive organs and 
public enterprises for which the Ministry is responsible. The Disaster Prevention and 
Preparedness Commission (DPPC) the Ethiopian Grain Trading Enterprise (EGTE), and the 
Ethiopian Agricultural Research Organization (EARO) are now accountable to MOARD. 
EGTE was accountable to MOTI. The Cooperative Commission is still accountable to 
MOARD. The powers and duties vested in the MOTI relating to the planned system of 
tradable warehouse receipts have also been re–allocated to MOARD. MOARD is also 
required, inter alia, to direct and coordinate the implementation of the food security 
programme, to monitor events affecting agricultural development, and to develop an early–
warning system.  

At the federal level, MOARD is divided into three sections, each headed by a State 
Minister. The sections are Agricultural Marketing and Inputs, Agricultural Development, and 
Natural Resources. The Food Security and the Planning, Administration and Finance 
Coordination Bureaus report directly to the Minister of Agriculture and Rural Development. 
Regions have more or less a similar organizational set up.  
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3.5.4. Core programs and projects 

The core program of Ethiopia’s FSS is the Food Security Program (FSP), which is 
now being implemented by the Federal Food Security Bureau, under MOARD. The five-year 
goal of this program is to attain food security for five million chronically food insecure 
people, while improving and sustaining the overall food security of an additional ten million 
people (NCFS 2003). To achieve this goal, the program has four broad areas of coverage with 
inter-linked objectives. These are (a) increased availability of food through improved crop 
and livestock production, (b) increased access to food through expanded agricultural and non-
agricultural incomes, (c) promotion of preventive and curative health services, and (d) 
improved access to land through voluntary resettlement for up to 440,000 chronically food 
insecure households. Conditional transfers within safety net programs are used as one 
approach to improve food access. The first three areas (a-c) are linked to the major capacity 
building effort and inter-linked by the enhanced extension system that is also designed to 
support a community -based, multi-annual planning approach that, among other things, aims 
to mainstream health issues. 

According to the FSP, availability of food through improved crop and livestock 
production aims at improved conservation and use of soil moisture; soil conservation; crop 
diversification, specialization, and intensification; strengthened extension services; improved 
feed and water availability; and implementing pastoralist-specific modalities. The increase of 
agricultural and non-agricultural income is expected also to be achieved via the use of 
enhanced safety net programs; promoting household income diversification; enhanced market 
effectiveness; improved knowledge, attitudes, skills, and practices; and through establishing 
and strengthening appropriate micro-finance institutions. 

The promotion of preventive and curative health care component of FSP is setup to 
address the food utilization aspect of the FSS. In the FSP, food utilization means ensuring 
good nutritional outcomes (NFSC 2003). It recognizes that nutritional outcomes are 
dependent on not only improved food availability and access, but also on the health status of 
the individual. 

Thus far, through the safety net intervention, feeder roads constructed through food 
for work or cash for work have played an important role in connecting kebele population 
centers to woreda or zonal towns, at least during the dry season. They bring farm inputs, aid 
materials, and other inputs closer to the villages and bring farm products to large towns. Of 
course, food or cash for work programs are expected to diminish gradually as the problem of 
food insecurity, hunger, and poverty is alleviated through sustainable and rapid agricultural 
production and overall economic growth of the country. Once there is no longer need for cash 
or food for work project, the Road Sector Development Program should take responsibility 
for constructing new feeder roads and upgrading those roads that were constructed through 
food or cash for work. Until then, constructing feeder roads through food or cash for work 
likely will prevail, although the road sector can help in improving the quality of roads 
constructed by providing technical assistance to the food of cash for work road projects. 

Most of the time degraded, disaster, and drought affected woredas lie in lowland 
pastoral areas of the Eastern part of the country. Hence, interventions in the safety net and 
emergency programmes targeting livestock production and productivity are divided in to two 
major sub-systems, the mixed farming and the pastoralists, in order to place sufficient 
emphasis on the specific activities that characterize these two systems. 

The voluntary resettlement sub-program is one of the core components of the national 
FSP. The resettlement program has been initiated by government in response to the chronic 
food shortages faced by millions of Ethiopian. Given the target of enabling up to 440,000 
chronically food insecure households attain food security through improved access to land, 
about 45,000 households were resettled voluntarily in Amhara, Oromia, and Tigray regions in 
the year 2002/03. Interventions that create community assets through labor-based public 
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works are key instruments to lay down the physical and social infrastructure in and around 
resettlement areas. 

It is important to emphasis that the safety net programs are biased towards rural areas. 
There is no place for the urban poor to be part of the beneficiaries of these programs. This 
also has implications for the design and targeting of food security programs. Moreover, 
nutrition is not a core component of the safety net programs. 

In addition to the specific interventions of the safety net program that are handled by 
the government, others are being implemented jointly with donors based on project formats. 
USAID, EU, World Bank, WFP, FAO, UNICEF, and other bilateral and multi-lateral as well 
as national and international NGOs do work on food security related activities. The USAID 
and EU activities are predominantly contained within the safety net coalition’s approach. 
Though WFP works closely with DPPC on the emergency side, they also work on 
development-oriented activities mainly using the food-for-work approach. The FAO/BSF 
Nutrition and Household Food Security project is being implemented in four woredas of the 
Tigray and Amhara regions. The World Bank Food Security Project, which started in 2002, 
has six broad components including funds to communities, community-based child growth 
promotion, and food marketing studies. The last two have not been implemented as planned 
due to institutional arrangement problems. Different NGOs in the different regions undertake 
nutrition focused activities, although their coverage in terms of woredas is very limited.  

3.6. The Food Security Strategy and Nutrition Gap 

3.6.1. The ‘nutrition lens’ and insufficient nutrition criteria  

In order to have a nutrition secure society, the FDRE and Regional governments in 
Ethiopia should apply the Nutrition Lens (NL) in all their developmental activities including 
investing in agriculture and food production. NL is best discussed in a recent NEPAD draft 
document (2004). A nutrition lens applies nutrition criteria to review the potential impact (or 
unintended impacts) of proposed investment projects, define optimal nutritional inputs from 
each sector, and identify potential opportunities to integrate nutrition initiatives across 
multiple sectors. Applying a NL process offers an opportunity to consider optimizing the 
impact on population-wide nutrition problems, addressing the special needs of vulnerable 
groups and maximizing the indispensable role of improved nutrition in achieving increased 
growth and productivity among farmers and rural populations. Furthermore, NL as planning 
tool enforces an awareness of nutritional problems, vulnerable populations, and the potential 
impact of public investment on human development, productivity, and growth. It also assists 
in integrating nutrition “best practices” in development programs, as well as in identifying 
potential synergies to capitalize on cost efficiencies across programs.  

Nutrition criteria applied to food security strategy and interventions maximizes the 
positive impact of increased food production on the nutritional status of the people. In the 
FSS, NCFS, and other related policy documents, the incorporation of such criteria is 
negligible. As a result, even in those areas where major food security interventions were 
undertaken, the incidence of malnutrition remains high. This gap has to be narrowed.  

The nutrition lens should also be used in assessing donor activities, particularly their 
food aid contributions, so that this aid not only serves to make Ethiopia food secure but also 
nutrition secure. As Devereux (2000) says, ‘the primary concern of the donors is to prevent 
famine, which reduces their food security strategy to a food aid strategy, and explains why 
responding to annual food needs assessment dominates over multi-year planning and 
programming.’ In this context, the issue of nutrition seems simplified by an assumption that 
the food aid has a better nutrition mix than the food that is produced by the local people under 
normal circumstances.  
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3.6.2. The “food-bias” 

A decade ago Pelletier et al. argued that the nutrition policy documents of the 
government, donor strategy statements, and consultant reports, in which primary emphasis is 
given to achieving one or more food-related objectives (self-sufficiency, increased 
production, more efficient distribution, or food security at national, regional, or household 
levels), with the implicit assumption that nutritional improvement will follow indicating the 
existence of a “food-first” bias in the way malnutrition is implicitly viewed by decision-
makers and in the content of many nutrition programmes (1995). The situation is not much 
different today. The food-bias is still there as the consultant team noticed during the regional 
meetings. Most experts working in agriculture and food security bureaus believe that if the 
utilization aspect of FSS is well implemented then the nutrition issue will be no longer be an 
issue that requires a separate strategy. Perhaps it is because of this that the reviewed policy 
and strategy documents are indeed food-biased. 

The FSS and related policy and strategy documents had a food-bias or more broadly; 
as Robinson put it, they are ‘too agriculturally based’. Although preventive and curative 
health care is one of the four major components of the FSP, in reality this component is not 
addressed effectively by the implementing bureau in MOARD. The main gap in this regard is 
that a food secure but nutrition insecure household is not part of the target group of the FSS. 
If all of the nutrition-insecure – both those households that are and are not food-secure – are 
to be included as a target for the FSS, such a strategic goal will require the incorporation of 
non-food determinants of malnutrition such as caring and health particularly in a short to 
medium-term strategic approach targeting infants, children and pregnant and lactating 
women. In the long term, the two-way linkage of malnutrition and food insecurity to capture 
not only the inadequate diet effect but also the labor productivity effect of malnutrition on 
food production and availability should be part of the strategy in Ethiopia.  

Overall, according to the afore-mentioned policy documents, agricultural 
transformation has a multi-dimensional approach. However, the main schemes for 
transforming the agricultural production system in the country thus far have focused on 
improved adoption of yield enhancing technologies in the areas of crop and livestock 
production as well as in natural resources management. The main technologies in the crop 
sub-sector relate to seeds, fertilizers, pesticides, farm mechanisation and implements and 
irrigation through various systems including water-harvesting schemes. In the livestock sub-
sector we are talking about such inputs as improved breeds, animal feeds and nutrition, animal 
health care, improved fishery/aqua-culture and honey production techniques. This 
transformation mechanism has a food-bias. It gives little room to the incorporation and 
integration of nutrition aspects.  

3.6.3. Cross-cutting issues 

Improvement in agricultural production is not and cannot be a stand-alone effort. It 
requires an integrated holistic approach involving various sectors and sub-sectors. There is 
adequate evidence from long experience as well as quantitative data to show that health, 
education, and infrastructure play a major role in the ability of farmers and herders to be 
effective and efficient in their economic activities. Therefore, it is important to mention some 
of the areas that impinge on agricultural production and productivity and, in turn, on food 
security at different levels. 

3.6.3.1. Sustainable land and water management 

Setting aside the debate over private land ownership in Ethiopia, it would 
nevertheless be unwise to urge poor farmers to invest in land or water development and adopt 
expensive technological packages under the existing situation of tenure insecurity. It has been 
often reported that the productive potential of most highland areas is being degraded rapidly 
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due to inappropriate land mismanagement. Rehabilitation and enhancement of degraded 
lands, as well as maintenance of unaffected lands, requires investment of resources and 
inputs. Nutrition criteria also should be applied to investments in sustainable land 
management projects.  

Of course in the food security strategy and instruments debates in Ethiopia, land is the 
most controversial of the four main assets (land, water, livestock, labour) owned by 
households. Recently it is being argued that the reasons for food insecurity are land 
degradation, drought, high population pressure, low input subsistence agriculture, small farm 
size and landlessness. In the past decades, demand for access to productive land became an 
agenda for those vulnerable and food insecure households. In response to the chronic food 
insecurity problems, most of these households opt to find a way out from the situation. This is 
an immediate and observable lesson in the whole country, particularly due to the recent 
drought, which affected 14 million Ethiopian. As a result, many people in hard-hit areas are 
moving spontaneously to forests and national parks. Present reality thus shows that desperate 
people will move, and that the choices they make without support may not improve their own 
or national welfare.  

Shrinking land size and fragmentation has been cited as causes of low productivity 
due to limitations on economies of scale to adapt and adopt improved technologies. Some 
argue that there is still a room to increase the yield of food crops, given the current land 
holding size, though further increases could come about through land consolidation programs 
(Demese 2004, EEA/EEPRI 2002). The World Bank states: ‘the scanty evidence that is 
available suggests that current land policy is not a major constraint on food security’ (World 
Bank 1999). Restrictions against the sale of land do not appear to lead to inefficiencies in land 
use; the crucial differentiating factor is rather livestock ownership. One thing that has become 
clear to all debating the issue of land: That it is important for farmers to feel more secure in 
order that they maintain the soil, adopt and adapt water harvesting technologies, and 
eventually diversify their home-based nutritionally-sound product mix by including the 
planting of fruit trees. 

3.6.3.2. Agricultural Research  

There is no question that agricultural research and extension efforts so far focused on 
the yield aspect of agricultural production, with very little work on nutrition. In the process of 
undertaking informal interviews with Directors General of some regional research institutes, 
we were informed that the national variety release committee no longer focuses only on yield, 
but also on marketability, nutrition content, and other criteria to justify the release of a new 
variety. While a good beginning, agricultural research institutes still do not have an 
established procedure to identify causes of malnutrition in target areas and, based on this 
diagnosis, to develop research projects that are focused on developing biological technologies 
that solve the malnutrition problem identified. This is despite the increase in food-related 
malnutrition and malnutrition’s negative effect on the productivity of farmers. Low labor 
productivity is a major impediment to agricultural production in the country today. The issue 
here is how agricultural production develops interventions that address this subject.  

3.6.3.3. Agricultural Extension  
The current National Extension Intervention Program (NEIP) of MOARD focuses on 

productivity of higher yielding areas – mostly maize and wheat growing areas in the 
highlands. The NEIP lacks any intensive extension interventions in the lowlands where most 
of the chronically food insecure woredas are located (Dereje and Demese 2003). Besides the 
extension package program, which focuses on fertilizer and improved seed, has not had an 
impact in the latter areas. The extension package also goes to households with a minimum of 
one hectare and is thus biased to better-off farmers. The CSA Agricultural Survey of 1996 
shows that 47 percent of rural households have a per capita holding of less than 0.5 ha and 
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that one third of households are unable to produce adequate food for their own family (EEA 
2003/04).  

The government should incorporate nutrition and diet issues in its extension 
approach. The extension workers that cater for the nutrition aspects of households should 
receive regular training in methods of cooking and preserving traditional foods. But currently 
there is no additional agent at kebele level to shoulder this responsibility, like those home 
economists of the past at the federal level, or those found in kebeles and woredas in Tigray 
region. 

The transfer of knowledge and technology in agricultural production is the main 
mandate of the agricultural extension service, both at federal and regional levels. Due to 
traditional attitudes, the extension service has been unable to address certain segments of the 
agricultural community effectively. These traditional barriers are in the process of breaking 
down and therefore there is an opportunity to ameliorate the situation. The issue of identifying 
who owns a property, who undertakes certain agricultural operations, who can borrow credit, 
freedom to address only female clients, and so on could be obstacles that have eased over 
time. It should be noted that some of the tradition-related problems could be managed better 
through female extension agents. Obviously, there have been efforts along this line in the past 
and some of the interventions included under Agricultural Extension should be further fine-
tuned to address this problem directly.  

3.6.3.4. Gender 

The productive and reproductive roles of women often compete to bring about a huge 
labor demand on women in their roles as farmer, fetcher of water and wood fuel, caregiver to 
children, the aged and the ill, preparer of meals, and income earner from off-farm 
employment. To the extent that women confronting all these roles are already malnourished 
themselves, they find it difficult to perform all the roles well. Often what is not done well, as 
stated in the FSS ‘is tending to the necessary food intake and nutritional requirements of their 
infants and small children'. The time pressure is compounded by lack of knowledge about 
good nutrition, and by use of unboiled water, unhygienic living conditions, and the lack of 
sanitation.’   Domestic water management is a key responsibility of women and the SDPRP 
recognizes their need for specific representation in community organizations managing water.  

About 50 percent of the labor force in agricultural production constitutes females. 
Despite traditional constraints in labor division between males and females, both at home and 
within the house, women play a major role in agricultural activities. There are a number of 
areas in technology development that have implications on women farmers and herders. 
Women, especially in the “plow-culture” areas of highland Ethiopia, find it hard to use 
traditional land preparation equipments. Similarly, women in “hoe-culture” areas, such as the 
enset growing areas of Guraghe and Sidama, not only spend a lot of time and energy in enset 
processing but also the work is tedious and unhealthy. Another area of concern relates to the 
time spent on collecting fuel wood. Developing and disseminating fuel saving stoves could go 
a long way to reduce this burden on women. Socio-economic surveys in various areas 
adjacent to research centers have clearly indicated these problems.  

Obviously, this is a wide area and requires further analysis. Nevertheless, some 
programs in agricultural research must deal with issues that affect women in their agricultural 
activities. For example, the development of tools and implements that save time and labor. 
Implements used in processing crops like “enset” in areas growing areas have been the subject 
of research for many years. Although there are some useable results, the issue of cost has been 
a major bottleneck for its wide scale adoption. Similarly, the development of systems that 
save energy and time in food preparation has been a subject of research, including in crop 
breeding. These should be well integrated in the drafting of the Ethiopian NNS by an explicit 
recognition of the interdependence of food insecurity, caring, and health determinants of 
malnutrition, which often heavily affect children and women. 
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3.6.3.5. HIV/AIDS 
This disease is wreaking havoc on the Ethiopian population. However, its impact is 

very serious in agricultural production as it directly affects the most productive work force in 
the agricultural community. Unless this problem is contained, Ethiopia’s capacity to feed its 
human and livestock population could be seriously jeopardized. Food based strategies to 
improve nutrition have a good potential to supplement HIV-infected populations with 
vitamins and other needed micronutrients.  

One intervention area identified and targeted to deal with this pandemic in relation to 
agricultural production is to strengthen the capacity of the agricultural extension service to 
enhance awareness raising through training and advice to agricultural communities. This is 
best done in collaboration with health agents that may be available at kebele level. Given the 
current weak link between agriculture and health workers at the grassroots level, a lot has to 
be done in terms of policy and strategy development and grassroots action plan preparation 
and implementation. 

3.7. The Way Forward: Actions, Interventions and Issues for the National 

Nutrition Strategy 

Based on the assessments and analysis and the gaps recognized in previous sections 
on the linkage between food and nutrition, twenty-one actions, interventions, and issues for 
the formulation and implementation of Ethiopia’s NNS are identified in this section These are 
placed into three broad categories: institutional (organization and relationships), technical, 
and capacity building. Box 3.1 presents a summary of the actions, interventions, and issues by 
category. In each category, the list is made in order of priority. Overall, out of the twenty-one 

Box 3.1: Interventions and issues proposed for the formulation and implementation of 
Ethiopia’s National Nutrition Strategy. 

1. Institutional § Improve institutional arrangements. 
§ Advocacy and awareness creation. 
§ An integrated approach. 
§ Use conditional policy. 

2. Technical § Targeting young children and women of childbearing age. 
§ Targeting pastoral areas. 
§ Changing production and feeding practices. 
§ Strengthening the nutrition component of disaster preparedness and 

emergency programs. 
§ Improve the handling and shelf life of nutritionally high value food sources. 
§ Avoid marginalizing urban areas. 
§ Incorporate nutrition in the food security monitoring and evaluation system. 
§ Promote integrated food and nutrition surveillance. 

3. Capacity Building § Promote intervention planning and implementation by community participation. 
§ Promote rural-agricultural entrepreneurship. 
§ Strengthen agricultural research and extension. 
§ Nutrition centered training and equipment provision. 
§ Encourage fortification and investment in food processing. 
§ Improve rural market infrastructure and facilities. 
§ Price and income stabilization for nutrition security. 
§ Improve access to information. 
§ Use of experience sharing visit programs. 
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actions, interventions, or issues the top three priorities to be addressed during the drafting of 
the NSS are the following: 

1) Improve institutional arrangements;  

2) Advocacy and awareness to address the severe malnutrition of infants, children and 
women, as well as to eliminate the food-bias; and 

3) The need to plan together with communities and execute interventions through 
community participation. 

3.7.1. Institution (organization and relationship) related interventions/issues  

3.7.1.1. Improve institutional arrangements  

The challenge of building a nutrition-secure society can only be met through a multi-
dimensional and multi-institutional approach. This means that efforts and resources in all 
sectors must be integrated through well-formulated and coordinated plans and programs. 
Efforts to improve agricultural production to improve food security and, thereafter, nutrition 
can be successful only to the extent that efforts in the sector can benefit from collaboration, 
support, and parallel efforts in other sectors. These include the availability of trained and 
skilled human resources, road and transport services, effective and timely health delivery 
services, effective markets and remunerative prices, and effective linkages with agro-
industries and international markets. 

In particular, Ethiopia needs a clear and comprehensive nutrition policy with a 
supportive institutional framework for its implementation. For the successful formulation and 
implementation of the Ethiopian NNS, there has to be clear political support, guaranteed 
resource availability, good coordination, implementation capacity, and work ethic. To develop 
programs and projects that fit into the NNS, a multidisciplinary and multi-institutional 
approach is needed. Effective partnership should be in place between relevant ministries, as 
well as among UN agencies, other bilateral and multilateral international organizations, as 
well as domestic and international NGOs. Effective reduction of malnutrition requires action 
across multiple sectors. The routine operations of government through sectorally specific  
action are unlikely to lead to success in comprehensively eliminating malnutrition. Unlike 
food security, nutrition security is the concern of many more institutions, sectors, and actors 
than those typically found in the food sector.  

Unless the institutional arrangements are clear, and the agency for coordinating is 
well integrated with those implementing food, care, and health programs, with all being 
systematically inter-linked, the country may have an NNS of high standard and large-scale 
programs under the NNS that have wide coverage, but programs will prove to be poorly 
targeted and not effective or even implementable. To avoid such problems, implementation 
may be effective if a proper division of activity is made among different implementing 
agencies under the umbrella of one coordinating body within the government. This body 
should also include the participation of NGOs, and the private sector. The NGOs can cater for 
small-scale activities, often contained at woreda or even at village level in close cooperation 
with and jointly planned and executed technology promotion activities. Within the 
government system the agriculture extension service providing ministry, which is MOARD, 
has to work closely with other ministries, such as MOH, MOE, MoWR, MoLSA, MOFED 
and authorities, such as the Ethiopian Quality and Standards Authority (EQSA). EQSA has to 
strengthen its work with respect to regulating the nutrient content of processed food both 
produced locally and imported. Food labeling and controls on supplements and additives and 
processing shall be under strict scrutiny and surveillance.  

During the regional consultative meetings, experts in the regions made it clear that in 
order to sustainably reduce malnutrition in Ethiopia there is need for an agency that 



65 

coordinates the different implementing ministries and public agencies, as well as private, 
NGO, and donor sector participants.  

3.7.1.2. Advocacy and awareness creation 
In the past, absence of a strong advocacy and awareness creation movement seems to 

contribute to the weak link between food and nutrition policy and strategy formulation and 
implementation in Ethiopia. Advocacy campaigns by concerned government, NGOs, and 
bilateral and multi-lateral UN and other agencies should be encouraged and the needed 
support provided. Advocacy work around policymaking organs, as well as awareness creation 
among the different technicians and practitioners in agriculture, health, food processing 
industries, and social-infrastructure and service provision ministries and agencies as well as 
private sector and NGOs should be embarked upon. 

The immediate focus in terms of advocacy and awareness creation should revolve 
around the following two issues. First, advocacy efforts need to address the grave 
malnourishment problem affecting infants, young children, and women, since these 
individuals hold the future sources of prosperity for the nation. Secondly, advocacy should 
seek to eliminate the food-bias and convince agricultural professionals that addressing the 
food utilization aspect of the FSS is not sufficient to achieve a national and regional goal of 
nutrition security and building a healthy and active society.  

3.7.1.3. The need for NNS to integrate food, caring and health activities 

Ethiopia is the second most severely affected by malnutrition worldwide (Kaluski et 
al. 2002). Its National Nutrition Strategy therefore needs to encompass cross-cutting issues 
involving key stakeholders working in many different sectors and development programs. The 
strategy should be based on identified nutrition priorities and take effective actions towards 
these, to not only protect and enhance the nutritional wellbeing of Ethiopia’s population, but 
also to achieve each individual’s potential of healthy and productive life.  

NNS has to incorporate improved food security at national, regional, community and 
household levels among its priority areas of action. The nutrition strategy shall have a strong 
component of food-based interventions among its caring and health components. According 
to Ruel and Levin, among others, food-based interventions aim to (a) increase the production 
and availability of and access to foods rich in vitamin A and iron through the promotion of 
home production; (b) increase the intake of foods rich in vitamin A and iron through nutrition 
education, communication, social marketing, and behavior change programs to improve 
dietary quality among vulnerable groups, and (c) increase the bioavailability of vitamin A and 
iron in the diet either through home preservation or processing techniques (Ruel and Levin 
2000). 

3.7.1.4. The need for conditional policy 

The Ethiopian nutrition strategy should not only overcome the food bias of past 
policy, but also overcome the conceptual problem of fixing the determinants of nutritional 
status to rural-agricultural households. The urban-rural as well as the production-supply and 
access to food and non-food components of the nutrition security determinants should be well 
contained in the strategy.  

In this regard, the Ethiopian government should adopt a conditional policy 
formulation process to introduce dynamism to food insecurity and malnutrition assessment, 
analysis and prompt intervention. This can be done by empowering and enabling local 
governments both in terms of allocation of financial and human resources and in allowing 
them to work together with the private sector, NGOs and donors. The policy process should 
allow for flexibility in implementing development programs focusing on education, 
industrialization, water supply, sanitation, transportation, and communication, particularly 
when the integrated food and nutrition components built into the programs are important. 
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The agriculture and food sector itself must make a radical and aggressive change in 
the way it does business. This should start with an improved process in the formulation, 
management, and administration of agricultural development plans, which should be based on 
long-term vision. It should prioritize, plan and deploy its resources in a manner that can be 
sustained over a longer-term horizon. The Government’s SDPRP is a starting point for this 
type of approach. Quite a large number of challenges and possible approaches to resolve them 
have been indicated in this document. Implementing these will go a long way to meeting the 
main part of the nutrition security challenge; although one should accept the fact there is a lot 
of room for improvement. 

In Ethiopia, the policy focus is on production with an objective to eliminate import 
dependence, particularly dependence on food aid (RDPS 2003). The three pillars that the 
FDRE government food security strategy rests on are: (1) increase supply or availability of 
food (2) improve access/entitlement to food; and (3) strengthen emergency response 
capabilities (FSS 2002). Based on these pillars the objectives and interventions are also 
explicitly obtained.  

It is important to make clear the implications of Ethiopia’s food security strategy for 
attaining nutritionally secure households and communities in different regions of the country. 
Policymakers have to be aware that policies that affect the social conditions of production 
also affect nutrition (Jonsson 1993). Jonsson argued that patterns of ownership and control of 
the means of production vary considerably among societies. The different modes of 
production – peasant, private farm, state, commercial, or cooperative – not only influence 
what is being produced but also, to some extent, for whom. 

Jonsson argued that the formulation of nutrition-oriented policy should avoid 
equating malnutrition with inadequate aggregate production which, according to him, is the 
assumption that many national food strategies are based on (Jonsson 1993). He also argued 
that, except for drought stricken crisis areas, the correlation between malnutrition and food 
production or even food availability is very low or non-existent. This implies that 
policymakers should be careful that national food and agriculture strategies are nutrition-
oriented and avoid an exclusive food-bias.  

National food and nutrition policies and strategies need also to be cognizant of spatial 
variations of nutrition and food problems within a country, both among regions and among 
woredas within a region. Since the causes, intensity, and spatial mal-distribution of food 
varies, policies targeted towards ecological and technological change may affect nutrition in 
different ways across different contexts. At the national level, ecological causes may 
dominate while at the village level; socioeconomic causes may be the most important 
(Jonsson 1993). Deforestation and land erosion, imbalances between people, cattle, land, and 
water resources affect nutrition. Too often, as Jonsson said, governments have not been aware 
of this delicate balance and have adopted policies that have resulted in the gradual break 
down of existing food and nutrition security systems. 

3.7.2. Technical issues 

3.7.2.1. Targeting children and adults 

At community level, as Kaluski et al. reported, both children and adults are at risk of 
malnutrition, and are in need of nutrition programs. Furthermore, enquiries into the poor 
nutrition of Ethiopian children, and into the remarkable inter-regional and intra-household 
differences found in nutrition outcomes, suggest that more work needs to be done in 
investigating positive and negative feeding practices and their relationship to region and 
culture (Robinson 2003).  

Intra-household targeting is a very important concept of a nutrition-focused food 
security approach at the household level. Targeting could benefit the most vulnerable 
members of a family such as infants, children, and women. Women with the lowest weight at 
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conception through early pregnancy should be treated separately in any food security 
intervention. The intervention should incorporate the provision of supplementary dietary food 
to this member of a household. Micronutrient intake can also be improved by targeting animal 
products to young children.  

3.7.2.2. Targeting pastoral areas 

In pastoral areas, well studied nutrition strategies and interventions that incorporate 
important cultural practices have to be put in place. In the mixed farming context, the 
improvement of feed and water availability, establishment of water points, promoting forage 
and fodder crops, and enhanced management of community grazing land are essential. 
Availability and affordability of improved breeds, provision of livestock through savings and 
credit schemes and promoting livestock diversification are also key interventions. 

Nutrition interventions in pastoral areas should be integrated with interventions that 
ensure that pastoral communities have access to markets in order to sell their produce and 
purchase nutritionally rich food and non-food commodities and services. Trade is necessary to 
sustain pastoral livelihoods. Access to markets and market information needs to be improved 
in all pastoral areas to enable pastoralists to sell their livestock and livestock products. 
Improvement in terms of trade of livestock and livestock products would contribute directly 
to increases in livestock production and productivity and augment pastoralist’s income.  

3.7.2.3. Changing production and feeding practices 

The NNS should integrate food and nutrition issues so that various programs and 
projects designed and funded for implementation lead to a nutrition secure society. On the 
food side, the strategy should assist in alleviating the nutrition problems in several ways. As 
Pinstrup-Andersen put it, first, Peasant Associations (PAs) and their members should be made 
more aware of the opportunities that exist for solving these problems through changes in 
production and feeding practices (1987). Information should be made available about which 
crops to add to existing cropping systems to make available the necessary nutrient to all 
members of the PA and, in particular the diets for young children (6 months to three years). 
Technical assistance on how to grow such crops and distribution of seed should be extended, 
together with information on feeding practices and other nutrition related issues. The 
information on production, consumption, and nutrition issues should be made available  to 
men and as well as women. Small plots of nutrient dense crops might be recommended for 
each peasant as needed to supplement the main staples or alternatively, common plots might 
be grown within each PA.  

Providing mothers and girls with time, money, and education to improve their 
nutrition and hygiene practices has a central role to play. Women from the PA could take the 
responsibility for the production of supplementary crops after being organized. This activity 
could be based on an income-generating concept, which could also help to reduce the risk of 
sale of the crop if individual households are embarking on the production of similar 
supplementary vegetable or fruit crops. Similarly, preparation of the food for the infants may 
be done by individual mothers or it may be done collectively within the PA.  

Information about which commonly available foods could be combined to form a 
complete diet for infants, women, and other members of the household should be made 
available to all mothers via the extension agents-cum facilitators. The same information 
should be available at all health centers and health stations and should be linked with other 
nutrition education. Thirdly, locally produced weaning food should be distributed free to 
mothers of infants (6 months to 3 years of age) who show symptoms of severe malnutrition 
based on weight/length or weight/age. Fourth, simple labor-saving technologies based on 
local production should be made available at lower cost. Programs should be promoted to 
lower the demand for women’s time for fetching fuel wood, carrying water, cooking, 
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agricultural work, and other tasks traditionally performed by women by increasing the 
productivity of these activities per unit of time. 

3.7.2.4. Strengthening the nutrition component of disaster preparedness and 
emergency programs 

Ethiopia is frequently threatened by disasters induced by drought and other factors. In 
the last twenty years, disasters have been occurring annually, costing heavily both in terms of 
lives and resources. Disaster preparedness is the building up of capabilities in multi-sectoral 
and multidisciplinary aspects before a disaster situation prevails in order to reduce its impact. 
Disaster preparedness measures include, inter alia, availability of a food reserve, an 
emergency reserve fund, seed reserves, health facilities, an early warning system, logistical 
infrastructure, and relief-based programmes. To ensure that there is a close link between relief 
efforts and development programmes, different bodies at different levels are assigned specific 
responsibilities. DPPC is the lead agency to coordinate preparedness and emergency 
operations. In this regard, the government policy aims at a relief effort and planned 
development to strengthen the economic fabric of the disaster-prone areas so as to mitigate 
the suffering of the affected population and enhance their capability to face the challenge of 
such disasters in the future. 

While the meteorological factors leading to droughts may not be controllable at 
present, it is certainly possible to anticipate such events and make adequate preparations to 
avoid food shortages leading to famine, which can be taken as an extreme form of hunger. In 
this context, the establishment of the DPPC along with the creation of the Early Warning 
System, Food Security Reserve Stocks, and the Food Security Reserve Fund are steps taken 
by the Government to deal with such disasters and are steps in the right direction. What is 
needed is to strengthen the nutrition component of these programs. 

3.7.2.5. Improve the handling and shelf life of nutritionally high value food sources  
Farmers should be educated about post-harvest losses of food products and the 

nutritional value that is lost through poor food storage, preparation, and feeding practices. 
According to Robinson, these are higher than the nutritional deficiency of the average 
Ethiopian. 

Due to its perishability, milk should reach a cooling tank or consumers within 3 to 4 
hours. Dairy cooperatives should be expanded and put up milk depots in well-studied route 
grids. If donkeys deliver the milk in 20 liters containers every morning and evening, a pick up 
will be required to collect the milk containers daily from collection centers. Refrigerated 
vehicles would be required to collect evening milk from collection shops and store it in 
cooling facilities. The cooling centers would be in towns where there is electric power.  

The major instruments in this regard are dairy cooperatives. Their establishment 
should be encouraged and the necessary infrastructures and facility should be provided. In 
general, the promotion, establishment and strengthening of dairy marketing cooperatives is 
the key for creating strong market supply and distribution system and to strengthen market 
access for milk producers. 

In addition to milk, similar measure should be taken for other perishable agricultural 
products, in particular fruits and vegetables. 

3.7.2.6. Avoid marginalizing urban areas  
The food security strategy of Ethiopia is not only ‘food-biased’ but also rural and 

farm household biased. It gives little attention to the population living in towns and cities 
throughout the country. The nutrition-secure food based strategy has to avoid marginalizing 
urban areas and incorporate policy objectives and measures, including food price policy that 
addresses the nutritional needs of the urban population. Specifically for non-farm urban 
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households who depend on purchased food, government has to engage numerous direct and 
indirect methods to affect food prices for farm households in rural-agricultural areas, from 
direct subsidies that lower the purchase price to subsidies and taxes on various inputs (e.g., 
fertilizer, insecticides, credit programs).  

3.7.2.7. Incorporate nutrition in the food security monitoring and evaluation system 

When designing and implementing food-based nutrition projects that integrate 
production, nutrition, education, and extension approaches, an M&E system should be 
designed to assess their efficacy, effectiveness, sustainability, and impact on the diets and 
nutritional status of the target population. In other words, the food security monitoring and 
evaluation system should encompass nutrition dimensions. Any intervention, be it food 
security or nutrition, has to be assessed for its effectiveness. This is even more important if 
the national policy is to have a healthy people whose food intake is nutritionally optimal. The 
monitoring and evaluation instruments should be designed to assess and evaluate the 
combined results of food availability and diversity in terms of dietary and micronutrient 
elements for the target groups. Health posts and stations should be used for data and 
information gathering for the M&E system. All existing and new health centers and health 
stations should undertake effective growth monitoring as an educational tool for mothers and 
to generate targeting advice for food assistance. 

There is little information on malnutrition among adults outside of famine periods, 
except for pregnant and lactating women. However, fluctuations in food supply and access to 
food by poor rural households are severe and it is likely that localized but severe food 
deficiencies occur in many part of the country every year. Transitory food deficiencies are 
likely to affect a large number of children and adults. Monitoring and evaluation has to be 
done to monitor whether a large number of adults suffer from chronic or permanent energy or 
nutrient deficiency. 

3.7.2.8. Promote integrated food and nutrition surveillance 

An integrated food and nutrition surveillance system is needed in order to respond in 
a timely fashion to famine with a coordinated delivery of food, nutrition, care, and health 
inputs.  

While the major donors have supported more refined research and data systems 
(USAID in famine early warning, WFP’s Vulnerability Assessment and Mapping Unit), it has 
often been left to NGOs to develop monitoring and surveillance systems necessary for 
adequate response to food insecurity. Save the Children Fund UK (SCF) has collaborated 
with government at all levels in introducing woreda-based nutritional surveillance and 
household food economy studies (Robinson 2003). Similar measures are being taken by 
SC/USA and by different NGOs across the country. 

Nutrition interventions have malnutrition reduction objectives. Such interventions 
should also have an impact on the immediate causes of malnutrition – poor dietary intake and 
disease. Dietary intake is a function of access to variety of food and proper care. These 
linkages indicate the need for an integrated approach for food and nutritional surveillance. Of 
course, nutritional surveillance for timely warning of potential food emergencies is 
recognized to be of critical importance in Ethiopia. However, quite apart from the area of 
emergencies, nutritional surveillance is essential to better plan regular development policie s 
and programs that affect nutrition directly or indirectly.  

There should be a household survey on food consumption, nutritional status, 
expenditures, income, and other selected variables that will be representative of the country as 
a whole, as well as of the rural and urban population in each of the regions. Such a survey 
should also be based on food policy analysis premises with appreciation for nutrition issues in 
a joint, multidisciplinary effort where social scientists, agriculturalists, and nutritionists team 
up.  
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3.7.3. Capacity building 

3.7.3.1. Promote intervention planning and implementation by community 
participation 
Effective famine prevention calls for more than rushing food to beneficiaries at the 

last minute on the basis of indisputable nutritional proof that under-fives are starving 
(Masefield 2000). Masefield also argues that if we wish to understand famines, we should not 
concentrate on identifying a sudden shock to food entitlement, but look more to a past history 
of entitlement decline for vulnerable communities, after which even a micro-shock can induce 
large changes in the survival prospects of the very poor. 

It is not only good technical understanding of the cause and effects of malnutrition 
that will make a sound NNS, but also political commitment at all levels of society. 
Communities have to be mobilized via nutrition-focused food security programs, including 
the safety net program. Local community mobilizers can be used. These mobilizers should be 
those respected members of the community who voluntarily join the effort to promote 
development programs within the community. These programs, in turn, should be integrated 
with well-designed nutritional goals. NGOs will be better placed to work with community 
mobilizers since any remuneration to the mobilizers can be formulated in a project context 
that last until the project fulfills its goal i.e., having a well-mobilized community with self-
footed, sustainable awareness and commitment to be a nutrition secure community. 
Facilitators can be part of government’s extension program. They may have received an 
integrated health and home economics training, including on the preparation of nutrient-dense 
food from sources available within the community. The current education and extension 
approach which produces large numbers of TVET graduates annually can use the students in 
their practicum sessions to do nutrition focused awareness creation campaigns and teachings 
at community level. 

3.7.3.2. Promote rural-agricultural entrepreneurship 

The promotion of agricultural entrepreneurship is key for the future youth of rural 
areas specifically those who may want to stay around their communities through starting a 
small business. In this regard, the Farmers Training Centers would be envisaged to serve as 
permanent exhibition centers, as well as serving to provide advisory services, information (i.e. 
Tele-centre), skill training, demonstrations and entrepreneurship training. Thus, each FTC 
shall provide training for farmers in the area of entrepreneurship in a parallel fashion to 
training provided on agricultural production and processing, as well as marketing-oriented 
courses that ensure the establishment of nutritionally secure communities. 

Entrepreneurship development can also enhance the income generating ability of the 
poor households who fail to procure a nutritionally balance diet due to low incomes. Capacity 
building in this regard requires activities such as skills training; cultivation of an anti-
dependency entrepreneurial sprit; experience exchanges; familiarization and enhanced use of 
mass media; as well as developing working relationships between formal banks and rural 
financial institutes to promote small and micro enterprises. The following activities need to be 
scaled up.  

• Establish and use vocational training centers and FTCs. 

• Promote amateur theater clubs. 

• Establish rural youth, culture and sport centers. 

• Organize farmer-to-farmer visits. 

• Organize trade fairs. 

• Organize field days. 
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• Improve rural radio infrastructure. 

• Install radio broadcasting equipment (loudspeakers) at PA centers. 

• Build a well-integrated national financial structure. 

• Assist and support private rural finance scheme development for SMEs. 

Training and workshops are among the key interventions to ensure social 
sensitization, awareness creation, and the tools for creative thinking and engineering to tackle 
marketing problems, youth dependency, and a lack of entrepreneurial motivations. 

Micro and small–scale enterprise development is considered to be an intervention in 
agricultural marketing. Business start-up, in addition to entrepreneurial ability, may require 
government support and facilitation for private sector expansion. These are very important for 
the emergence and expansion of agribusiness that focus on fortified food processing and 
packing. As stipulated in the FSS document, the government is committed to doing 
everything in its capacity to promote micro and small-scale enterprises. The government is 
ready to assist the emergence and growth of micro and small-scale enterprises through 
initiating an industrial extension service, developing the necessary infrastructure, encouraging 
competitive marketing of inputs and outputs, and utilizing tax incentives for selected 
commodities to shift consumption patterns. This willingness has to be tapped via support 
programs for young and energetic potential entrepreneurs in rural areas. 

3.7.3.3. Strengthening agricultural research and extension  
Agricultural research is very important because of its ability to shift the nutrient 

composition of the food supply. Agricultural research strategies and programs need to include 
nutrition as one of the criteria in reviewing and approving research projects. Researchers have 
to work not only to improve yields, but also towards the improved availability of foods rich in 
vitamins and other micronutrients. Crop breeding programs should consider genetic 
modification techniques to enhance micronutrient availability.  

Research in food processing is also very important. The research that produced high 
yielding and nutritious food crops should not stop at the level of the crop alone. It has to 
continue to the research of producing, multiplying, distributing, and marketing of high energy 
and nutrient-dense food for key target groups such as children and the HIV-infected. 
Promotion of agribusiness, value addition and other factors is needed to increase the 
profitability of agriculture and to ensure benefits for smallholder farmer and the development 
of local markets and their clients.  

To further strengthen extension activities, an additional development agent (DA), 
preferably a female because of her close involvement in supporting infant and child care and 
health and nutrition knowledge, should be placed at each FTC to deal with the subject of 
nutrition, home economy, and management, in addition to other important areas like gender 
and HIV/AIDS. It should be noted that this same approach was in place previously, but was 
left out in recent years, although in some regions it still exists. It is now anticipated that the 
DA under the Extension Service will work in close collaboration with the health agents in 
each kebele. Partnerships of agricultural extension agents with local health post practitioners, 
NGOs or other interested parties on an area-by-area basis are encouraged. 

The new extension approach aims at placing at least three DAs at kebele levels to 
advise farmers on agricultural techniques related to crops, livestock, and natural resources. 
None of them has the same responsibility as what the former home economists were doing in 
the area of nutrition education, diet, caring, and home management. However, during the 
consultant team’s visits of regions, we learned that in Tigray such home-economists are 
functional, based on a regional-level decision, while SNNPR has them in the civil service 
structure up to woreda level under the Women Affairs Office. The draft report on MDGs-NA 
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contains a recommendation to revitalize the training and placement of home economists to 
cater for nutrition, caring, and home management affairs. 

3.7.3.4. Nutrition centered training and equipment provision 
Some key intervention areas are large-scale capacity building efforts in agricultural 

extension, employment generation through safety net programs, and community involvement 
in planning and implementing programs and projects geared towards the reduction of poverty 
and food insecurity. Capacity building interventions via training, equipment provision, as well 
as establishing infrastructure and facility that help to mitigate poverty, food insecurity, and 
malnutrition requires deliberate efforts to discharge safety net activities in a planned and 
coordinated manner. Training of extension staff and community members in a broad range of 
issues inclusive of planning, technologies, effective use of different resources, management of 
assets created, organizational and communication skills and performance based evaluation 
tools, etc, will be instrumental to achieve the intended outcomes and objectives of the MDGs 
through the NNS. Household focused social mobilization interventions are key instruments in 
this regard. Past nature conservation and agricultural development efforts were prominently 
focused on community asset building with insufficient emphasis on household development 
programmes. The NNS has to focus on households through using effective targeting criteria 
to cover children, women, and other members of a household.  

Donors should support programs that lead to a nutrition security. They should seek 
means to include nutrition in the safety net projects they support. The food aid they give must 
have a nutrition component and be targeted. They should support capacity building of key 
institutions that harmonize and coordinate nutrition-related food security programs in the 
government and non-government sectors. 

Over 250 woredas were affected by disaster or drought in recent years. Support 
should be given to all actors involved in the safety net, disaster preparedness, and emergency 
response activities, broadly within the NCFS initiative. The international community’s 
contribution should be to assist in the short run to save human life, but ultimately to enable 
Ethiopia to nourish itself and have a strong footing to sustainably reduce poverty and set itself 
on a path towards prosperity. Ethiopia's industries, both agricultural and non-agricultural, 
have to develop and generate income to ensure that the food and non-food needs of the 
growing population are met. 

3.7.3.5. Encourage fortification and investment in food processing 

Making agricultural research programs nutrition oriented and encompassing a strong 
component of food processing research is not a sufficient condition to enhance the dietary 
diversity of rural farm households’ food consumption. Of course, it should not be only at the 
research center level that food processing is considered. Food processing investments should 
be encouraged particularly in rural parts of the country. The food processing investment 
should take into account specific nutritional problems, such as micronutrient disorders, and 
include quality control to ensure food safety at the community level. 

Significant investment is required to expand milling and processing facilities and 
related market infrastructure in rural Ethiopia, particularly to supply commercial 
micronutrient-fortified foods in order to reduce the prevalence of micronutrient deficiencies. 
Of course, financing food processing plants and rural market infrastructure may not be easy. 
In this case, donor assistance is timely and highly needed to mitigate important constraining 
factors particularly related to financia l and technical assistance. Local institutions such as 
peasant associations, cooperatives, local governments, NGOs and others can support 
investments in local mills and assist in generating consumer demand for local micronutrient-
fortified products. In many parts of the country, particularly in the highlands, cereal-based 
food consumption habits require an urgent expansion in fortification efforts, including the 
establishment of community based fortification plants. 
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3.7.3.6. Improve rural market infrastructure and facilities 
Poor rural infrastructure makes movements of food among regions difficult and thus 

exacerbates the problem because food shortages caused by drought in one region are difficult 
to remedy through food import from other regions. The nutritional repercussions of seasonal 
or irregular variations in access to food are severe for the poorer peasants who have very 
limited ability to cope. Coping could be more difficult where access to wage earning markets 
is constrained by poor roads and inadequate transport. 

It is indispensable to put in place market infrastructure and facilities in order to 
achieve sustained increases in agricultural growth and household income and to increase 
opportunities for gainful employment via the promotion and nurturing of natural resources 
and agriculture-based rural agribusiness through entrepreneurship and industrial growth. 
Improved market infrastructure and facilities reduces economically avoidable losses; reduce 
transport costs and other market transaction costs. 

3.7.3.7. Price and income stabilization for nutrition security 
Grain price changes bring dietary changes. In many parts of the country when teff 

price is on the rise, consumers in urban areas start shifting from teff to other grains with no 
change in their real incomes. The substitution away from teff to other grains often is 
considerably stronger among the poor than among the better off. One of the critical roles of 
the food component of the NNS should be to facilitate a flow of real income to poor 
households through safety net programs, such as public works programs, and subsequently 
through the expansion of productive assets e.g. land and oxen under the control of the 
household, as well as production inputs, technical assistance, and fair prices. PAs should be 
guided to identify members with the above characteristics and assist them with both short and 
long-run solutions including, if needed, allocation of additional productive resources. The 
government, through the appropriate agencies, should facilitate training, technical assistance, 
and credit to adult men and women from such households to enable them to initiate small 
scale, non-farm, income generating activities in the rural areas where they are located.  

3.7.3.8. Improve access to information 

Information is power and money in today's world. Farmers must have access to and 
use of this power in order to enhance their income and be food and nutrition secure even if 
they cannot produce all of what they need to feed their family. The process of information 
dissemination and support to target groups and locations should involve instruments such as 
radio; bulletin boards at kebele centers; exchange of experiences during market days, as well 
creative use of Farmer Training Centers for information. 

The instruments used should provide information to a wide range of users. 
Information should be disseminated by communication radio to DAs. Knowledge and 
information about food and nutrition will also be aired through public radio programs that 
will make it accessible to a wide audience throughout the country. Generally, issues of food 
insecurity and malnutrition in the country are poorly linked. 

There is a strong interdependence among various food production activities in 
agricultural, agro-pastoral and pastoral areas. Crop production, particularly in highland mixed 
crop-livestock farming system, is unthinkable without animal farming that provides the main 
traction and transport power, in addition to supplying byproducts such as milk, meat, manure. 
Ethiopian farmers rely on technologies that are generated through the national agricultural 
research system. The technologies and management systems so generated are disseminated 
through structured information and inputs supply systems, which are parts of the national 
agricultural extension service. Therefore, the objective in agricultural production in order to 
build a nutrition secure country is to increase the supply of technological inputs, on the one 
hand, and to improve the efficiency and effectiveness of the services that are responsible for 
the supply of these services, particularly through the delivery of and access to information. 
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3.7.3.9. Use of experience sharing visit programs 
Increased use of knowledge dissemination via grassroots sharing of experiences 

through, for instance, organizing farmer-to farmer visits to promote best nutritional practices 
should be included in the NNS interventions. The objectives of such exposure visits are to 
facilitate sharing of experiences, exchange of ideas, and providing opportunities to observe 
and learn from the best practices for producing a dietary-diversified crop and livestock mix at 
household level. This will give the groups the opportunity for greater interaction and open-
ended discussions by raising relevant nutrition issues related to agricultural development. In 
the exposure visit programs, the proportion of women should be high since at the rural 
household level home gardening, petty selling of agricultural produce, the purchase of 
consumables, and food preparation is handled by them. 
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CHAPTER 4: CARE AND MALNUTRITION IN ETHIOPIA 

AN ASSESSMENT AND ANALYSIS OF AN UNDERLYING DETERMINANT OF 
MALNUTRITION 

Tefera Belachew MD, MSc 
Community Health Programme, Faculty of Public Health 

Jimma University 

Executive Summary 

Ethiopia is a country renowned for its chronic nutrition insecurity and high rate of 
malnutrition. The recorded history of famine and food shortages in the country dates back 
hundreds of years, having exacted a considerable toll on the Ethiopian people—routinely 
destroying their livestock and livelihoods and taking countless lives. Famine has become a 
descriptive tag for Ethiopia due to its frequent occurrence for many years. Malnutrition is 
likewise seen as a permanent condition for the country. 

An analysis of famine and nutrition insecurity in Ethiopia cannot be undertaken 
without examining the complex and destabilizing role of malnutrition. In all periods – 
emergency and normal – the most common victims of malnutrition are infants, children less 
than five years old, and pregnant and lactating women. Children who suffer from malnutrition 
in intra-uterine life during pregnancy and in the first two years after birth suffer from a wide 
range of long-term consequences.  

In Ethiopia, 51.5 percent of children less than five years are chronically malnourished 
(stunted). The implication of this in terms of economic development is that they will grow up 
to be small adults with decreased physical and intellectual capacity for production. It is 
widely recognized that just a 1 percent decrease in height will decrease physical productivity 
by 1.4 percent, while stunting can decrease a child’s intelligence quotient (IQ) by 5 points. 
This effect will most likely be perpetuated across generations, from parent to child. 
Malnutrition of the mother during pregnancy leads frequently to intrauterine growth 
retardation, resulting in low birthweight babies that are susceptible to frequent morbidity, 
poor physical growth, learning disabilities, and reduced chances of survival.  

Additionally, poor nutritional status of the mother during pregnancy compounded by 
repeated short birth intervals exposes the mother to maternal depletion syndrome. In Ethiopia, 
studies have shown that cultural factors, including lack of care for pregnant women, increased 
workloads, and early marriage and teenage pregnancy make the situation worse.  

The emergence of HIV/AIDS is another significant burden on the vulnerable 
segments of the population. Due to able -bodied adult mortality, children, the disabled, and the 
elderly are obliged to lead their lives under difficult conditions. Children are given care either 
by their siblings or by elderly people who frequently need care themselves, or are forced to 
live on the streets as orphans. Adults living with the virus need frequent health attention—
psychosocial and nutritional care—further stripping the limited assets of the household. Due 
to the effects of the disease, people living with HIV/AIDS have dramatically higher 
nutritional requirements and decreased intakes of food. Without proper nutritional care, adults 
will be less productive, rapidly deplete household resources due to frequent illness, and die 
prematurely—stripping their family of invaluable caring and coping skills.  

In Ethiopia, 4.6 million children under 17 years of age are estimated to be orphans, of 
whom 537,000 were orphaned due to HIV/AIDS. These groups are both socially and 
biologically vulnerable to nutritional insecurity. Availability and accessibility of health care 
and food is not sufficient to address their needs. Their specific and vital need for nutrients, 
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health care, and psychosocial care can only be addressed through better caring practices at the 
household and community levels.  

Proper care includes provision in the household and community of time, attention and 
support to meet the physical, menta l and social needs of socio-economically deprived and 
nutritionally vulnerable groups. These groups include children, women, the elderly, the urban 
poor, street children, people infected with and affected by HIV/AIDS, the disabled, and 
refugees and Internally Displaced Persons (IDPs).  

A strengthening of vital care practices includes ensuring care-giving behaviors such 
as breastfeeding and complementary feeding practices, food and personal hygiene, diagnosing 
illnesses, stimulating language and other cognit ive capabilities, and providing emotional 
support. Care also refers to the support that the family or community provides to members of 
the family and to behaviors within the household that determine the allocation of the food 
supply to members of the household. In addition, care includes the utilization of health 
services and water and sanitation systems to create a healthy microenvironment for family 
members.  

There were 128,000 HIV positive pregnancies in 2003 in Ethiopia. Hitherto, 
breastfeeding has been regarded as an act that fulfills all three underlying conditions of 
nutritional security —food, health-hygiene, and care. Mother to child transmission of HIV via 
breast milk has become another threat to caring practices like breastfeeding. The use of 
alternative breast milk substitutes (commercial infant formulas) has two dangers, the potential 
spillover effect to the majority of HIV-free women and safety in terms of nutritional value 
and freedom from harmful microorganisms. The enactment of the international code of breast 
milk substitute marketing is highly important to protect and promote breastfeeding. 
Additionally, making health institutions “baby friendly” is an institutional arrangement 
required for better caring.  

At the household level, mothers are primary caregivers, particularly during the first 
one-year of life. Traditionally, responsibility of caring is given to wives, mothers, daughters, 
and sisters— based on the assumption that women are more available for caregiving, 
regardless of their age, health, or existing responsibilities. As a result, caregivers have 
increased workloads, often with little recognition, little training, no financial compensation, 
no protection in case of injury, and no workers' benefits. Studies in Ethiopia have shown that 
caring is considered solely the job of the mother. In most regions, one of the most commonly 
identified problems associated with child rearing was the lack of child care assistance 
experienced by mothers.  

Care assumes a very high time demand on both urban and rural caregivers. Physically 
demanding agricultural work and an absence of child-care centers make caregiving in the 
rural areas difficult. In the urban areas, unpredictable shift changes, night work, and lack of 
control over work schedules makes child care strenuous for the urban poor.  

However, every member of the household can contribute to caring practices. Fathers, 
males, and other non-parental members of the household have important roles to play in 
sharing the burden of caring at the household level.  

The quality of psychosocial care is influenced by the characteristics of the caregiver, 
the support system for the caregiver, and resource constraints. The paper presents four 
intervention approaches to enhancing the caring capacity of caregivers: working directly with 
the child, improving the caregiver-child relationship, increasing the resources available to the 
caregiver, and altering the social support available for the caregiving system. 

Caregiver’s access to different household and community resources will affect 
caregiving capacities. Six major categories of resources for care include: 1) education, 
knowledge, and beliefs; 2) health and nutritional status of the caregiver; 3) mental health, lack 
of stress, and self-confidence of the caregiver; 4) autonomy, control of resources, and intra-
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household allocation; 5) workload and time constraints; and 6) social support from family 
members and community.  

Poor women lack many resources, especially time. Technology, theoretically, can buy 
time for women. Heavy workloads prevent women from dedicating time to their children. 
This can affect the food intake of the children as well as other health-seeking practices. Time-
saving appropriate technologies (stoves, enset processing, biogas, etc.) in SNNPR are 
encouraging and successful experiences to draw from.  

Education is one of the most important resources that enable women to provide 
appropriate care for their children. Education, knowledge, and beliefs represent the capacity 
of the caregiver to provide appropriate care. In Ethiopia, both maternal knowledge of nutrition 
and the educational level of the caregiver are associated with better caring practices. Different 
studies in Ethiopia have shown that educated caregivers are more likely to utilize both 
preventive and curative health services and give better care to their children. Utilization of 
preventive health care services is very low in Ethiopia, indicating the prevailing low health 
seeking behavior. A study on healthcare-seeking behaviors of caregivers showed that only 45 
percent of caregivers sought therapeutic care for their children.  

The studies also indicated that Ethiopian children whose mothers have some primary 
education were almost two times more likely to be stunted compared to children whose 
mothers had a secondary or higher education. Maternal education is a key factor in improving 
child nutrition through changing caring practices, health seeking behavior and recognition of 
the symptoms of malnutrition, or through improving the caregiver’s status and enabling them 
to make critical decisions concerning their family’s resources. 

The caregiver’s perception of the symptoms of illness is fundamental for healthcare 
seeking behavior and utilization of the health care services. Studies have indicated that 
community based programs to enhance the caregiver’s knowledge (in addition to Ethiopia’s 
development programs) could reduce child malnutrition in Ethiopia by 31 percent. Other 
studies have indicated that women’s education has had the highest contribution in reducing 
the prevalence of underweight children (down 43 percent).  

The health and nutritional status of the caregiver are also limiting factors. Some of the 
caregiving activities require physical effort, whereas others require attention, imagination, and 
inspiration. Therefore, the poor health of the caregiver can lead to reduced work capacity, 
fatigue, apathy, or depression—all greatly reducing the quality of care as well as reducing 
their status in the family with resulting decreased access to resources and support. In Ethiopia, 
the health status of women as primary caregivers is very low as evidenced by a maternal 
mortality statistic of 871 deaths per 100,000 live births. This mortality rate is just the tip of 
the iceberg as these deaths are preceded by many episodes of morbidity and disability.  

Adequate infant and child nutrition is the outcome of appropriate food and health 
inputs mediated through positive child care practices. Care reduces the level of malnutrition 
by preventing the occurrence of infectious diseases and nutritional deficiency. Getting 
children immunized is an important healthcare seeking behavior that has a strong bearing on 
nutrition. Caring practices like optimal breastfeeding, optimal complementary feeding, and 
psychosocial care are vital components toward improving and promoting child health, growth, 
cognitive development, and survival. Improvements in physical growth and mental 
development lead to enhanced productivity and increased economic gains and inevitable and 
sizable  reductions in poverty. With this correlation in mind, the Millennium Development 
Goals (MDGs) and sustainable poverty reduction strategies cannot be realized without 
addressing the nutritional security of the most vulnerable segments of the population.  

There is an alarmingly low level of better caring practices in Ethiopia. In most cases, 
child malnutrition is a reflection of the high prevalence of poor caring practices, not a 
reflection of shortages in food supply. In Ethiopia, 70 percent of children under five are sub-
optimally breastfed, only 54 percent are exclusively breastfed during the first 6 months, and 
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only 43 percent of children 6-9 months are optimally fed. Studies also show that maternal 
nutrition during pregnancy is poor due to multiple reasons. About 30 percent of childbearing 
women in Ethiopia are undernourished (BMI < 18.5 kg/m2). Lessons learned from Behavior 
Change Communications (BBC) on child caring (optimal breastfeeding and complementary 
feeding practices) and maternal nutritional care in other countries indicated an improvement 
of caring practices after the interventions. 

Positive deviant caregivers with success stories of child rearing are models of 
caregiving at the household level. The other common models of child caring in the Ethiopian 
context are grandmothers and elderly women. Young women in particular learn many of the 
caring practices like breastfeeding, complementary feeding, and child washing and caring 
during illness from their mothers. This implies that involving grandmothers and other elderly 
women who have reared their own children in the community support group will benefit the 
household.  

An assessment of different care-focused initiatives indicated that “care”- the link 
between food availability and nutritional status - is the weakest point of all interventions.  

Considering the existing realities of the country and envisaging potential issues in the 
future, the National Nutrition Strategy has to draw from the experiences and success stories of 
these different initiatives and apply them in an integrated manner at the household level. For 
example, community IMCI that is being implemented at a household level using community 
mobilizers (health promoters, health animators, community volunteers, etc.) can be integrated 
with child growth promotions (CGP) by strengthening the key messages of IMCI through 
incorporation of the Essential Nutrition Actions (ENA). Community level child growth 
promotion can also be integrated with community therapeutic care or with the regular health 
care services. Children screened by this program can be referred to the health care facilities 
for Community Therapeutic Care (CTC) or for Outreach Therapeutic Care (OTC). This 
requires strengthening the referral chain and feedback systems between health care facilities 
and household level caring services.  

The activities of the agricultural home economic agents can also be integrated for 
improving household caring practices. From experiences in the Tigray region, it is possible to 
establish a kebele -level development team approach to improve caring practices at the 
household level. This requires an integrated, cross-sectoral approach and careful planning, 
implementation and monitoring and evaluation of household-level caring practices using the 
“triple A cycle” approach.  

Behavior change communications at the community level have resulted in 
appreciation by the general community of the vulnerability of children and women to 
nutritional stresses and other environmental factors. Currently, the Health Extension Program 
(HEP) offers a good opportunity to ensure better caring practices at the household level.  

Emergencies and food insecurity situations have implications for care behaviors and 
practices in the feeding, health, hygiene, and psychosocial areas. During emergencies, food 
intake declines. In conflict situations, children face extreme psychosocial stress. As stress 
becomes prolonged, children start to suffer a “crisis of care" as caregivers spend more time 
searching for income, water, and food. The importance of care for young children is given 
insufficient attention during these emergency interventions as the major focus is on availing 
food. Care interventions should improve the effectiveness of health, food, and psychosocial 
support and protection from dangers and abuses. There should be program and policy 
modifications to enhance the current caring practices and caring capacity across Ethiopian 
households and communities when shocks occur. 

Caring is a cross cutting issue that cannot be addressed by any one development 
sector alone. The interfaces for promoting and enhancing better caring practices by the 
different sectors are households. There are gaps in the way policies and programs have been 
implemented with respect to caring practices at the household level. This is due partly to a 
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lack of national nutrition strategy to guide the actions, roles, and responsibilities of the 
different sectors and agencies related to caring practices. The other reason for the low level of 
better caring practices in Ethiopia is that most of the actions that the government can take to 
improve caring practices have to take place at the household and community levels through 
interactions with caregivers.  

Therefore, there is a distinct need for policy and program modifications to ensure 
better caring practices at the household levels.  

• The most important issue is the need for better caring practices to be mainstreamed 
into the development plan of each sector. This action would require applying nutrition 
criteria to review the potential impacts (the intended and unintended impact of 
investments), defining optimal nutritional inputs from each sector, and identifying 
potential opportunities to integrate nutrition initiatives across multiple sectors.  

• There should be a nutrition coordination body within the government that should 
operate to ensure that better caring practices are taken into account in the nutritional 
activities across the various sectors (implementing bodies). Therefore, sectoral 
policies and strategies need to have  caring practices as one of their performance 
indicators. In particular, various sectoral strategies that seek to develop the cadre of 
kebele-level development agents should be inserted into the terms of reference under 
which these agents will work. The performance appraisal criteria for these agents 
should include the nutritional status of the populations of the communities with which 
they work. This process should include an institutional framework for monitoring and 
evaluating better caring practices as well as accountability mechanisms from the 
community to federal level. This action calls for a higher level government body that 
can coordinate and monitor other sectors that have a valuable role in strengthening 
caring practices (Ministry of Health, Ministry of Education, Ministry of Agriculture, 
Ministry of Water Resources, Women’s Affairs Office, Ministry of Labor and Social 
Affairs, Food Security Bureau, HIV/AIDS Prevention and Control Office, DPPC, and 
NGOs). 

• The caring practices are built on community’s resources and enhancement of the 
natural household level capacities for caregiving should be targeted. This requires 
partnership creation between the community resource people (health animators, 
health promoters, community volunteers) and the frontline development workers 
(Health extension workers, Community health workers, agricultural home economic 
agents, development agents) reaching households in the community (facilitators). 
This will ensure the link between the strategy, service delivery outlets, and 
implementation at the household level.  

There is a strong need for the strengthening of better caring practices at the household 
level, in an integrated way and involving all concerned sectors. If this does not happen, 
nutrition in Ethiopia may move from the current ‘food-bias’ to having a ‘health and food-
bias’, while neglecting the importance of proper care. Again, this will not alleviate nutrition 
insecurity in Ethiopia.  

The Way Forward 
Drawing from this analysis, the following key care issues are submitted for 

incorporation into the National Nutrition Strategy:  

• Design an institutional framework for mainstreaming care from the household to the 
national level by all sectors of development. 

• Promotion of strong multi-sectoral household and community level caring practices. 

• Enhancement of women’s capacity for caring. 
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• Establishment of comprehensive social security and institutional safety nets for the 
vulnerable segments of the population, with clear targeting indicators. 

• Conduct strong behavior change communication activities on better caring practices 
at the household level through the integration of community level development 
workers of the different sectors and the active involvement of the community. 

• Strengthening of programs focusing on vulnerable groups and caring practices. 

• Incorporation of nutrition care components under programs targeted at People Living 
with HIV and AIDS (PLWHA). 

• Establishment of institutional mechanisms to protect, promote, and support optimal 
infant and young child feeding practices in the general population. 

• Increased attention to the care of vulnerable populations (children, women, orphans, 
and the elderly and disabled) during emergency and crisis situations. 

• Support of operations research on better caring practices. 

• Monitoring and evaluation at all levels and the dissemination of key findings, with 
usage of the “triple A cycle approach” for preplanning. 

4.1. Why Nutrition Matters in Ethiopia? 

Ethiopia is a country renowned for its chronic nutrition insecurity and high rate of 
malnutrition. The recorded history of famine and food shortages in the country dates back 
hundreds of years, having exacted a considerable toll on the Ethiopian people—routinely 
destroying their livestock and livelihoods and taking countless lives. Malnutrition and famine 
has become commonplace in Ethiopia (Crowther et al 1999). Compounding the preexisting 
nutrition situation, the advent of the HIV/AIDS pandemic is another threat to nutrition 
conditions in recent years. Ethiopia is one of the sub-Saharan African countries that are hit 
hard by the pandemic.  

Despite the destruction and loss of lives that past disasters caused, it was only in the 
early 1970s, in the wake of a big famine in northern Ethiopia, that the need for an organized 
state response to address the immediate needs of the victims was recognized. The government 
established a Relief and Rehabilitation Commission (RRC) in 1974 to mobilize resources and 
coordinate responses (Berhane 1995).  

In recent decades, the response to Ethiopia’s chronic food insecurity has had a food-
first approach, primarily focused on food production. However, the level of malnutrition has 
actually worsened in this time. It is, thus, necessary to stop and think as to what went wrong 
with the endeavors so far. The cause of malnutrition is well understood to be more than just 
shortage of food. The global conceptual framework focuses on three-pronged underlying 
causes: “Food, Care, and Health”. So far, “Care” has been the missing piece of the 
undertaking. Improving the quality of care practices as a necessary element in reducing 
malnutrition in Ethiopia likely has been overlooked due to the crosscutting nature of efforts to 
improve care, the lack of a designated sector, and the natural diffusion of responsibility 
between different agencies. 

In all situations – emergency and normal – the most common victims of malnutrition 
are infants, children less than five years old, and pregnant and lactating women. Children who 
suffer from malnutrition in intrauterine life and in the first two years after birth suffer from a 
wide range of long-term consequences. Addressing malnutrition in these segments of the 
population requires improvement in care practices like breastfeeding, complementary feeding, 
and hygiene, as well as the promotion of healthy behaviors through communication and 
education. Breastfeeding provides 100 percent of the nutrient requirements for children less 
than 6 months of age and contributes 35 to 50 percent of energy requirements for those 
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children between 6 and 24 months. There are significant potential benefits to addressing 
malnutrition through improving care practices. This document reviews how care is essential 
to convert food security into nutrition security.  

4.1.1. The global conceptual framework of the causes of malnutrition 

The last two decades have witnessed dramatic changes in the conceptualization of the 
problem of malnutrition. There has been a shift in paradigm, where the problem is looked at 
from a more holistic perspective, whereas previous efforts were looking for one magic bullet 
solution mainly from the food or health sectors. A broad analysis on the causes of 
malnutrition should always precede actions. Such an analysis will result in increasing 
cooperation in addressing the problem among various institutions and between various 
disciplines and in the recognition that those affected, the poor, are parts of the solution, rather 
than part of the problem. (Jonsson 1995; Gillespie & Haddad 2003) Such an approach focuses 
on food, care, and health, which are the underlying pillars of nutrition security, comprising a 
framework called the “food-care–health framework”.  This paper is situated within this 
framework, focusing on care. 

Referring to this framework, Gillespie and Haddad note, “where nutrition programs 
have applied this more comprehensive approach, spectacular improvements in the nutrition 
status of populations have been recorded. There is now more understanding of what works, 
why and how it works, and in general, there is enough knowledge to substantially address the 
problem of malnutrition” (ibid). However, there is still a substantial gap between theoretical 
knowledge of the causes and their practical application to solutions on the ground.  

The belief that only sufficient food availability results in improved nutritional 
outcomes still is prevalent and dictates policy and practice in Ethiopia. As a result, resources 
are not allocated and institutional arrangements are not in place for vital caring practices, and 
the problem of chronic malnutrition continues to be an embarrassing mark for Ethiopia. The 
current effort to develop a National Nutrition Strategy is therefore guided by the global 
conceptual framework of the determinants of malnutrition that was presented in Chapter 1. 
(See Figure 1.2.) 

4.1.2. Underlying causes of malnutrition 

The most common causes of malnutrition and poor growth in developing countries at 
the immediate level are poor maternal nutritional status at conception, in utero undernutrition, 
inadequate breastfeeding, delayed complementary feeding for infants or inadequate quality or 
quantity of complementary feeding, impaired absorption of nutrients due to intestinal 
infection or parasites, or, more commonly, a combination of these problems. Underpinning 
these factors are various inadequacies with respect to household and community level access 
to food, health, environmental, and caring resources (ibid; Johnson-Welch 2001).  

Household food security, care of the vulnerable segments of the population, and 
adequate health services and environmental hygiene are the underlying determinants of 
nutrition and are closely interrelated.  

Food security exists when all people, at all times, have physical, social and economic 
access to sufficient, safe and nutritious food that meets their dietary needs and food 
preferences for an active and healthy life (World Food Summit Declaration, 1996). This 
definition is based on three core concepts of food security: availability (physical supply), 
access (the ability to acquire food), and utilization (the capacity to transform food into the 
desired nutritional outcome).  

Availability and accessibility of food and health services alone cannot be a guarantee 
for nutrition security. Vulnerable segments of the population need someone to provide them 
with food, to feed them, to take them to the nearby health institution for preventive and 
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therapeutic care, and to give them psychosocial support. Better care practices play a 
significant role in enabling better nutritional status, growth, development, and survival. 

4.1.3. The link between underlying and basic causes of malnutrition 

The underlying causes of malnutrition – food, care and health – themselves are 
underpinned by basic causes that relate to the amount, quality, control, and use of various 
resources. 

“Care, like household food security, is the outcome of complex processes in society, 
but it ultimately depends on the availability, accessibility, and use of resources (Jonsson 
1995).” Important causes of inadequate child care include poor health of the mother; lack of 
education and incorrect beliefs of caregivers; lack of self confidence of the mother; 
inadequate social support from community, family, and husband; excessive workload of the 
mother; and mother's lack of control of available resources. The availability and control of 
human, economic, and organizational resources at different levels of society are the results of 
historical processes in society. These processes can be seen as the basic causes of malnutrition 
and can be divided into four groups: 

• Ecological/technical conditions of production, including the environment (soil and 
climate), the population-resource ratio, the level of technology used, and the level of 
people’s skills; 

• Social conditions of production, including such aspects as the ownership of the means 
of production, the division of labor, and power relationships; 

• Political factors (including state interventions), including policies on employment, 
prices, incomes, subsidies, health, education, and agriculture, as well as the legal 
system as a whole; and 

• Ideological factors, including habits, beliefs, cultural preferences, and all ideas that 
legitimize actions in society. 

The development and interaction of these different factors explain the existing 
availability and control of resources, which in turn explain the degree of fulfillment of the 
three necessary conditions (food, health, and care) for good child nutrition (Jonsson 1995). 

4.2. Care 

4.2.1. What is meant by care?  

Care includes the provision of time, attention and support to meet the physical, 
mental and social needs of socio-economically deprived and nutritionally vulnerable groups 
(Jonsson 1995; Ruel & Arimond 2003; Lung’aho 1999). These groups include children, 
women, the elderly, urban poor, street children, people infected and affected with HIV/AIDS, 
the disabled, refugees and internally displaced persons.  

Adequate care of women and children has only recently been fully recognized as 
having an important bearing on the nutrition status of mothers and children. "Care" includes 
care-giving behavior such as breastfeeding and complementary feeding practices, food and 
personal hygiene, diagnosing illnesses, stimulating language and other cognitive capabilities, 
and providing emotional support. Care also refers to the support that the family or community 
provides to members of the family and to behaviors within the household that determine the 
allocation of the food supply to members of the household. In addition, care includes the 
utilization of health services and water and sanitation systems to create a healthy 
microenvironment for family members (Arimond & Ruel 2002). Therefore, care can be 
viewed as a relationship between the caregiver and care receiver.  
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Care was recognized as one of the underlying causes of malnutrition after many years 
of trying to understand why malnutrition was prevalent in spite of an adequate supply and 
delivery of food and health services. This reality led to the conceptualization of care as a 
process that translates both household food availability and the presence of health services 
into the positive growth and development of the child (Gillespie & Haddad 2003; Ruel & 
Arimond 2003). 

Giving emphasis to care practices is not to suggest that other underlying causes 
should be ignored. “In each program setting a thorough analysis is necessary to determine the 
extent to which each of the underlying causes is fulfilled or unfulfilled” (Gillespie & Haddad 
2003).  

4.2.2. Linkage between different types of care and malnutrition 

4.2.2.1. Maternal nutritional care - a life cycle issue 
In developing countries malnutrit ion begins in utero, being constrained by a number 

of maternal factors that result in intrauterine growth retardation (IUGR). Most important are 
the mother’s height (reflecting her own nutritional status during childhood), her nutritional 
status prior to conception (as measured by her weight and micronutrient status), and her 
weight gain during pregnancy. Diarrheal diseases, intestinal parasites, respiratory infections, 
and endemic malaria are all major determinants leading to IUGR (Guyon & Quinn 2004). 
When we consider care for women, it is not a one time event. Rather it is a life cycle issue 
with different factors operating at different periods in a woman’s life, each with the potential 

Box 4.1: Factors affecting nutritional status at different stages of a woman’s life 

• Infancy and early childhood (0-24 months) 
• Sub-optimal breastfeeding practices  

• Inadequate complementary foods  

• Infrequent feeding  
• Frequent infections  

• Childhood (2-9 years)  
• Poor diets  

• Poor health care 

• Poor education  
• Adolescence (10-19 years) 

• Increased nutritional demands  
• Greater iron needs  

• Early pregnancies  

• Pregnancy and lactation  
• Higher nutritional requirements  

• Increased micronutrient needs  

• Closely-spaced reproductive cycles 
• Throughout life:  

• Food insecurity 
• Inadequate diets  

• Recurrent infections  

• Frequent parasites  
• Poor health care 

• Heavy workloads  
• Gender inequities  

 
Source: Guyon & Quinn 2004 
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to render her and her child vulnerable to malnutrition (Box 4.1). 

Maternal nutrition during pregnancy has a significant impact on fetal growth and 
birthweight (Ethiopian PROFILES Team & AED/Linkages 2005). As described in Chapter 1, 
the presence of an intergenerational link between maternal and child nutrition means a small 
mother will have small babies who in turn grow to become small mothers. Studies show that a 
high proportion of low-birthweight and stunted children were observed among malnourished 
mothers (Johnson-Welch 2001), and the malnutrition continues across generations in a cycle 
(Figure 1.3). 

The nutritional deficit during the fetal period results in a decrease in the individual’s 
capacity to reach their genetic potential for productivity (intellectual and physical) as well as 
the perpetuation of this condition through generations. There is a growing body of evidence 
that undernutrition in the intrauterine period may result in permanent changes in the body 
structure and metabolism that may lead to increased susceptibility to chronic non-infectious 
diseases later in life. Malnutrition may have long-term consequences due to the 
intergenerational transmission of poor nutrition (Guyon & Quinn 2004).  

An additional contributing factor is micronutrient deficiency, particularly deficiencie s 
in iodine, iron and vitamin A. Maternal malnutrition both in the form of chronic energy and or 
micronutrient deficiencies will have a number of consequences, including infections, maternal 
mortality, low birth weight, neonatal and infant mortality, Vitamin A deficiency, abortion, 
still birth, reduced physical activity, and poor cognitive development of the baby leading to 
poor educational capability and performance. 

4.2.2.2. Nutritional care of children 

The second most vulnerable period of a child’s life is the first two years of life when 
young children have high nutritional requirements, in part because they are growing so fast. 
Young children are also susceptible to infection because their immune system fails to protect 
them adequately. Foods and drinks are contaminated due to poor hygiene and infection is 
common, resulting in a decrease in appetite and an increase in the metabolic demands. 
Furthermore, traditional home remedies for childhood infections, including withholding of 
foods and breast milk are often sub-optimal (Guyon & Quinn 2004). Malnutrition during this 
period results in the reduction of both physical and mental development.  

Malnourished children score poorly on tests of cognitive function and have poorer 
psychomotor development and poor fine motor skills. Stunted children have, on average, an 
IQ that is 5 points lower than healthy children (Ethiopian PROFILES Team & AED/Linkages 
2005). For every 1 percent decrease in height there will be 1.4 percent decrease in 
productivity (Haddad and Bouis, 1990). Therefore, stunting is a development issue and should 
be addressed as such.  

4.2.2.3. Mechanism of improving maternal and child nutrition 
Adequate infant and child nutrition is the outcome of appropriate food and health 

inputs mediated through positive child care practices. Both dietary quality – particularly 
access to micronutrients – and quantity are important for children. These can be improved 
partly through investments in agricultural research that improves the micronutrient value of 
crops.  

“Some of the most promising interventions related to infant and child nutrition do not 
aim to increase the amount of food available or the amount consumed, but how it is provided 
to the infant. Breastfeeding promotion and improved knowledge and use of complementary 
foods are examples of this opportunity”. In addition to reducing mortality, these interventions, 
where successfully implemented, are effective in reducing morbidity—particularly diarrheal 
morbidity. Thus, they reduce stunting and consequent loss of productivity. Mechanisms for 
reducing micronutrient deficiencies include idolization of salt, vitamin A supplementation and 
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use of home level fortification of foods and using iron cooking pots (Ethiopian Experience) 
(Guyon & Quinn 2004). These essential nutrition actions can be implemented through the 
contacts of women and children with the health service unit or contacts can be expanded to 
the education, agriculture, child survival programs, micro-credit, reproductive health, or other 
community based programs.  

Breastfeeding provides significant benefits to the baby, the mother, and the 
community in general. For the baby it protects against gastrointestinal infections, prolongs the 
duration of lactation amenorrhea, and enhances motor and psychosocial development, as well 
as the development of teeth and facial muscles. The risk of mortality during the first year of 
life is very low among children who are given only breast milk during the first six months as 
compared to other modes of feeding (Figure 4.1). 

The nutritional benefits of breastfeeding include the facts that it meets all the 
nutritional requirements of the baby and changes composition over time to meet the evolving 
needs of the growing child. It does not have any adverse effects on infant growth and 
development. For the mother, breastfeeding protects her from postpartum hemorrhage, delays 
further pregnancies, protects her from cancer, and helps her save her energy (Ethiopian 
PROFILES Team & AED/Linkages 2005). Benefits for the community include that it is the 
most ecologically friendly food and saves hard currency that might be spent for the purchase 
of formula and infant-feeding products. Healthy physical and mental development of children 
builds the country’s economy and reduces poverty in the long run (Guyon & Quinn 2004). 
Therefore, investment in breastfeeding should be considered in poverty reduction strategies.  

A number of other interventions that go beyond narrow characterizations of nutrition 
are important in the reduction of malnutrition in infants and preschool children. Improved 
water and sanitation and improved maternal educational attainment are some of examples. 
Complementary investments including those for improving the status of women, addressing 
infectious diseases, and improving infrastructure are also needed.  

Proper complementary feeding practices should be pursued once the child is 6 months 
of age. Nutrient dense foods provided through frequent feedings should be given to young 
children while they continue to breastfeed. Table 4.1 provides guidelines for both optimal 
breastfeeding and optimal complementary feeding practices. As shown in the table, the 

Figure 4.1: Risk of death in infants 3 to 12 months of age due to diarrhea by infant 
feeding method, Brazil. 
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abbreviation FADUA can guide mothers as they carry out optimal complementary feeding 
practices to supplement their breast-milk with other foods for the young child.  

4.2.2.4. Contribution of improved nutrition for mothers and children to achieving the 
MDGs and poverty reduction 

The Millennium Development Goals and poverty reduction strategies cannot be 
realized without addressing the nutrition security of the most vulnerable segments of the 
population (mothers and children). This can be achieved by proper caring practices, which are 
hitherto the missing piece in all nutrition interventions. Three of the MDGs are directly 
related to nutrition and their achievement is measured by the reduction in the level of child 
malnutrition. In addition, the long-term intergenerational consequences of malnutrition will 
reduce both physical and intellectual productivity, resulting in the perpetuation of poverty and 
underdevelopment. The long-term economic benefits of maternal nutrition during pregnancy 
to prevent low birth-weight are depicted in Table  4.2. The cost-benefit ratio of efforts to 
reduce low birthweight range from 0.014 : 1 to 0.101 : 1 or an average net economic gain of 
$972 to $886 per low birth weight averted. It is clear that all interventions to increase child 
growth, development and survival, and economic growth and poverty reduction should 
consider maternal nutrition seriously.  

4.2.3. Health Care 

Access to health services, together with a healthy environment, is the third necessary 
condition for good nutrition. Prenatal and post-natal care, immunization (particularly against 
measles), oral rehydration therapy, distribution of micronutrient supplements, de-worming, 
family planning, and health education are all important health services with great impact on 
nutrition (Gillespie & Haddad 2003). It is well known that infection and malnutrition have a 
synergistic effect on health. Adequate health includes access to curative and preventive 
services, a hygienic and sanitary environment, and access to clean water. Access to health 
care services creates an opportunity to deliver behavior-change messages about the link 
between of malnutrition and health (Save the Children Fund (UK) 2002).  

In Ethiopia, the basic health service coverage is low (MOH 2003/2004). This is 
reinforced by a low utilization, especially of care-related preventive health services, resulting 

Table 4.1: Optimal infant and young child feeding practices 

Optimal breastfeeding Optimal complementary feeding (FADUA) 

§ Initiate breast feeing within 1 hour after 
delivery. 
§ Exclusive breastfeeding for the first six months 

(5.9 months). 
§ Give colostrum and no prelacteal feeds. 
§ Proper positioning and attachment. 
§ Frequent feeding on demand or on cues day 

and night at least 8-12 times (every 2-3 hours). 
§ Maternal nutrition (the mother should take at 

least two additional meals per day that usual= 
650 Kcal/day). 
§ Increased frequency of feeding when the baby 

is sick. 
§ Active/ responsive feeding. 
§ Complementary feeding at six months. 

§ Introduce complementary foods at 6 months of 
age (180 days) while continuing to breastfeed 
§ Continue frequent, on-demand breastfeeding until 

2 years of age or beyond 
§ As child gets older, increase the number of times 

that the child is fed complementary foods (F). 
§ Start with small amounts of food and increase the 

quantity as the child gets older (A). 
§ 200 kcal per day at 6-8 months. 
§ 300 kcal per day at 9-11 months. 
§ 550 kcal per day at 12-23 months. 
§ Gradually increase food consistency and variety 

as the infant gets older (D). 
§ Practice good hygiene and proper food handling 

(U). 
§ Practice responsive feeding, applying the 

principles of psychosocial care (A). 
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from a lack of awareness or understanding of these services. Thus, a stronger effort to 
communicate behavior change must be exerted at the grassroots community level. Maternal 
malnutrition is particularly common in the regions where preventive health care (prenatal and 
postnatal) are low (Figure 4.2). As can be seen from the figure, higher percentages of 
undernourished mothers are found in the Afar, Gambella, Benishangul-Gumuz, and Somali 
regions where preventive healthcare utilization is also low.  

4.2.4. Psychosocial care  

It is widely recognized that the normal growth and development of infants and young 
children requires care that adequately meets their basic physical needs (nutrition, health, 

Table 4.2: Present discount values (PDV) of economic benefits associated with 
reducing the prevalence of low birth-weight. 

Pathway 
PDV per low 
birthweight 

averted (US$) 

Reduced infant mortality 95 

Reduced neonatal care and reduced costs of infant/child illness 81 

Productivity gain from reduce stunting 180 

Productivity gain from improved cognitive function 434 

Reduction in the costs of chronic diseases  74 

Intergenerational benefits  122 

Sum of PDV of the six benefits US$ 986 

Range of average program costs per low birthweight averted US$14 to 100 

 
Source: Alderman et al. 2003 

Figure 4.2: Prenatal and postnatal clinic utilization and chronic energy deficiency 
among women aged 15 to 49, by region. 
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clothing, housing, sanitation, protection from dangers, etc.) as well as their socio-emotional or 
psychological needs (Engle & Ricciuti 1995). 

4.2.4.1. Definition of psychosocial care 
A substantial body of research indicates that children's early mental, motor, and social 

development is significantly influenced by variations in their early experiences. The following 
broadly defined qualities of early psychosocial care are considered particularly important, and 
have generally been found to be associated with positive developmental outcomes in children 
in a variety of cultural settings: 

• Responsiveness, sensitivity, and consistency in responding to the child's cues or 
needs, versus lack of responsiveness, insensitivity, and inconsistency (the extent to 
which the caregiver is aware of the infant's signals and needs, interprets them 
accurately, and responds to them promptly, appropriately, and consistently); 

• Warmth, affection, and acceptance, versus rejection and hostility (reflects balance of 
positive and negative feelings toward the infant, including accepting characteristics of 
the infant that might be seen as undesirable); 

• Involvement with the child, versus lack of involvement and detachment (reflects the 
degree to which the caregiver or parent cares about the infant's well-being on a day-
to-day basis, takes appropriate actions on the infant's behalf, and spends time with the 
infant when possible); 

• Encouragement of autonomy, exploration, and learning, versus restrictiveness and 
interference (extent to which the caregiver provides opportunities for motor, mental, 
and social development, including independence and self-confidence, through 
appropriate activities and verbal and social interactions). 

All four dimensions are likely to be reflected in the extent to which caregiver and 
child engage in mutually rewarding, age-appropriate, reciprocal interactions. Also, cultural 
factors will influence the particular ways in which the characteristics of psychosocial care just 
outlined are expressed, as well as the extent to which particular child-care practices may be 
valued or discouraged, in light of their adaptive value in a given setting (Engle 1992b; LeVine 
1977; Zeitlin et al. 1990).  

4.2.4.2. Conceptual model 
The conceptual model (Figure 4.3) outlines the major pathways through which care 

may influence a child's growth and development. Psychosocial care and nutritional care are 
closely interconnected in routine caregiving of everyday life, and thus should be considered 
holistically. Moreover, the quality of care a child receives will reflect, and to a considerable 
extent be influenced by, the nature of the overall child-caregiver relationship, a unique pattern 
of behaviors that develops over time between a parent or caregiver and a particular child (see 
the box in the center of Figure 4.3). As indicated by the solid arrows, it is well known that the 
quality of psychosocial care has a direct influence on children's behavioral development 
(linguistic and cognitive development, growth of social skills, psychological adjustment, and 
adaptation, and development of motor skills). In addition, the nutritional and health care 
children receive has a direct effect on their nutrition status and physical growth (Engle & 
Ricciuti 1995). 

However, of particular interest is the hypothesis that the quality of psychosocial care 
may influence the child's nutrition status and growth indirectly, through its linkage with, and 
possible effect on, the quality of nutritional and health care. At the same time, as suggested by 
the dotted feedback arrows in Figure 4.3, a poorly nourished, less responsive infant may 
significantly affect a caregiver's behavior in regard to both psychosocial and nutritional care. 
Similarly, the child's developmental status and behavior may also influence the quality of care 
received in both the psychosocial and the nutritional areas. Finally, the model indicates that 
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the child's behavioral development may be directly influenced by their health and nutritional 
status. Thus it is apparent that the relationships among care, nutrition, growth, and behavioral 
development may be viewed as interactive or bi-directional (Engle & Ricciuti 1995; Engle 
1992a; Werner 1988).  

The development of a child is best represented by a series of feedback loops, with 
each change in the child influencing changes in the environment, and vice versa, in a 
continuous series of interactions. This pattern can be referred to as transactional.  

It is important to recognize that the nature of the caregiver-child relationship and the 
quality of psychosocial care or nutritional care that parents or other caregivers are able to 
provide for children are very much affected by several major sources of influence (Ruel & 
Arimond 2003). These are 1) the characteristics of the child (age, developmental level, 
gender, irritability); 2) the characteristics of the relationship between child and caregiver; 3) 
the characteristics of the caregiver (attitudes and beliefs about caregiving, motivation and 
physical energy, emotional state, sense of personal efficacy, physical and mental health); 4) 
the support system (nature of available informational and emotional support); and 5) resource 
constraints (adverse environmental conditions affecting disease prevention, limited disposable 
income and unstable food supply, excessive demands on caregiver's time for other tasks). 

4.2.5. Nutritional care and HIV/AIDS 

HIV/AIDS could be considered an immediate cause of malnutrition. Its impact is far 
reaching and erodes all of the major components of nutritional security. The toll of HIV/AIDS 
in Sub-Saharan Africa is very high with over 22 million or two thirds of the world’s total 
population living with the disease. 

Infection rate in children due to transmission from parents is between 25 and 35 
percent, and we know now that transmission can also occur through breastfeeding 
(EngenderHealth 2004). In Ethiopia, 4.6 million children under 17 years of age are estimated 
to be orphans, of whom 537,000 were orphaned due to HIV/AIDS (MOH 2004a). 

Figure 4.3: Factors that affect the relationship of the caregiver and the child 
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As shown in the framework presented in Figure 4.4, hitherto breastfeeding has been 
regarded as an act that fulfills all three underlying conditions of nutritional security —food, 
health, and care. It is estimated that 14 percent of HIV/AIDS infections occur through 
breastfeeding, and this tends to paralyze the promotion, protection, and support of 
breastfeeding. Thus HIV has a crippling impact on caring practices, caring capacity, 
household food security and provision of basic services including health services—all 
essential practices for nutritional security. Studies have shown a close association between 
compromised nutrition status and HIV/AIDS (Gillespie et al. 2001).  

HIV/AIDS and poverty (a large part of which relates to food insecurity) interact in a 
vicious cycle. Poverty increases the exposure to, as well as the impact of HIV. Poverty also 
increases the radius of impact of HIV on family and friends for the poor, informal coping 
mechanisms that are more dependent on family and friends and less so on insurance 
companies and the state (EngenderHealth 2004).  

HIV/AIDS in turn strips assets and exposes families to poverty and poor caring 
practices. The mother has invariably been regarded as the primary caregiver, but this is not 
the case anymore as more and more children lose their mothers to HIV/AIDS. It is common to 
find young children taking care of their younger siblings. These children are themselves in 
need of care and often lack the skills to provide adequate care for their siblings. Due to 
HIV/AIDS, adult members of the family cannot engage in productive action. Those still 
healthy members may have to focus their attention on the sick, which includes use of limited 
household resources to provide medical care (Jonsson 1995; Gillespie et al. 2001). 

4.2.5.1. Nutritional care for people living with HIV/AIDS 
Owing to a frequent illness due to opportunistic infections, nutrient requirements of 

people living with HIV/AIDS are higher. No single food contains all the nutrients that our 
bodies need, except for breast milk for babies up to the age of six months.  

Eating a variety of different foods will supply the nutrients that are essential for our 
bodies. By carefully choosing foods that are in season and locally available, eating can be 
enjoyable, healthy, and affordable.  

Figure 4.4: Breastfeeding as a package of care addressing the three underlying 
causes of malnutrition 
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As shown in Box 4.2, when infected with the HIV virus, the body will be challenged 
with two problems: increased requirement and decreased intake of nutrients. 

Therefore, people living with HIV/AIDS (PLWHA) are very vulnerable to nutrition 
insecurity due to both biological and social reasons. Nutritional care of PLWHA helps to 

Figure 4.5: The vicious cycle of HIV/AIDS and malnutrition 
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Box 4.2: Reasons why PLWHA are vulnerable to nutritional insecurity 

Increased requirement of nutrients because: Decreased intake of nutrients because: 

§ The body's defense system - the immune 
system - works harder to fight infection and 
stress due to free radicals and hence needs 
adequate supply of free radical scavengers 
(micronutrients) to cope with the situation 
§ This increases energy and other nutrient 

requirements. Further infection and fever also 
increase the body's demand for food.  
§ Once people are infected with HIV they have to 

eat more to meet these extra energy and other 
nutrient needs.  
§ Such needs will increase even further as the 

HIV/AIDS symptoms develop and this will lead 
to rapid progression to AIDS and early death 
(Figure 4.5 shows the vicious cycle between 
HIV/AIDS and malnutrition).  
§ 10 percent increase in energy requirement 

during asymptomatic infection 
§ 20-30 percent increase during secondary 

infections  
§ 50-100 percent increase for children 

(WHO 2003) 

§ The illness and the medicines taken for it may 
reduce the appetite, modify the taste of food and 
prevent the body from absorbing it;  
§ Symptoms such as a sore mouth, nausea and 

vomiting make it difficult to eat; 
§ Tiredness, isolation and depression reduce the 

appetite and the willingness to make an effort to 
prepare food and eat regularly;  
§ There is not enough money to buy food (Food 

insecurity/loss of livelihoods) 
§ One of the consequences of HIV and other 

infections is that since the gut wall is damaged, 
food does not pass through properly and is 
consequently not absorbed.  
§ When a person has diarrhea, the food passes 

through the gut so quickly that it is not properly 
digested and fewer nutrients are absorbed.  
§ Metabolic changes  
§ Cytokine-related changes affect appetite. 
§ Impaired transport, storage, utilization of some 

nutrients (e.g. protein). 
§ Increased utilization of antioxidant vitamins and 

enzymes, resulting in oxidative stress. 
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maintain body weight and strength and enhances response to anti-retroviral therapy or 
treatment of opportunistic infections. It changes the vicious cycle of malnutrition and 
HIV/AIDS (Figure 4.5) to a virtuous cycle (Figure 4.6).  

Good nutritional care promotes health and delays the progression of HIV infection to 
full-blown AIDS in people living with HIV/AIDS (PLWHA), prolonging life and increasing 
productivity. This has a far-reaching implication related to household-level caring for the 
vulnerable groups and overall household food security by preventing untimely death of adult 
breadwinners and enabling the transfer of caring and livelihood skills among household 
members.  

Good nutritional care for PLWHA aims at ensuring adequate dietary intake, 
preventing food-borne & water-borne illnesses and reducing mother to child transmission 
(MTCT) of HIV by improving nutritional (and health) status, enhancing quality of life, and 
prolonging survival. Therefore, nutritional care should be part of the overall care and support 
program of HIV/AIDS.  

4.2.5.2. Nutritional care and prevention of mother to child transmission (PMTCT)  
The emergence of HIV/AIDS and the recognition of the risk of its transmission from 

mother to child via breast milk have hampered breastfeeding promotion. In developing 
countries like Ethiopia, regardless of the risk, breast milk cannot be avoided due to the reason 
that children will be dying from diarrheal attacks should they not feed at their mother’s breast. 
There were 128,000 HIV positive pregnancies in 2003 in Ethiopia (MOH 2004a). Therefore, 
this issue needs consideration in the development of a national nutrition strategy. As shown in 
Figure 4.7, overall, the risk of MTCT (during pregnancy, delivery, and lactation) is 37 
percent and the risk of MTCT during breastfeeding is 10-20 percent, if the child is breastfed 
for 24 months.  

However, there are maternal and fetal conditions that may increase this risk of 
transmission. Maternal conditions include breast problems (mastitis, cracked nipple, and 
abscess), malnutrition, high viral load, low CD4 count, new infection during breastfeeding, 
and advanced AIDS. The conditions of the baby that increase the MTCT include premature 

Figure 4.6: Virtuous cycle of nutritional care and HIV/AIDS 

 

 
Good nutrition; 
Maintain body 

weight 

Slower HIV/AIDS 
disease 

progression; 
Reduced 
sickness 

 

Eating well; 
Good appetite 

 
Stronger 

immunity and 
resistance to 

infection 

 



93 

birth, sores in the mouth and in the gastro-intestinal tract, age of the child (first months are 
higher risk), mixed feeding (feeding infants with breast milk in addition to other solids and 
liquids), infant’s immune response, and the duration of breastfeeding. Maternal nutritional 
care during breastfeeding is therefore highly important to prevent MTCT and to facilitate 
adequate nutrient transfer to the baby. Considering the risks attached to not breastfeeding, 
WHO and UNICEF recommend the feeding options for babies of HIV positive mothers 
shown in Box 4.3.  

When replacement feeding is acceptable, feasible, affordable, sustainable and safe 
(AFASS), avoidance of all breastfeeding by HIV-infected mothers is recommended. 
Otherwise, exclusive breastfeeding is recommended during the first months of life. To 
minimize HIV transmission risk, breastfeeding should be discontinued as soon as is feasible, 
taking into account local circumstances, the individual woman’s situation and the risks of 
replacement feeding, including infections other than HIV and malnutrition (Guyon & Quinn 
2004).  

The WHO/UNICEF/UNAIDS Framework for HIV and infant feeding presents five 
priority actions to ensure that infants of HIV+ mothers receive proper nutritional care: 

• Develop a comprehensive Infant & Young Child Feeding (IYCF) strategy. 

• Implementation of the Code for Marketing Breast Milk substitutes. 

• Promote, protect, and support YCF in context of HIV. Coordination, capacity 
building, and support for the Baby Friendly Hospital Initiative (BFHI). 

• Support for enabling HIV+ women to make informed choices. 

• Monitoring, evaluation, and operations research. 

4.2.6. Effect of care on the immediate determinants of malnutrition 

Care reduces the level of malnutrition by preventing the occurrence of infectious 

Figure 4.7: Risk of mother to child transmission of HIV. 
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Box 4.3: Feeding options currently recommended by WHO/UNICEF (2003) 

Breast milk based feeding Replacement feeding 

§ Exclusive breastfeeding. 
§ Early cessation of breastfeeding (as soon as 

AFASS is feasible). 
§ Expressed, heat-treated breast milk. 
§ Wet-nursing. 
§ Milk banks 

§ Commercial infant formula. 
§ Home prepared infant formula (modified, with 

additional nutrients). 
§ Enriched family diet with breast milk substitute 

and micronutrient supplements after 6 months. 
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diseases and nutritional deficiency. Caring practices like optimal breastfeeding, optimal 
complementary feeding, and psychosocial care are proven to improve and promote child 
health, growth, and survival. Personal hygiene like hand washing, keeping the hygiene of the 
baby, food and drink, and utensils reduces the occurrence of infectious diseases. By 
exclusively breastfeeding for the first six months, both child malnutrition and illness can be 
avoided (Guyon & Quinn 2004). Getting children immunized is an important healthcare 
seeking behavior that has strong bearing on nutrition. When these caring practices are not in 
place, there will be frequent illness and the requirement for nutrients increase (Gillespie & 
Haddad 2003; Ruel & Arimond 2003). On the other hand, food intake decreases during illness 
due to anorexia and to an endogenous loss of nutrients to fight the infectious process, leading 
to malnutrition. This malnutrition depresses immunity, leading to other illnesses. The result is 
that children will fail to achieve their genetic potential in terms of both physical growth and 
cognitive development.  

There should also be sensitive nutritional and psychosocial care for sick children both 
during the time of illness and at least for two weeks after recovery. During illness, fluid intake 
should be increased including more frequent breastfeeding, and encouraging the child to eat 
soft, varied, appetizing, and favorite foods. After their illness has passed, more food should be 
given than usual and the child/sick person should be encouraged to eat more (Guyon & Quinn 
2004).  

4.2.7. Who gives the care within the household? 

Mothers are primary caregivers within the household particularly during the first year 
of life. However, every member of the household can contribute to the caring practice 
afterwards. This will give the mother more time and improve caring practices. In Ethiopia, 
caring is considered solely the job of the mother. In most parts of Ethiopia the most 
commonly identified barriers associated with providing effective childrearing were the high 
workload of mothers, the lack of help available to mothers, children’s illnesses, and accidents 
in the home (Yared 2003). 

The best person to look after an infant who needs to be breastfed is the mother. If the 
mother is away for a long time, she cannot breastfeed, unless she has expressed milk before 
leaving. If we want to try to improve exclusive breastfeeding rates and decrease the amount of 
inappropriate feeding practices, we need to find ways to keep poorer women at home for 
longer post-partum (van Esterik 1995). Older children (6-24 months) also need to be minded 
by someone. At this age, children should be receiving both complementary foods and breast 
milk. 

4.2.7.1. Ways of enhancing the quality of care provided by mothers 
Three factors significantly influence the quality of psychosocial care: the 

characteristics of the caregiver, the support system for the caregiver, and resource constraints. 
There are four intervention approaches: working directly with the child, improving the 
caregiver-child relationship, increasing the resources available to the caregiver, and altering 
the social support available for the caregiving system (Myers 1992). 

Child-centered interventions 

Interventions with children alone (not caregivers) have often been successful but 
expensive. These programs often focus on cognitive development as an outcome. Strategies 
include intens ive intervention in hospital or rehabilitation settings to increase the health or 
nutrition status of children in order to improve psychosocial functioning.  Programs combine 
health, nutrition, and psychosocial stimulation (Zeskind & Ramey 1979; Pollitt et al. 1993; 
McKay et al. 1978). 

Although model child-care programs appear to have beneficial effects on overall 
development, institutional day care (not community-based programs) in developing countries 
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rarely provide this kind of benefit. In addition, most community-based pre-school programs 
were found to be more cost-effective than formal day care (Engle & Ricciuti 1995).  

Interventions to enhance child-caregiver interactions 

A more efficient strategy for improving outcomes for children is to modify the nature 
of the child-caregiver interaction. Two main strategies have been used: home visiting 
programs, in which a trained educator (often a paraprofessional) visits the caregiver on a 
regular basis and provides modeling, materials, and instruction about psychosocial care of the 
young child (Myers 1992); and preschool programs, in which mothers or caregivers take a 
more active role either by sharing the teaching role with other parents, planning, and making 
decisions about the center, or by becoming involved in parent education programs with the 
center by taking turns with the other parents (Bashizi 1979; Grantham-McGregor et al. 1987). 

During home visiting, an attempt should be made to build on the existing experiences 
of caregivers rather than acting as an expert. It works best when the program is combined 
with group meetings, involves all family members, focuses on concrete problems and actions, 
and when solutions are worked out jointly (Myers 1992). 

Home visiting programs have been found to be effective in increasing children's 
cognitive development even in having long-term effects on children's nutrition status, as 
previously noted (Grantham-McGregor et al. 1994; Slaughter 1984). Home visiting programs 
can address feeding as well as non-feeding behaviors, reinforce positive indigenous 
caregiving behaviors, and model positive interactions with the infant and toddler. One of the 
benefits of the home visitor approach is that the caregiver has the opportunity to observe 
someone else interacting with her child, and can develop skills by observation, a valid way of 
learning in most parts of the world. 

Interventions to enhance the caregiver's resources 

Targeting the caregiver can lead to different types of interventions. As mothers may 
be depressed or physically ill, an intervention could involve support groups for women, skill 
training, health improvement, or self-esteem building. If the primary caregivers are siblings, 
approaches that target their needs can be developed. A study in the United States found that 
enrolling poor black women in support groups was equally or more effective for changing 
children's cognitive levels as specific skill-training in a home visiting program (Seitz & Apfel 
1994).  

Increasing parental resources can have long-term effects. A program, which provided 
resources like medical care, day care, and a home visitor who offered, “psychological, and 
social services” to a small sample of high-risk mothers showed significant differences in the 
children when they entered school. These effects apparently carried over to the next youngest 
sibling when she or he entered school (Aarons & Hawes 1979).  

Within the households, low knowledge and wrong beliefs of the caregiver or families 
about child feeding and rearing may be one of the issues to be addressed. However, it is 
essential to build on existing beliefs, rather than present a new set of “correct” beliefs, thereby 
undermining caregivers’ confidence in their existing methods (Myers 1992). 

Increasing social support in family and community 

The joint UNICEF/JNSP project located in Iringa, Tanzania, reduced the incidence of 
severe and moderate malnutrition in 168 villages, compared with control villages. This was 
accomplished over four years through a combination of improvements in health care, water 
and sanitation, agricultural development, and child care and development. One of the 
interventions was the establishment of community-level day-care projects to provide frequent 
and regular feeding of children. Rather than supplying them with supplementary foods, 
mothers were taught how to use existing foods to meet children's nutrient needs (Werner 
1988). Community-based program can include support groups for mothers, credit- and 



96 

income-generating projects for women, or non-formal education interventions (UNICEF 
1989). 

4.2.7.2. Role played by fathers in providing care 
Fathers are often the unseen alternative caregivers. Fathers and men in families need 

to be included in the social support network for children. The dependency burden of children 
is too great for women alone to be able to support (Levine et al. 1993); men must take an 
active role if the next generation is to be healthy. Enhancing fathers’ interactions with their 
children in low-income areas have resulted in significant changes in fathers’ investment in 
children (Grantham-McGregor et al. 1987). 

4.2.7.3. Role played by non parental-household members in providing care  

It is sometimes assumed that when a mother is not working for income, she is the 
primary caregiver. However, there is evidence that other family members in many societies 
share caregiving. A common pattern is for the mother to provide a higher percentage of care 
to the child through the first year of age and then, thereafter, to share more care of the child 
with other family members, especially the older girl child. In fact, sibling care, or multiple 
caregivers, is probably the most common arrangement worldwide (Yared 2003). At the same 
time, women’s income earning has major implications for the care and support environment 
of the child, with the effects of maternal employment being determined to some extent by the 
quality of the alternative care available. 

Since children are the major caregivers of young children in the household, they 
should be involved in the programs that enhance interaction between parents with their 
children. The Child-to-Child program (Otaala et al. 1988) teaches school children about 
nutrition and health care and empowers them to work with peers and their younger siblings. 
There is some evidence that it has resulted in changes in siblings’ behavior (Knight & 
Grantham-McGregor 1985; Bruce 1995). 

4.2.7.4. Gender analysis of nutritional care within the household 
Caregiving requires availability of appropriate resources to the caregiver. There are 

three main types of resources: human resources (people, their knowledge, skills, and time); 
economic resources (assets, land, income, and so forth); and organizational resources (for 
instance, formal and non-formal institutions, extended families, and child-care organizations). 
At the household level, men usually control more of the resources, which often constrain the 
achievement of the necessary conditions of food, care, and health (Gillespie & Haddad 2003). 

The low status of women in many cultures means that often they do not have much 
control over family resources, nor do they have much decision-making power in the 
household. They may have responsibility for child rearing without control over the resources 
to carry out that responsibility. Control of resources may be greater if the woman earns the 
income, although this is not always the case (Woldemariam & Timotiwos 2002). A few 
studies have shown that women who earn an income have more household decision-making 
power than those who do not (Engle 1993; Doan & Bisharat 1990). However, in most 
developing countries women often have low educational status and earnings. 

Studies have shown that income in the control of women is more likely to be 
allocated for the immediate benefit of children, such as the purchase of food, than is income 
earned by men. Mother’s autonomy in decision-making on household resources have been 
indicated to be associated with better nutrition status of children (Begin et al. 1997; Engle & 
Pederson 1989).  

It is important to recognize that increasing women's control of income is not 
sufficient to ensure good nutrition for mother or child. Women working long hours and 
earning low income in Guatemala had children who were poorly nourished (von Braun 1989). 
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Interventions that have increased the workload of the mother, without increasing the amount 
of income under her control, have had only limited or no effect on children's nutrition status 
(Fasil et al. 2000). 

As shown in Figure 4.8, according to the extended UNICEF model of care, in order 
for care behaviors to be exhibited, the caregiver needs sufficient education, time, and support. 
The provision of these resources can be considered care for the caregiver. 

Six major categories of resources for care include: 1) education, knowledge, and 
beliefs; 2) health and nutritional status of the caregiver; 3) mental health, lack of stress, and 
self-confidence of the caregiver; 4) autonomy, control of resources, and intra-household 
allocation; 5) workload and time constraints; and 6) social support from family members and 
community. These aspects are the human and organizational resources identified in the 
extended model of care (Gillespie & Haddad 2003; UNICEF 1989). 

Education, knowledge, and beliefs represent the capacity of the caregiver to provide 
appropriate care. The physical and mental health (self-confidence and lack of stress and 
depression) of the caregiver represents individual-level factors that facilitate the translation of 
capacity to behavior. Finally, autonomy, workload, and social support are facilitating 
conditions in the family and community. 

Figure 4.8: The extended model of care. 

 
Source: Engle et al 1999. 
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The extended care model can be adapted to include the relationship between child and 
caregiver(s), as shown in Figure 4.8. This figure expands the central part of the model relating 
care, nutrient intake, health, child growth, and child cognitive development. The arrows 
illustrate the various ways in which the affective relationship between caregiver and child, 
and the resulting care behaviors, can influence the child’s growth, cognitive and psychosocial 
development, dietary intake, and health status, and how child growth and development may 
influence care and the relationship (Engle et al 1999). 

4.3. Dimensions of Care as a Significant Determinant of the Nutritional Status of 

the Young Child in Ethiopia 

4.3.1. Knowledge of the caregiver 

Knowledge of the caregiver about the importance of care for the growth and 
development of the child is an important resource for the level of care to be provided. 
Education, knowledge, and beliefs represent the capacity of the caregiver to provide 
appropriate care (Gillespie & Haddad 2003). A study in northern Ethiopia showed that 
children whose mothers attended school are less likely to be malnourished than the children of 
uneducated mothers (Save the Children Fund (UK) 2002). Another study in Jimma showed 
that health care service utilization showed an increasing trend with educational status of 
caregivers (Fasil et al. 2000). Educated mothers are more likely to understand the benefits of 
vaccinating their children, and are more likely to make the effort to get their children 
vaccinated. They are also in a better position to know the causes of diarrhea, the advantages 
of good hygiene and are more likely to prioritize soap use than are uneducated mothers (Engle 
1992b). It was also indicated that stunted children in Ethiopia have less educated caregivers 
(Woldemariam & Timotiwos 2002).  

The importance of promoting female education (enrolment rate) and making 
appropriate information on child caring practices part of the syllabus improves the way future 
generations of children are cared for. Increasing the knowledge of mothers and other 
caregivers on child caring practices, especially breastfeeding, complementary feeding 
practices, and the prevention and treatment of diarrhea, should be given priority 
(Christiaensen & Alderman 2004). 

4.3.1.1. Health seeking behavior 
Considering that the potential health service coverage (PHSC) of Ethiopia is very low 

(64 percent), the importance of healthcare seeking behavior cannot be overemphasized. A 
caregiver’s participation in the promotive, preventive, and therapeutic healthcare is highly 
essential. Participation of caregivers in preventive health care (immunization, family 
planning, growth monitoring, antenatal and postnatal care, deworming) and therapeutic 
supplemental feeding programs are critical aspects of care that have implications on child 
malnutrition and survival. 

Utilization of all preventive health care services is very low in Ethiopia indicating 
low health seeking behavior (MOH 2003/2004). Although generally, utilization of health care 
services for therapeutic care seems better, studies show that it is still low. A study on health 
care seeking behaviors of caregivers in Jimma showed that only 45 percent of caregivers 
sought therapeutic care for their children at health institutions for illnesses like diarrhea, 
cough, and fever. More than a quarter of ill infants did not seek any healthcare, be it at home 
or at traditional or health institutions (Christiaensen & Alderman 2004). A significantly high 
risk of stunting for children was observed among children whose mothers had no prenatal 
visits (Save the Children Fund (UK) 2002). Mothers who had better health seeking behavior 
are likely to take appropriate actions to improve the health status of their children, which is 
also an important component of child nutrition.  
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4.3.1.2. Recognizing symptoms of illness and the appropriate response 
Caregiver’s perception of the symptoms of illness is fundamental for healthcare 

seeking behavior and utilization of the health care services. Especially in areas like Ethiopia 
where there is high burden of both infectious communicable diseases and nutritional problems 
and poor hygienic conditions, knowledge of symptoms of illness by caretakers are critically 
important (Fasil et al. 2000). Findings of a study in Ethiopia on mothers’ knowledge of health 
demonstrated that maternal nutritional knowledge, as proxied by the community’s ability to 
diagnose faltering in the growth of young children, also plays an important role in 
determining child malnutrition. It was recommended that, in addition to implementation of 
actions to increase primary schooling, food security and income development, which are 
Ethiopia’s development programs, community-based programs to enhance knowledge of 
caregivers could reduce child malnutrition in Ethiopia by 31 percent (Christiaensen & 
Alderman 2004).  

4.3.2. Preventative health care 

According to the global conceptual framework, health is an essential prerequisite for 
good nutritional status and growth. Good nutritional status is both an outcome of good health 
and an input to overall development in general and health status in particular. Utilization of 
preventative health care services is one of the care giving practices. A study in Addis Ababa 
indicated that utilization of maternal health care services is inadequate as clearly depicted by 
the major maternal health care indicators (antenatal, delivery, and postnatal care services) 
(FDRE et al. 2003). The situation is worst in the rural areas, where more than 80 percent of 
the population resides. Recent reports of the Ministry of Health indicated that utilization of 
preventive healthcare is low. Coverage of antenatal care, attendance of deliveries by a skilled 
person, and postnatal care services were 40.8 percent, 9.5 percent, and 15.8 percent, 
respectively (MOH 2003/2004).  

All these health care services have a direct bearing on the nutritional care of children 
and women. A study in Ethiopia showed that the odds of stunting were 1.5 times higher 
among children whose mothers have had no prenatal care visit compared with children whose 
mothers had five or more prenatal care visits. Children whose mothers had 1-4 prenatal care 
visits were also at similar higher odds of stunting (Woldemariam & Timotiwos 2002). 

4.3.2.1. Immunization 
Immunization is one of the most importance preventive healthcare priorities that has a 

very strong link with the nutrit ional status of children. Among the vaccine preventable 
diseases, measles, tuberculosis, whooping cough are highly associated with childhood 
malnutrition. Measles is particularly associated with diarrhea diseases, which lead to 
malnutrition and back to dia rrhea in a sort of vicious cycle. The recent immunization 
coverage for Ethiopia is 60.78 percent and 52.61 percent, for DPT3 and measles, respectively 
(MOH 2003/2004).  

4.3.2.2. Vitamin A supplementation 

Vitamin A supplementation and child survival and growth are highly linked. 
Evidence indicates that vitamin A supplementation reduces child mortality by 23 to 35 
percent (WHO et al. 1999). In Ethiopia, vitamin A supplementation is typically given through 
the Expanded Programme on Immunization plus program or, at times, through national 
campaigns. PROFILES15 indicates that 298,000 child deaths in Ethiopia over 6-year period 
(2000-2005) can be attributed to vitamin A deficiency (Ethiopian PROFILES Team & 
AED/Linkages 2005). The national guideline for micronutrient intervention (MOH 2004b) 
                                                 
 
15 PROFILES is a computer model that quantifies functional consequences of malnutrition using scientific data. 
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was developed in 2004 and yet institutional arrangements for its implementation are not fully 
in place. There are insufficient resources, no supplies, and no responsible persons to carry out 
these nutrition care activities.  

4.3.2.3. Growth monitoring and promotion (GMP) 

Growth monitoring refers to the regular assessment of growth performance in 
children in order to apply appropriate interventions based on the analysis of the cause and on 
available resources. The triple -A cycle of assessment-analysis-action can be used to do this 
(Figure 4.9).  

Assessment involves weighing children on a regular basis and determining where 
they are categorized as compared to a reference standard for their age and sex. In doing so, 

Figure 4.9: The Triple-A cycle. 
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the direction of the growth curve is determined. 

Analyze  involves analysis of the cause of growth faltering or good growth 
performance of a particular child through two-way discussion with the caregiver.  

Action involves counseling the mother or caregiver and finding out feasible solutions 
together. The actions may involve behavior change communications using different strategies. 
Ideally, these actions are taken by the caregiver and the household. At the community level, 
woman’s support groups could be organized through home visiting programs (Pollitt et al. 
1993; Slaughter 1984; Seitz & Apfel 1994) by the health worker or by the health extension 
worker (facilitators). Positive deviance mothers could be used as mobilizers in improving 
child care practices for better growth performance. After some time the child is weighed again 
and reassessment is made followed by a new analysis and a new action as necessary 
(Gillespie & Haddad 2003). 

For behavior change communication to be effective at least two contacts are required 
between the caregiver and the care provider. Figure 4.10 illustrates the stages of behavior 
change (AED/Linkages 2004). On the different contacts, specific interventions need to be 
done based on the needs of the caregivers and focusing on small doable actions. The sorts of 
appropriate interventions needed at each step are shown in Error! Reference source not 
found.. 

The most important issue in growth monitoring is not the position of the child on the 
growth curve, but the direction their growth is following. In the Ethiopian healthcare system, 
growth monitoring and promotion activities are not done based on the triple -A process and 
behavior change communications are not adequate. Growth monitoring and promotion should 
identify children who are severely malnourished and in need of medical care.  

There are very few places in Ethiopia where severely malnourished children can be 
rehabilitated (CSA 1992). Currently, growth monitoring is being given such little attention 
that it is no longer listed as one of the preventive activities reported on the national health 
indicator (MOH 2003/2004). This is because there is no person or party accountable for 
nutrition promotion in the healthcare delivery system at the woreda or zonal level. Resources 
are not adequately allocated for the activity.  There is insufficient monitoring and evaluation. 
This substantial gap clearly indicates the low level of attention given to the application of the 
triple-A cycle in child growth monitoring and to caring practices in general.  

Results of the 2000 Ethiopia DHS indicate that there is a rapid deterioration in the 
growth performance of infants and young children during the early ages of their life—
indicating an absence of good caring practices. The first 24 months are vulnerable periods in 
the life of children, often resulting in the deterioration of the nutritional status of infants and 
young children (Figure 4.11). During the first 24 months, breastfeeding contributes 
significantly to the nutrient requirements of infants and young children. Therefore, this high 
rate of malnutrition can be addressed through proper caring practices, which include optimal 
breastfeeding and optimal complementary feeding (Guyon & Quinn 2004).  
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Contrary to the common misconception, child malnutrition is most commonly a 
reflection of poor caring practices, not a shortage in food supply. Trends of childhood 
malnutrition indicate that even though the rate of malnutrition seems to have decreased 
minimally in 2000 from what it was in 1992, it is still the highest rate in sub-Sahara Africa. 
(Ethiopian PROFILES Team & AED/Linkages 2005) Regardless of small variations from 
year to year, the high prevalence of stunting in under five children is an indicator not only of 
chronic food insecurity but also of the prevalence of poor caring practices (Figure 4.12). 

The fact that caring practices are poor in the country is reflected by Figure 4.13. 
Stunting is higher in the regions that are more fertile and productive as compared to the 
drought prone and less-productive regions. For example, the highest rate of stunting was seen 
in the Amhara region (57 percent) followed by SNNP (55 percent), Tigray (55 percent), and 
Oromia (47 percent). Stunting is an indicator of chronic malnutrition rather than acute food 
shortages, a factor of which is poor caring practices in the community. This indicates that 

Figure 4.11: Stunting, wasting, and underweight prevalence in preschoolers in Ethiopia, 
by age. 

 
Source: CSA, USAID, & ORC Macro 2001 

Figure 4.12: Trends in malnutrition in under-fives in Ethiopia, 1982-2000 
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being in a state of food security does not necessarily result in nutrition security. 

4.3.2.4. Nutritional care practices  
The World Health Organization (WHO) recommends that infants are exclusively 

breastfed for the first 6 months of life. “Exclusively breastfed” means giving the infant 
nothing but breast milk (no water, no other liquids, no solid foods) from zero to six months. 

Figure 4.13: Prevalence of stunting and wasting among under-fives, by region. 
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Figure 4.14: Feeding Practices in Ethiopian Infants < 6 mo 
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Reports for Ethiopia show that breastfeeding is nearly universal, with 96.3 percent of the 
children born in the five years preceding the DHS having been breastfed at some time (CSA 
& ORC Macro 2001). 

However, 70 percent of under five children in Ethiopia are sub-optimally breastfed. 
Only 54.6 percent of children under 5 months of age and 44 percent of those under 7 months 
were found to be exclusively breastfed. A large proportion of infants (21.6 percent) are being 
exclusively or fully breastfed far beyond the recommended age of six months. Breast milk or 
other liquids alone are not sufficient to meet the energy and nutrient requirements of infants 
of this age and older. Only 58 percent newborns were given colostrum after birth and 54 
percent exclusively breastfed over the period 0-6 months (Figure 4.14). 

Regarding the feeding practices of Ethiopian infants 6-9 months, only 43 percent 
were optimally fed (CSA & ORC Macro 2001). The rest were either weaned totally, exclusive 
breastfeeding was unduly prolonged, or breast milk and other liquids were given (Figure 
4.15). These sub-optimal feeding practices could be addressed by proper behavior change 
communication (nutrition education) to caregivers about the importance of optimal infant and 
young child feeding practices.  

According to the findings of the DHS 2000 (CSA & ORC Macro 2001), the overall 
prevalence of stunting among Ethiopian children is 51.5 percent and more than one in four 
children (26 percent) are severely stunted. Forty-seven percent of Ethiopian children were 
found to be underweight (low weight-for-age) and 16 percent were severely underweight. 
About 11 percent of the children under five were wasted (thin for their height), and 1 percent 
are severely wasted. The levels of stunting, underweight, and wasting are higher for rural 
children than urban children. According to PROFILES, over a six-year period, 412,000 deaths 
of Ethiopian infants were due to sub-optimal breastfeeding practices (Ethiopian PROFILES 
Team & AED/Linkages 2005).  

4.3.2.5. Exposing children to sunlight 
Exposing children to ultraviolet light is one of the caring practices that prevent the 

occurrence of rickets in children. The significance of the vitamin D deficiency that results 

Figure 4.15: Feeding practices of children 6-9 months in Ethiopia. 
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from poor exposure of children to light is mainly due to the effect it has on child health, 
development, and survival in general. There is ample evidence demonstrating increased rates 
of infections in rachitic children (Baser & Cakmakci 1994; Getaneh et al. 1998). In a case-
control study done in Addis Ababa it was found that the odds of dying in rachitic patients was 
five times higher than that of controls (Lulseged 1990). 

Paradoxically, rickets is widely prevalent in many tropical and subtropical regions 
including Ethiopia, despite abundant sunshine (Salimpour 1975; Aust-Kettis et al. 1965; 
Reddy & Lamb 1991). A review of pediatric admissions in Jimma hospital indicated that 
about 7 percent of children under 5 years of age were diagnosed to have rickets (Mojab 2002). 
A more recent community based study in Jimma town showed rickets prevalence of 4 percent 
in randomly selected children between 6-59 months of age (Getaneh et al. 1998). 

Keeping children indoors due to fear that they will catch cold, fear of evil eyes, and 
the tradition of wrapping children in swaddling clothes contribute to lack of adequate sunlight 
exposure. The incidence of rickets is particularly high in slum children who live in crowded 
houses almost devoid of sunlight (Reddy & Lamb 1991). Exposing children to ultraviolet 
light does not cost anything. The presence of rickets among Ethiopian children where there 
are 12 months of sunshine is a reflection of the low level of caring practices for children at the 
household leve l. 

4.3.3. General education attainment and specific nutrition knowledge of 
caregiver 

4.3.3.1. Educational attainment of the caregiver 

Education is one of the most important resources that enable women to 
provide appropriate care for their children (Armar-Klemesu et al. 2000). Women who 
receive even a minimal education are generally more aware than those who have no 
education of how to utilize available resources for the improvement of their own 
nutritional status and that of their families. Educating women may enable them to 
make independent decisions within the household and to have greater access to 
household resources that are important to nutritional status. In Ethiopia, children 
whose mothers have some primary education were 1.9 times more likely to be stunted 
compared to children whose mothers had a secondary or higher education 

Figure 4.16: Contributions of underlying determinants to reductions in child 
underweight, 1970-95, 16 developing countries. 
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(Woldemariam & Timotiwos 2002). Other studies in Ethiopia have also indicated the 
importance of woman’s education in improving nutritional status (Save the Children 
Fund (UK) 2002, Christiaensen & Alderman 2004). Maternal education may operate 
in improving child nutrition through changing caring practices, health seeking 
behavior and recognition of the symptoms of malnutrition (WHO et al. 1999) or 
through improving caregiver’s status and enabling decision on family’s resources. 
Smith and Haddad (2000) show from evidence elsewhere that improved woman’s 
education has made the largest (43 percent) contribution to reducing childhood 
malnutrition in recent decades (Figure 4.16). 

Beyond its important role in raising household income, there are at least four 
pathways establishing a direct link between the education of the caregiver and their 
children that may account for the additional role of schooling in improving child 
nutrition: 

• Schooling transmits information about health and nutrition directly, 

• It teaches numeracy and literacy, thereby assisting caregivers in acquiring 
information; 

• It makes caregivers receptive to modern medical treatment and practices; and 

•  It imparts self-confidence, which enhances women’s role in intra-household 
decision-making and in their interactions with health care providers.  

4.3.3.2. Correlation between educational attainment and household consumption 
levels 
When woman’s educational status increases, opportunity for employment may also 

increase. Education itself is one of the most important resources to enhance caregiver’s 
capacity (Armar-Klemesu et al. 2000). Women’s employment increases household income, 
with consequent benefit to household nutrition in general and the woman’s nutritional status 
in particular. Employment may increase women’s status and power, and may encourage a 
woman’s preference to spend her earnings on health and nutrition. Women’s employment 
could provide an additional income source that can improve food security of the household 
and raise the status of women by allowing them to have more control over household 
resources (Ruel & Arimond 2003; Save the Children Fund (UK) 2002).  

However, employed women without control over their income and decision-making 
authority within the household are deprived of economic and social power and the ability to 
take actions that will benefit their own well-being (14). On the other hand, education 
increases the awareness of caregivers about the benefits of caring and brings about better 
caring practices (WHO et al. 1999). 

4.3.3.3. Nutrition - specific education 
Caregiver’s awareness about the importance of nutritional interventions enhances 

their caring practices. Lessons learned from behavior change communication (BCC) on child 
caring (optimal breastfeeding and complementary feeding practices) in Ghana, Bolivia and 
Madagascar showed improved caring practices after the interventions (Guyon & Quinn 2004). 
Evidence from other countries indicates that knowledge and practices are key factors for 
caring, and  maternal education is strongly and positively associated with better child feeding, 
health seeking and hygiene  practices. Thus, it appears that the positive effect of maternal 
education on child outcomes is attained largely  by improved care practices (Winkvist 1995). 
A study on Ethiopia confirmed this, showing that maternal knowledge of nutrition and caring 
practices is a critical factor that has to be considered in promoting child nutrition 
(Christiaensen & Alderman 2004).  
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4.3.3.4. Response to food security and/or health shocks within household 
Response to the needs of vulnerable groups in the household for care especially 

during times of food insecurity will play a tremendous role in ensuring nutrition security even 
during this crisis times. Targeting of women, children, and other vulnerable groups in terms 
of resources and attention should therefore be at the heart of intervention efforts. We should 
pay a great deal more attention to those individuals who are apparently healthy while 
consuming diets that seem to be insufficient (Engle 1992a). There are many who do manage 
to rear healthy and active children, and yet who belong to the same community as those who 
cannot. How do they manage? Are they following some of the basic rules? What is their 
secret? Can it be shared with others? The experiences of these successful positive deviant 
caregivers can be shared with the other members of the community through support group 
discussions and through the community mobilization and behavior change communication 
strategies. Positive deviants are defined as children who grow normally in low-income 
families where a large proportion of children suffer from growth retardation (Zeitlin et al. 
1990).  

4.3.4. Caregiver’s health status and quality of care given  

Many factors contribute to a caregiver's ability to care for a young child, and health of 
the caregiver is one of them. How do we best support the health of the caregiver so that their 
caregiving ability is optimized? To answer this question, we need first to understand the 
aspects of caregiving that may be affected by poor health and nutrition status of the caregiver 
(Yared 2004) 

Caregiving behaviors include breastfeeding; providing emotional security and 
reducing the child's stress; providing shelter; clothing, feeding, and bathing; supervision of 
the child's toilet habits; preventing and attending to illness; nurturing and showing affection, 
interaction, and stimulation; playing and socializing; protecting from exposure to pathogens; 
and providing a relatively safe environment for exploration (AED/ Linkages  2004; McGuire 
& Popkin 1998). Another set of behaviors includes using resources outside the family, such as 
curative and preventive health clinics, prenatal care, traditional healers, or members of an 
extended family (Gillespie & Haddad 2003). 

Thus, some of the caring activities require physical effort, whereas others require 
attention, imagination, and inspiration. Therefore, ill health leading to reduced work capacity, 
fatigue, apathy, or depression will likely limit caregiving ability, and reduced status in the 
family with resulting decreased access to resources and support. 

In Ethiopia, the health status of women as primary caregivers is very low as indicated 
by maternal mortality of 871 per 100,000 (MOH 2003/2004). According to the data from 
health facilities across the country, 13.8 percent of deaths in women in the childbearing ages 
are due to pregnancy related problems (Duffield & Kassay 2003). This mortality rate is the tip 
of the iceberg as they are preceded by many episodes of morbidity and disability. 
Interventions to raise the health status of women are very central to the improvement of 
caring practices.  

The nutritional status of mothers as primary caregivers is a key component of their 
effectiveness in caring and nurturing, both biologically (in utero) and psychosocially after 
delivery. In Ethiopia where there is overall food insecurity and a high level of fertility (TFR 
of 5.9 children per women), women most commonly suffer from malnutrition. Inadequate 
nutrient intake compounded with repeated pregnancy cycles will lead to the so-called 
maternal depletion syndrome (McGuire & Popkin 1998). Utilization of family planning 
methods can make a significant contribution to prevention of maternal and child malnutrition 
due to the adverse effects of closely spaced pregnancies and teenager pregnancies.  

In addition, cultural practices related to maternal nutrition during pregnancy in many 
parts of the country cause women to spiral to a lower nutritional status. Formative research in 
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different parts of the country showed that women avoid eating nutritious foods (animal foods 
and green vegetables) for fear that the baby will be large and labor will be difficult later (Save 
the Children Fund (UK) 2003). Other cultural practices exposing women to malnutrition 
include early marriage and teen-age pregnancy. Pregnancy in a growing girl is nutritionally 
demanding and will put the young mother in a nutritionally insecure position. In all 
circumstances, care of the child in the intrauterine period and after delivery will be affected 
due to decreased nutrient transfer both via feto-maternal unit and via breast milk (Ethiopian 
PROFILES Team & AED/Linkages 2005). About 30.1 percent of Ethiopian women suffer 
from chronic energy deficiency with inter-regional variations reaching a maximum of 48.3 
percent in Somali region. 

4.3.5. Household hygiene practices 

Household hygienic practices depend on the availability of water, on excreta disposal 
systems, and on the knowledge of the caregiver and other household members about the 
importance of hygiene. Access of the population to sanitation resources like water and waste 
disposal facilities is very low in Ethiopia. This is even worse when it comes to the rural 
population due to the low level of awareness of the community (FDRE et al. 2003).  

4.3.5.1. Water and sanitation resources of the household  

Adequate and safe water supply is a key factor for caring practices. Access to water 
and safe excreta disposal are prerequisites for control of diarrhea and other diseases 
influencing the nutrition status of children. The health condition that is achieved ultimately 
depends on resources in the same way that food and care conditions do (4). Availability of 
water enables maintenance of the hygienic condition of the environment, including food, 
drinks, utensils, clothing, and the personal hygiene of the child and caregiver, particularly 
proper hand washing practices. Hand washing prevents most of the communicable diseases 
that result in diarrhea and then lead to malnutrition. Additionally, nearby availability of water 
will allow the caregiver to spend more time giving care and saves her energy reserves, which 
is care for the caregiver (Yared 2003; Levinson et al. 2002). A study in Ethiopia indicated that 
hygienic care of children was poor. When asked why they did not wash their children more 
often, most women replied that (i) they are too busy, (ii) this practice is not in their culture, 
(iii) there is no point in washing children’s bodies and then putting on dirty clothes again, and 
(iv) they cannot afford soap (van Esterik 1995). The findings indicate that there is a need for 
stronger behavior change communication emphasizing the link between hygiene, sanitation, 
infection, and malnutrition. When we look at the national situation, only 37.3 percent of the 
population has access to a safe water supply. Safe human waste disposal is also a key element 
in the prevention of occurrence of diarrhea that has strong bearing on the occurrence of 
malnutrition. Only 28.9 percent of the population had access to excreta disposal facilities in 
1996 (MOH 2003/2004). 

4.3.5.2. Hand-washing practices. 
Hand washing of the caregiver is a critically important to break the link between food 

or drink intake and development of infection. Caregivers need to wash their hands with clean 
water and soap before preparing the food, before feeding the baby and after going to a toilet 
or disposing of the child feces. A study in Ethiopia showed that educated mothers are more 
likely to know the causes of diarrhea, are better informed about the advantages of good 
hygiene, and are more likely to prioritize soap use than are uneducated mothers. The use of 
soap was associated independently with both household wealth and maternal educational 
status (van Esterik 1995). The need for behavior change communications, to increase the 
knowledge of mothers about hand washing as an important intervention to break the chain 
disease transmission.  
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4.3.6. Time and energy expenditure demands on caregivers  

As caregivers, women usually perform excessive amounts of unpaid labor within the 
household (Johnson-Welch 2001). They have both productive and reproductive functions to 
play. The productive functions include participation in labor activities and doing household 
work. The reproductive functions include caring for children and the rest of the household 
members and nourishing children (pregnancy and lactation). Accomplishing these duties is a 
heavy burden for women and makes them vulnerable to excessive energy expenditure and 
malnutrition. A study in Ethiopia showed that the number of days post-partum after which 
women leave their homes to undertake certain activities is shorter for poor families (van 
Esterik 1995). These findings indicate that, in poor families, “care” for both the mother and 
for the child are compromised. When the mother and the baby are separated, breastfeeding, 
which addresses all of the three underlying causes of malnutrition, will be hampered. The 
mother also goes back to high-energy expenditure work without adequate recuperation in the 
post-partum period. Malnutrition in women during the vulnerable periods (pregnancy and 
lactation) has a far-reaching consequence for generations (Ethiopian PROFILES Team & 
AED/Linkages 2005). Therefore, adequate nutritional care is essential during these periods.  

While women are toiling to fulfill their productive functions, care for children and 
other vulnerable household members will suffer (Blakley & Jaffe 1999). Interventions 
intending to promote better caring practices should consider this fact in addressing the 
nutritional needs of women and children. The pressure on women in developing countries to 
enter the industrial work force is triggered by the need to offset insufficient earnings or 
unemployment of other household members. This increase in women's labor force 
participation decreases the amount of time mothers can allot to child care. Yet conditions 
often make it increasingly difficult for women to arrange adequate child care (Yared 2004). 

4.3.6.1. Time demands of rural caregivers  

Rural caregivers carry heavy burdens, which plays against their capacity to care for 
the vulnerable. In Ethiopia, rural women have multiple roles and spend a lot of time in 
acquiring firewood (or other energy sources) and water, in cultivating fields or animal 
husbandry, and in caring for household members other than the young children. Family child 
care is a prime example of home-based work conducted by women in rural areas. Family 
child care provides the opportunity for mothers to stay at home with their children, contribute 
income to the family, and utilize skills that extend child-rearing knowledge and competencies 
in work that requires little entry-level education and training (Engle & Ricciuti 1995).  

However, the responsibility of caring is charged to wives, mothers, daughters, and 
sisters based on the assumption that women are available for caregiving, regardless of their 
age, health, or existing responsibilities. As a result, caregivers have increased workloads, 
often with little recognition, little training, no financial compensation, no protection in case of 
injury, and no workers' benefits (Paris et al. 2001). 

Home-based child care brings stressful working conditions--long hours, low pay, and 
variable public respect. Family child-care providers in rural areas are particularly prone to 
distress, emotional stress, and concomitant physical health problems. During harvest months, 
these women face particular difficulty in meeting even minimal child care needs, both for 
their children and themselves (CSA 1992). Rural women often face greater difficulties than 
urban women do because there are seldom any child-care facilities available and the 
agricultural work is physically demanding. Policies addressing the integration of work and 
child care should also be directed to the work contexts of rural agricultural workers (Yared 
2004)  
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4.3.6.2. Time demands of urban caregivers  
Although urban women will take advantage of opportunities for informal, temporary 

work, lack of preparation for work opportunities and the inability to plan causes disruption in 
child-care patterns for those women in the informal economy. Opportunities for wage labor 
take priority over the needs of infants and young children. Mothers cannot plan for these 
occasions; they never know when work will be available. If they are able to obtain work for a 
few days, the pay is too low and the occasion too brief to employ household help. In this 
situation, infants are left in the care of neighbors or relatives. 

For the majority of the urban poor, regular salaried employment is rare. Only monthly 
salaried workers receive either maternity leave or maternity entitlements of any kind. More 
often, women workers are fired when their pregnancy becomes obvious. Another factor 
affecting women's capacity to care for their infants and young children is scheduling. 
Unpredictable shift changes, night work, and lack of control over work schedules make child 
care difficult. In addition, the patterns of feeding for infants and young children may change 
significantly from the beginning to the middle or end of the month or pay period, depending 
on available income (AED/Linkages 2004). 

4.3.6.3. Models of good care 

In agrarian societies with high fertility and high mortality, parents are usually guided 
by cultural modes, the goal of which is to maximize the number of surviving offspring, but 
not to optimize the growth and development of each one. It can be pointed out that societies in 
which the concept of child spacing has not been adopted simply may not have the time, 
knowledge, or motivation to deal with growth and development. These models for parental 
behavior are themselves adaptations, culturally evolved over the centuries to conditions of 
labor-intensive family agricultural production and natural fertility. The first condition creates 
a demand for child labor in the home: the more children, the more land can be cultivated and 
the more work distributed (Engle 1992b). However, caregivers usually learn good caregiving 
practices from what they observe in their surroundings. Neighboring mothers with positive 
deviance success stories will serve as a role model for good caring practices. The other 
models of child caring in the Ethiopian context are grandmothers and elderly women. 
Particularly young women learn many caring practices, like breastfeeding, complementary 
feeding, and child washing and caring during illness, from their own mothers. This implies 
that involving grandmothers and other elderly women who have successfully reared their own 
children in community support groups will have beneficial effect in improving caring 
practices at the household level throughout the community. 

4.4. Care-focused Initiatives in Ethiopia by Government Sectors and NGOs  

4.4.1. Assessment of care focused initiatives in Ethiopia 

In Ethiopia there are different care focused in itiatives that are being implemented or 
planned to be implemented both by governmental and non-governmental organizations. In 
Table 4.3 below the activities of different care focused initiatives in Ethiopia are reviewed. 
The purpose of this analysis is to examine the aspects of care for the vulnerable people they 
are addressing and the activities they do in order to build upon their experiences during the 
development of the National Nutrition Strategy (NNS).  

During consultative meetings with funding agencies, NGOs, regional food security 
bureaus, and ministries for the preparation of national nutrition strategy, it was observed that 
care, which is the link between food availability and nutritional status, is the weakest point of 
all interventions.  
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Table 4.3: Care focused initiatives in Ethiopia 

Care focused initiatives in 
Ethiopia 

Components of caring practice 
addressed 

Components not very well 
addressed (Gaps) 

• Essential nutrition actions  
approach 

• Three micronutrients (Vitamin A, Iodine, 
Iron), Sick child feeding, EBF, CF, 
Maternal nutrition, BCC, PMTCT, 
community support groups. 

• Institutional arrangements 
(supplies). 

• Capacity only for promotive 
efforts. 

• Integrated management of 
childhood illness (IMCI), both 
community and clinical 

• Breastfeeding, Complementary feeding, 
maternal nutrition, micronutrients, 
Health seeking behavior, hygiene, BCC, 
HIV/AIDS. 

• Institutional arrangements 
(supplies). 

• Gaps in the referral system  
• Maternal nutrition 

• Enhanced outreach service 
(EOS) 

• Micro-nutrient deficiency (Vitamin A and 
iron). 

• Screening for malnutrition. 
• Preventive health care (measles 

vaccine). 

• IEC on hand washing and HIV/AIDS. 
• IEC and health promotion. 

• Maternal nutrition. 

• Breastfeeding, complementary 
feeding. 

• Food hygiene (complementary 
food). 

• Other micronutrients (iodine). 
• Sick child feeding. 

• Essential health service Ethiopia 
(ESHE) 

• Breastfeeding. 

• Complementary feeding. 
• Hygiene (hand washing & water 

sanitation). 

• Maternal nutrition. 

• Micronutrients. 
• Sick child feeding. 

• Community therapeutic care  

• Nutritional care (energy, vitamin A, folic 
acid, deworming). 

• Health care. 

• BCC on child feeding & caring 
practices is poor. 

• Breastfeeding, hygiene, 
complementary feeding. 

• Iodine for the family. 

• Preventive health care programs 
(Antenatal care, delivery care, 
postnatal care, family planning 
and immunization, growth 
monitoring and promotion) 

• Breastfeeding. 
• Immunization. 

• IEC. 

• Family planning. 
• Ante-natal care, delivery care. 

• Growth monitoring. 

• Micronutrients. 
• No BCC. 

• Growth monitoring weak; no 
promotion activities (counseling). 

• Sick child feeding. 

• Health care settings not baby 
friendly. 

• Child Growth promotion (CGP) 

• Growth monitoring at the community 
level (weight & height measurements) 
connected to food security program. 

• Counseling of mothers on child nutrition. 

• Coordination and integration with 
the other governmental and 
NGOs care activities. 

• Intervention only counseling. 

• Agricultural home economic 
agents  

• Educate household about food 
preparation,  

• Backyard gardening. 

• Child and maternal feeding practices. 

• These agents exist only in Tigray 
region. 

• BCC on caring practices (BF and 
CF) is poor. 

• Integration with other sectors 
needs to be meticulously worked 
out. 
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Care focused initiatives in 
Ethiopia 

Components of caring practice 
addressed 

Components not very well 
addressed (Gaps) 

• MOLSA (Tigray) 

• Child rights committee, child rights 
clubs , psychosocial committee, birth 
registration. 

• Street children and HIV/AIDS orphans: 
Reunification, skills training, 
sponsorship programs, behavior change 
communication, & counseling on 
HIV/AIDS, informal education, foster 
parent program. 

• Senior citizens and disabled - 
rehabilitation, skills training, organizing 
them in associations. 

• House to house care of PLWHA. 

• Integration with the other sectors 
is poor. 

• No mechanisms for delivering 
household level assistance to the 
vulnerable in the urban areas, 
since there are no health 
extension workers and health 
promoters. 

 
However, this is not to undermine the integrated efforts to address the vulnerable 

segments of the population through both emergency interventions and food security 
interventions. That is to say, there is a targeting element, in most cases at woreda and kebele 
levels and occasionally at the household level, in the selection of beneficiaries for asset 
building and resource distribution. In the safety net program there is a free transfer of cash or 
food to the vulnerable people like pregnant women, disabled persons and lactating mothers 
rather than conditioning it with a public work requirement. 

However, one key question remains to be answered; who is receiving the cash 
transfer for the household (men or women)? Do women have access to the cash? Is the 
assistance going to the beneficiaries? There is no well-organized monitoring & evaluation 
system in normal circumstances to answer these questions. There are no “care” indicators to 
be tracked by all these agencies. It is conspicuous that household income positively affects the 
nutritional status of women, children, and other household members when women have 
autonomy to decide on the resources (Woldemariam & Timotiwos 2002; Micronutrient 
Initiative 2004).  

All these care initiatives address one or more aspects of care of the vulnerable groups, 
whether fully or partially. The gap observed while analyzing the activities of these initiatives 
is that there is rarely any integration, frequently activities overlap, and there are missing parts 
in the caring interventions. If systematically integrated, some of them could complement one 
another.  

The National Nutrition Strategy has to draw from the experiences and success stories 
of these different initiatives and apply them in an integrated way at the household level that 
takes into account the existing realities of the country and envisions emerging issues in the 
future. For example, community IMCI, being implemented at the household level using 
community mobilizers (health promoters, health animators, community volunteers), can be 
integrated with child growth promotion (CGP) by strengthening the key messages through the 
incorporation of essential nutrition actions (ENA) content. Community level child growth 
promotion can also be integrated with community therapeutic care or with the regular health 
care services. Children screened by this program can be referred to the health care facilities 
for community therapeutic care (CTC) or for outreach therapeutic care (OTC). This requires 
strengthening of the referral chain and feedback systems between health care facilities and 
household level caring services.  

The activities of the agricultural home economic agents can also be integrated to 
improve household caring practices. From experiences in the Tigray region, it is possible to 
establish kebele level development teams to improve caring practices at the household level. 
This is a scenario where the health extension workers (community health workers), 
agricultural home economic agents, and teachers in the elementary school are working 
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together. This demands an integrated approach, careful planning, implementation and 
monitoring and evaluation of the household level caring practices. An institutional framework 
has to be there and an organizing body needs to be mandated from national level down to both 
woreda and community levels.  

4.4.2. Content of curricula to include consideration of proper care practices 

Curricula on nutrition from elementary to tertiary level do not strongly focus on 
caring practices. Integration of the Essential Nutrition Actions (ENA) into the pre-service 
curriculum of the health training is underway among the seven-health science higher learning 
institutions in Ethiopia. The seven components of the ENA (Guyon & Quinn 2004) are 
exclusive breastfeeding for the first six months, optimal complementary feeding at 6 months 
with the continuation of breastfeeding up to 2 years and beyond, sick child feeding, maternal 
nutrition, and control of the three micronutrient deficiencies (vitamin A, iron, iodine) are in 
the process of being integrated into the pre-service curriculum (MOH 2003). There are also a 
series of in-service- trainings on ENA, behavior change communication methods, lactational 
amenorrhea methods, the baby friendly hospital initiative (BFHI), and the code of marketing 
breast milk substitutes. 

Nutrition and hygiene are among the modules in the training curriculum for health 
extension workers. However, in the curriculum more emphasis needs to be put on caring 
practices at the household level, such as maternal nutrition, breastfeeding, complementary 
feeding, and hygiene. Doing so will improve household caring practices. 

The way nutrition behavior change communication messages are given should 
consider local circumstances and contexts. Therefore, greater care needs to be put into the 
training of health extension workers. This will have a strong bearing on the sustainability of 
behavioral changes, as it will make the BCC messages doable and action oriented.  

4.4.3. Development of appropriate timesaving technologies for caregivers  

Poor women lack many resources, but one that stands out in studies of nutrition is 
their lack of time. A day, of course, has a fixed length, so that one cannot increase the 
absolute amount of time available. But one can increase productivity per unit of time and 
overall efficiency of time use. Technology, theoretically, can buy time for women. 
Mechanical mills can replace time- and energy-intensive hand pounding; wells can reduce the 
time and energy involved in water carrying; improved cooking-stoves can reduce fuel 
requirements and thus fuel procurement time.  

The heavy workload on women prevents them from dedicating time to their children. 
This can affect the food intake of the children as well as the health seeking practices. The 
main time consuming activity for women is cooking, but food processing, especially milling 
and hulling, is the most arduous work. In order to save women's time, promoting appropriate 
technologies like a collective mill, developing water points, and using alternate sources of 
energy (biogas) will allow women to have time for caring (MOH 2003). The experience in 
Ethiopia is that, in the new resettlement programs, time saving interventions for better caring, 
such as the development of water points, building of grain mills and health care units, are 
done before people move in. Interventions with improved enset processing technologies use 
of biogas fuel, and improved stoves, particularly in Silte zone of SNNP, are good examples of 
providing women with time saving technologies.  

For most women, however, the great promise of technology has yet to be fulfilled. 
Improved time-management might help by, for instance, shortening the time required for 
cooking, washing clothes, or reaching the fields. However, these measures require motivation, 
energy, and planning, which may not be possible because of women's nutritional, educational, 
and cultural histories. Women can also gain time by obtaining better wage rates, but their 
bargaining power is weak. If the women earned more money, they might not have to take 
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other jobs to support their families, or they might be able to afford timesaving convenience 
items or hire child care (Levinson et al. 2002). 

4.4.4. Community mobilization for improved nutrition and health care  

Earlier experiences with the joint Government/WHO/UNICEF support program 
indicate that communities can be mobilized for action to promote nutrition and health 
(Ethiopian Nutrition Institute 1993). Behavior change communication has resulted in 
appreciation by the general community of the vulnerability of children and women to 
nutritional stresses and other environmental factors (FDRE et al. 2003). Currently, the health 
extension program (HEP) offers a good opportunity to ensure better caring practices at 
household level (MOH 2003). However, the tasks must be realistic in scope and number, 
training must be relevant to the tasks and due emphasis be given to better caring practices.  

In implementing better caring practices at the household level, there should be a 
functional link between service delivery outlets and the communities themselves. This link 
has to be through a partnership between frontline government employees (health extension 
workers, agricultural home economics agents) as facilitators, and community level workers as 
mobilizers. The ratios of mobilizers to households and facilitators to mobilizers are important 
factors. Experience from Thailand shows that a ratio of one to 20 at each link can be taken as 
a benchmark (Gillespie & Haddad 2003). A similar experience in Ethiopia is the use of health 
animators by different child survival initiatives like Essential Health Service for Ethiopia 
(ESHE) and community IMCI programs. This network has to be established at the grassroots 
level and mechanisms of mentoring and enhancement for the health animators (mobilizers) 
need to build into the strategy to improve caring practices at the household levels.  

4.4.5. Care issues within acute food security and other crises or shocks 

Emergencies and food insecurity situations have implications for care behaviors and 
practices in the feeding, health, hygiene, and psychosocial areas. Families react to slow-onset 
emergencies by managing a declining resource with inevitable negative impacts on child care. 
Food intake declines. At the extreme of destitution, families may migrate to refugee camps 
where children face health crises as large displaced populations congregate around 
contaminated water sources. Breastfeeding may cease. In war situations, children face 
extreme psychosocial stresses.  

Caring practices suffer more and more as the crisis deepens and the household is 
moving from one stage of their coping strategy to the other. The first stage involves insurance 
mechanisms or non-erosive coping strategies: changes in cropping and planting practices; 
reduction of dietary intake; switching to cheaper, less desirable, and possibly less nutritious 
foods; reduction of the number and size of meals eaten; sale of small stock; collection and 
consumption of wild food (consumed usually without sauces and relishes); and migration in 
search of employment. As stress becomes prolonged, children start to suffer a “crisis of care" 
as caregivers spend more time searching for income, water, and food (Dirks 1980, de Waal 
1989). The young child may be faced with eating unusual foods and are faced with a food 
crisis as well as a care crisis. 

During the second stage, the care crisis deepens, and food continues to be rationed 
within the family. This stage is one of disposal of productive assets or erosive coping. 
Families sell livestock, agricultural tools, and land. Food prices rise and the prices of 
commodities being sold by families fall. They continue to search and scavenge for food. 

Stage three is that of destitution or non-coping. Families become entirely dependent 
on charity, with distress migration by entire family units to relief camps. Other distress and 
destitution activities include prostitution and selling off and abandoning children. Some 
families will be close to starvation and child malnutrition rates will be exceptionally high 
(Longhurst 1995).  



115 

In an emergency, therefore, care and nutrition of the young child must take on a much 
wider definition than in normal times. In its emergency programs, the global conceptual 
framework for nutrition can be redefined so that child survival and development outcomes 
include protection against injury and death from the external threat (Young & Jaspars 1995). 
The importance of care for young children is given insufficient attention during these 
emergency interventions, as the major focus is on availing food. Care interventions should 
improve the effectiveness of health, food, and psychosocial support and protection from 
dangers and abuses during such emergencies.  

In all emergency nutrit ion interventions different NGOs concerned with emergency 
and food security bureau have been making an effort to address the specific needs of children, 
women, and other vulnerable segments of the population during crises. One of the 
mechanisms mentioned was targeting of women, children, and other vulnerable groups both 
in the emergency food distribution and in the food security (community and household asset 
building) programs. In Tigray region, targeting of household is done through community 
participation. Households selected for the package of asset building are those without oxen or 
without land and those that are female-headed. Vulnerable agro-ecological zones will also be 
taken into account. There is free transfer of cash or food to nursing mothers until their kids are 
one-year-old. Also development of water points through public work activities will save 
mothers time and improves hygienic practices.  

Again the issue of who receives the cash (man vs. woman) must be considered, as it is 
the access of women to household resources that particularly improves caring practices 
(Woldemariam & Timotiwos 2002). There are initiatives that strongly advocate the inclusion 
of maternal education on nutrition, hygiene, and sanitation under the direct transfer 
components of emergency nutrition interventions (Save the Children Fund (UK) 2002). 

4.5. The Ethiopian National Nutrition Strategy and Nutritional Care 

4.5.1. Key care related issues that should be addressed in the NNS 

Even though there are numerous issues to be considered, in light of the situational 
analysis both from literature and from experiences on the ground, the following are identified 
to be strategic issues to be considered for the national nutrition strategy for better caring 
practices:  

• Design an institutional framework for mainstreaming care from households to 
national level by all sectors of development. 

• Create a mandated body to coordinate and monitor better caring practices from 
the community to the federal level. Apply the “triple -A cycle” process in 
planning and implementing nutritional interventions. 

• Create a forum for regular discussion of different sectors. 

• Make caring practices part of performance indicators of different sectors. 

• Promote strong multi-sectoral household and community level caring practices. 

• Promote optimal breastfeeding practices including exclusive breastfeeding up to 
six months in all situations, including in crises. 

• Educate communities on maternal nutritional requirements and appropriate 
complementary feeding practices. 

• Increase public awareness of care initiatives for vulnerable groups. 

• Foster community awareness to promote and ensure its own nutritional 
development, including adequate care of the vulnerable in the community. 
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• Enhance the role of husbands and non-parental family caregivers in the provision 
of care for the vulnerable in the household. 

• Establish and strengthen partnerships between frontline health workers 
(facilitators) and community mobilizers (animators) for the promotion of better 
caring practices at the household level. 

• Conduct behavior change communication activities on better caring practices at 
household level through integration of community level development workers of the 
different sectors and the active involvement of the community. 

• Establish effective social security and institutional safety nets for the vulnerable 
segments of the population, with clear targeting indicators. 

• Strengthen caring practices & programs directed at vulnerable groups. 

• Nutrition care as part of a holistic program for PLWHA. 

• Develop national guideline for nutrition and HIV/AIDS and incorporate these 
guidelines into the Essential Nutrition Actions (ENA). 

• Update national HIV/AIDS home-based care handbook based on current 
knowledge. 

• Develop or adapt practical tools for local use in order to enhance nutrition support 
interventions. 

• Train health workers and community based care providers and counselors on 
nutrition and HIV/AIDS. 

• Advocate for the importance of good nutrition support & care for HIV infected 
individuals. 

• Expand training on infant feeding counseling for PMTCT and ENA. Integrate 
infant feeding messages into PMTCT behavior change communication strategies. 

• Support gender and orphan-focused credit and micro-enterprise development and 
agricultural extension training programs in rural areas. 

• Establish institutional mechanisms to protect, promote, and support optimal infant 
and young feeding practices in the general population. 

• Implement and enforce the International Code of Marketing of BMS. 

• Make hospitals and health centers baby friendly. 

• Improve duration of maternity leaves to enable exclusive breastfeeding for six 
months. 

• Arrange work schedules so that they do not counter the breastfeeding practice of 
a working mother, e.g., avoid assigning nursing mothers for night duties. 

• Make workplaces breastfeeding friendly for nursing mothers, e.g., breastfeeding 
corner. 

• Establish community support groups for caring practices such as breastfeeding 
and complementary feeding. 

• Mainstream better caring practices in each organization. 

• Conduct in-service trainings on essential nutrition actions for health professional 
and disseminate the National Strategy for Infant and Young Child Feeding. 

• Implement the incorporation of ENA in to the pre-service curriculum. 
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• Enhance women’s capacity for caring. 

• Increase women’s access to and autonomy to decide on use of household 
resources. 

• Promote the establishment of community support groups and linkages with food 
security programs. 

• Raise awareness of the importance of sharing the burden of caregiving by 
husbands and other non-parental members of the household (siblings and others) 
both at the community and household levels. 

• Increase female educational attainment through gendered awareness creation, 
affirmative action, and through informal education. 

• Raise women’s knowledge of child feeding and caring practices through home 
visit programs by integrated teams of kebele development workers. 

• Increase women’s income and employment status through raising micro credit 
schemes and entrepreneurship interventions at the community level. 

• Promote time saving technologies for women – grain mills, alternative fuel 
sources, water sources, improved stoves. 

• Establish community day care centers for both rural and urban women. 

• Promote maternal nutrition during pregnancy and lactation. 

• Promote health care utilization by the mother (antenatal care, delivery care, 
postnatal care, and family planning). 

• Include caring as one of the values presented in the Civics education syllabus at 
the primary and secondary schools. 

• Give special attention to the care of vulnerable segments of society (children, women, 
elderly people, and disabled) during emergency and crisis situations. 

• Make sure that essential caring practices – optimal breastfeeding, optimal 
complementary feeding – are not compromised due to crisis. 

• Maintain access to water and continued use of hygienic practices. 

• Protect the vulnerable from accidents, abuses, and dangers. 

• Support operations research on better caring practices. 

• Monitor and evaluate at all levels and disseminate findings. For preplanning and for 
evaluation, use the “triple -A cycle approach”. 

4.5.2. What are the advantages of having a NNS in place? 

The national nutrition strategy is necessary to focus on strategic issues to address 
chronic nutritional problems in Ethiopia. Without a well-designed strategy all efforts will be 
poorly coordinated and will compete with one another rather than resulting in sustainable 
solutions. The national nutrition strategy will: 

• Facilitate the necessary institutional arrangements for effective care. 

• Mainstream care to the various sectors as a cross-cutting issue. 

• Establish an institutional framework for advocacy for and the monitoring and 
evaluation of better caring practices. 
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• Ensure accountability and ownership of interventions to improve caring practices by 
different agencies. 

• Enable collaboration by different agencies and sectors working on different aspects of 
care as an underlying determinant of nutritional status. 

4.6. SWOT Analysis of the Institutional Arrangements and Policies for Better 

Nutritional Caring Practices in Ethiopia 

This section analyzes national policies, strategies, and programs of different sectors 
and international conventions, initiatives, resolutions, and agreements related to caring 
practices for the vulnerable segments of the population. The aim is to identify existing 
practices that can be incorporated into the National Nutrition Strategy and to determine the 
gaps that need better consideration to change the nutrition situation prevailing in the country.  

The approach used is a strength, weakness, opportunities and threats/constraints 
(SWOT/C) analysis. Strengths and weakness are internal to a particular policy, strategy, 
program, or sector, while opportunities and threats/constraints are external to its control. It is 
from this perspective that the analysis was made. By maximizing internal strengths and 
overcoming weaknesses, external opportunities can be maximally utilized and threats 
/constraints minimized. Summaries of this analysis are given in Table 4.4 and Table 4.5. 
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Table 4.4: Analysis of care consideration in the national policies and programs by different sectors and offices 

Sector/ Office Strength Weakness Opportunities Threats/Constraints 

Ministry of 
Health 

• IYCF Strategy. 

• Care based initiatives. 

• IMCI. 
• Child survival. 

• EOS. 

• The Health Extension 
Program. 

• Inadequate institutional 
arrangement. 

• Irregular supplies (e.g. Vitamin A). 
• Insufficient monitoring & 

evaluation. 

• Care is not highly implemented. 
• Hospitals and health institutions 

are not baby friendly. 

• Sector does not have care as one 
of its performance indicators. 

• Presence of different care 
initiatives in the country. 

• Experiences in other countries on 
better caring practices at the 
household level. 

• Presence of the global 
conceptual framework on the 
causes of malnutrition. 

• HSDP emphasizes promotive 
health care in which nutrition is 
important. 

• Millennium Development Goals 
give emphasis to nutrition. 

• Resource constraints. 

• Lack of nutrition strategy to guide 
roles, responsibilities, and 
necessary actions. 

• Maternity leaves inadequate due to 
rules and regulations of MOLSA for 
working mothers. 

• HIV/AIDS is transmitted via breast 
milk, which is the most essential 
caring practice. This might affect 
promotion of breastfeeding. 

• Lack of ownership. Caring is not the 
responsibility of any one sector, it is 
a crosscutting issue.  

Ministry of 
Education 

• Presence of curriculum & 
training on nutrition, home 
economics, agriculture, & 
civic education (values). 

• Affirmative action for female 
education. 

• Women’s empowerment. 

• School feeding programs. 

• Curriculum not action oriented 
and gives less emphasis to care. 

• No training of nutrition 
professionals in the country 
(dieticians and nutritionists). 

• Inadequate communication with 
MOH as to what training is 
needed. 

• Inter-sectoral collaboration with 
the MOH and other sectors is 
possible. 

• Experiences of other countries 
on integration of better caring 
practice into the pre-service 
curriculum (e.g. Ghana, Bolivia, 
and Madagascar). 

• Country’s desperate need for 
better caring practices for 
nutrition security as one of the 
underlying causes of 
malnutrition. 

• Lack of resources. 

• Lack of understanding; lack of 
ownership. 

• Lack of nutrition strategy to guide 
roles, responsibilities, and 
necessary actions. 

• Diffusion of responsibility regarding 
malnutrition. 

• Lack of awareness of the cross 
cutting nature of the problem. 

• Lack of ownership. Caring is not the 
responsibility of any one sector, it is 
a crosscutting issue. 
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Sector/ Office Strength Weakness Opportunities Threats/Constraints 

Ministry of 
Agriculture 

• Agricultural extension 
Package. 

• Presence of food security 
strategy and program. 

• Initiation of crop 
diversification. 

• Presence of development 
agents and agricultural 
home economist agents in 
the community. 

• Presence of strategy for 
increasing food availability 
(safety net). 

• Care is not addressed as a 
cause. 

• Food biased approach - food 
security focus rather than nutrition 
security. 

• Does not have care as one of its 
performance indicators. 

• Agricultural home economist 
agents do not exist in most 
regions (except Tigray). Their 
training has ceased. 

• The possibility of intersectoral 
collaboration and integration with 
health. 

• MDG focusing on nutrition. 

• Using nutrition security as both 
an input and outcome of food 
security. 

• Decentralization and rural based 
development strategy. 

• Lack of understanding. 

• Fragmented approach. 
• Lack of ownership. 

• No regular forum for discussing with 
the other sectors. 

• Lack of nutrition strategy to guide 
roles, responsibilities, and 
necessary actions. 

• Diffusion of responsibility regarding 
malnutrition. 

• Lack of awareness of the cross 
cutting nature of the problem. 

• Lack of ownership- caring is not the 
responsibility of any one sector, it is 
crosscutting issue. 

Food Security 
Strategy 

• Efforts for community & 
household asset building 
and protection of livelihood 
system. 

• Presence of the safety net 
program. 

• Building infrastructure 
(water, grain mills, clinics , 
etc.) in the resettlement 
programs. 

• Targeted cash transfer to males. 
• BCC is not part of the activity or is 

not strong. 

• Caring practices like BF, CF, 
health seeking behavior, and 
hygiene are not well addressed. 

• Presence of the global 
conceptual framework of the 
causes of malnutrition exists. 

• Government committed to ensure 
food security. 

• Health policy focuses on 
promotive and preventive care. 

• MDGs target malnutrition, for 
which care is important 
intervention. 

• Frequent drought and food 
insecurity. 

• Rapid population growth. 

• High burden of HIV/AIDS. 
• Inadequate capacity for promotive 

behaviors (growth monitoring and 
counseling) using “triple-A cycle”. 

• No National Nutrition Strategy. 
• Lack of nutrition strategy to guide 

roles, responsibilities, and 
necessary actions. 
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Sector/ Office Strength Weakness Opportunities Threats/Constraints 

HIV/AIDS 
prevention & 
control office 

(HAPCO) 

• There is a strategy on 
psychosocial (counseling) 
and health care. 

• Voluntary confidential 
counseling and testing 
services. 

• Emphasis on home-based 
care. 

• Have orphan support. 
• Program on prevention of 

mother to child transmission 
of HIV. 

• No guidelines for nutritional care 
of PLWHA. 

• No institutional arrangements for 
nutritional care (unclear 
mechanisms for integration). 

• No link between VCT centers and 
caregiving centers and 
organizations. 

• There is a possibility of external 
assistance. 

• Strong governmental 
commitment for control and 
prevention of HIV/AIDS. 

• Presence of local NGOs working 
on HIV/AIDS care. 

• HIV/AIDS is one of the priority 
areas of the MDGs. 

• Sustainable development & 
poverty reduction strategy 
(SDPRP) gives emphasis to 
HIV/AIDS. 

• Association of PLWHA. 

• High prevalence of HIV/AIDS. 

• Poor access to anti-retroviral drugs. 
• Chronic and asymptomatic nature of 

the dis ease making it difficult to 
recognize and address. 

• Social stigma and discrimination. 

• No national nutrition policy or 
strategy (NNS). 

NGOs/UN 
agencies 

• Food security activities. 

• Some targeting of women, 
children, and the disabled. 

• Public works programs 
(food or cash for work) 
addressing some parts of 
care. 

• Development assistance. 

• Child growth promotion 
(CGP) 

• More a food-first approach. 

• Nutrition security not is well 
addressed. 

• Care is not given due attention. 

• Emergency nutrition and health 
interventions not prioritized. 

• Poor referral link and coordination 
between CGP activities and 
routine health care activities  

• HSDP supportive of promotive 
and preventive care. 

• Presence of the global 
conceptual framework for 
malnutrition. 

• One of the priority areas of the 
MDGs is improved nutrition, 
which can only be achieved 
through proper carrying 
practices. 

• There is a possibility of 
integrating CGP with routine 
household level development 
activities 

• No national nutrition strategy. 

• Low local capacity for promotion of 
caring behaviors. 

• Lack of integration. 

• Lack an institutional framework for 
regular dialogue with different 
sectors. 
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Generally, the gaps observed include the fact that care was not given due attention in 
the policies and programs of the different sectors and there is low integration of efforts. There 
is a lack of communication between the different sectors, since there is no institutional 
framework or forum to do so. One of the major reasons for the disintegrated and fragmented 
approach to a single problem might be lack of clear guidelines and the absence of a national 
nutrition strategy and policy. 

Table 4.5: Implementation of international conventions, codes, initiatives, and 
resolutions that are supportive of caring practice and nutrition security, in 
Ethiopia. 

International 
initiative Strengths Weaknesses Opportunities Threats 

International 
code of 

marketing 
breast milk 
substitutes 

• Signed in 1981. 

• Some discussion 
with academia. 

• Expert level initiative 
appreciates the gap. 

• Support against 
advertising of 
breast milk 
substitutes (Public 
Health law). 

• No national 
regulations to enact 
the code. 

• No control of infant 
formula companies. 

• Poor use of media 
to create public 
awareness. 

• International 
experience. 

• There is a quality 
and standards 
authority. 

• There is an 
international code. 

• HIV/AIDS (spill over 
of PMTCT efforts to 
the community). 

• Low public 
awareness. 

• Companies 
changing strategies 
of advertisement. 

• Poverty (acceptance 
of free assistance). 

Baby 
Friendly 
Hospital 
Initiative 

(BFHI) 

• Ethiopia is a 
signatory. 

• Expert level 
discussion in the 
country appreciates 
the need. 

• No hospital in 
Ethiopia is baby 
friendly. 

• No advocacy wok 
on the importance of 
BFHI. 

• Presence of 
international 
experience. 

• Presence of national 
IYFC strategy. 

• Essential nutrition 
actions endorsed by 
MOH. 

• Promotive health 
policy. 

• Lack of national 
nutrition strategy. 

• Health personnel 
are not trained in 
BFHI. 

Conventions 
on the 

Rights of 
the Child 

(CRC) 

• Ethiopia is a 
signatory (1991). 

• Incorporated into 
domestic law. 

• Presence of political 
commitment. 

• Efforts taken to 
promote child’s 
rights: (child rights 
clubs). 

• Child birth 
registrations. 

• Psychosocial 
committees. 

• Harmful traditional 
practices - early 
marriage, teenage 
pregnancy. 

• Persistence of 
discriminatory social 
attitudes to 
vulnerable groups of 
children. 

• Low girls enrollment  

• Child labor. 
• Child mal-nutrition 

high. 

• Sustainable 
development and 
poverty reduction 
program. 

• Millennium 
Development Goals. 

• HSDP prioritizes 
health promotive 
and preventive 
health behaviors. 

• Poverty. 

• HIV/AIDS. 
• Cultural and 

traditional factors 
interfere with the 
child’s right (e.g. 
female genital 
mutilation, early 
marriage). 

• Social stigma 
related to HIV/AIDS. 
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International 
initiative Strengths Weaknesses Opportunities Threats 

World food 
summit 

resolution 
(the right to 

food) 

• Food security 
strategy. 

• Safety net and other 
food security 
programs. 

• Poverty reduction 
strategy. 

• HIV/AIDS orphan 
support by HAPCO. 

• Social security of 
MOLSA for the 
urban vulnerable. 

• Food biased 
approach. 

• Care not addressed 
well. 

• Problem of 
malnutrition 
increasing. 

• No targeting and 
subs idies for the 
vulnerable. 

• No market 
stabilization 
mechanisms during 
food shortages. 

• Approach to 
problem of food 
insecurity not 
sustainable. 
Recurrent 
emergencies.  

• Millennium 
Development Goals. 

• Accelerated rural 
development policy. 

• Agricultural 
development led 
industrialization. 

• International 
assistance. 

• Frequent drought. 
• Population 

explosion. 

• High prevalence of 
HIV/AIDS. 

• Under development 
of rural food 
distribution systems. 

• Macro economic 
policy. 

• Cultural factors 
regarding food 
consumption. 

• Poor farming 
technology. 

Conceptual 
framework 

for the 
causes of 

malnutrition 

• Ethiopia has 
accepted the 
framework. 

• Not used much in 
Ethiopia to address 
malnutrition. 

• Care not addressed 
adequately, as it is a 
cross-cutting issue. 

• No clear indication 
as to how each 
sector can 
contribute to better 
care. 

• Creating a common 
forum for inter-
sectoral 
collaboration is a 
possibility. 

• The presence of the 
conceptual 
framework. 

• International 
experiences in 
addressing 
malnutrition. 

• Diffusion of 
responsibility 
between sectors. 

• Lack of 
understanding of 
roles. 

• No binding 
institutional 
framework for 
addressing care as 
a cause of 
malnutrition. 

• No national nutrition 
strategy. 

 
As shown in Table 4.5, even though there are promising initiatives based on the 

international conventions, initiatives, resolutions, and codes, there remain gaps with respect to 
activities related to better caring practices in their implementation. In the wake of the 
HIV/AIDS pandemic, having national regulations to enact the international code of marketing 
breast milk substitutes is a critical issue to protect the best caring practice (breastfeeding) 
from deteriorating further.  

Implementation of the baby friendly hospital initiative is also one of the mechanisms 
to protect and promote breastfeeding. Above all, use of the global conceptual framework for 
analyzing the causes of nutritional problems in the Ethiopian context and designing an 
appropriate nutrition strategy is an issue, which is long overdue. Such a strategy is necessary 
to achieve the vision of a hunger free, healthy, and productive society. Investing in improved 
nutrition should be a top priority for use of Ethiopia’s admittedly meager governmental 
resources. 
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4.7. Care Indicators and the Monitoring and Evaluation of the National 

Nutrition Strategy 

4.7.1. Indicators of caring capacity and their assessment  

Indicators are variables that enable measurement of changes. Better caring practices 
have different aspects to be measured. Care has the simplest and yet the most valid and 
reliable methods and indicators to measure hygienic practices, child feeding practices, and 
caregiver-child interaction during feeding. 

4.7.1.1. Indicators of nutritional care (child feeding practices) 
Child feeding is a multidimensional concept and feeding practices are age specific 

and change rapidly with age (Table 4.6). It is difficult to combine these dimensions. 
Secondly, appropriate child feeding practices are defined within narrow age ranges. 
Therefore, key feeding practices within a continuum of child feeding are used as an indicator 
of nutritional care practices (Arimond & Ruel 2002 & 2003). There is a need to create a child 
feeding summary index to avoid bias that results due to the co-existence of both good and bad 
nutritional care practices in the same household on the one hand, and the clustering of 
nutritional care practices on the other. 

Basically, optimally fed infants and young children should be recipients of all the key 
nutritional care activities mentioned in the above table for their age category. If one of them is 
not fulfilled, the child will be identified as sub-optimally fed. The data can be collected using 
24-hour recall or repeated visit methods. At the population level, the following indicators can 
be used for assessing nutritional care practices. 

• Rate of timely initiation of breastfeeding. 

• Exclusive breastfeeding rate. 

• Rate of timely complementary feeding. 

• Rate of continued feeding during diarrheal episodes. 

• Rate of increased feeding after diarrhea. 

Optional indicators include:  

• Rate of continued breastfeeding at 12 months. 

Table 4.6: The continuum of child feeding. 

0- 6 months 6-9 months 9-12 months 12-24 months 

• Initiate breastfeeding 
soon after birth. 

• Avoid prelacteal 
feeds. Feed 
colostrum. 

• Exclusively breast-
feed (no teas, water, 
other milks). 

• Avoid bottle-feeding. 

• Continue 
breastfeeding. 

• Gradually introduce a 
variety of 
complementary foods, 
including animal 
foods. 

• Feed complementary 
foods 2 to 3 times a 
day + snacks. 

• Avoid bottle-feeding. 

• Continue 
breastfeeding. 

• Increase amount, 
variety, and frequency 
of complementary 
foods, including 
animal-source foods. 

• Feed complementary 
foods 3 to 4 times a 
day + snacks. 

• Avoid bottle-feeding. 

• Continue 
breastfeeding. 

• Continue to give 
variety of foods and 
gradually complete 
the transition to the 
family diet. 

• Feed complementary 
foods 3 to 4 times a 
day + snacks. 

• Avoid bottle-feeding. 

Source: Ruel & Menon 2003 
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• Rate of continued breastfeeding at 24 months. 

• Never breastfed rate. 

• Bottle-feeding rate. 

4.7.1.2. Indicators for monitoring of hygienic child care practices.  
A variety of both qualitative and quantitative methods have been adopted to assess 

hygienic child care practices. Many studies used mixed survey methods including in-depth 
key informant interview, focus groups and other participatory rapid assessment methods, and 
semi-structured and structured observations involving continuous monitoring and spot checks. 
The dimensions to be measured include five clusters of hygienic practices: disposal of human 
feces, use and protection of water sources, water and personal hygiene, food preparation and 
storage, and domestic and environmental hygiene.  

Indicators to assess personal hygiene include maternal cleanliness and child 
cleanliness. Indicators for domestic and environmental hygiene include the cleanliness of 
floor, compound surface and garbage disposal. This information can commonly be gathered 
using spot check observations. 

Good and bad practices tend to occur in the same household and therefore, there is a 
need for using a composite index that combines various dimensions of care practice. Different 
methods of data collection can be used. Spot check methods, participant observation, and 
continuous monitoring techniques are some of them. 

4.7.1.3. Assessing caregiver-child interaction during feeding 

Conceptual issues to be considered in assessing caregiver and child interaction during 
feeding include the transactional nature of care and the role of the caregiver in ensuring 
adequate dietary intake through active, responsive feeding. In relation to this issue, anorexia 
should be considered as a factor affected by various intra-household processes. Different 
maternal and child characteristics affect the level of interaction during feeding. As a result 
some caregivers are non-interactive and assume that children know when they are hungry and 
when they are satisfied. Others have strictly controlled feeding involving threats, bribing or 
forced feeding (common in the rural Ethiopia). Key constructs to measure interactive feeding 
at the maternal level include: 

• Adaptation to child’s characteristics: This includes adaptation to psychomotor 
abilities and physical difficulties (e.g. low birthweight baby with physical suckling 
difficulties) 

• Active and responsive feeding: Caregivers ability to feed responsively including 
encouragement to eat, offering additional foods, offering second helpings, responding 
to poor appetite and using positive or negative styles of interaction. 

• The feeding situation: This includes location, organization, regularity, supervision, 
and distractions during feeding. 

• At the child level the following characteristics are important  

• Appetite and hunger. 

• Food preferences. 

• Child characteristics preferred by the caregiver e.g. birth order, sex.  

4.7.2. Program and policy modifications to enhance caring  

Malnutrition is a development issue that has to be addressed as such. Good nutrition 
is both an input and an outcome of development. Without good nutrition development is 
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unthinkable and the achievement of the Millennium Development Goals targets, such as a 
reduction in the level of underweight, will be a mere dream. Better caring practices as an 
underlying cause malnutrition is a key factor in addressing this development problem. Caring 
is a cross cutting issue that cannot be addressed by any one development sector alone. It is at 
the household that different sector must come together to promote and enhance better care 
practices. There are gaps in the way policies and programs have been implemented with 
respect to caring practices at the household level. This has been due partly to the lack of a 
national nutrition strategy to guide necessary actions, roles, and responsibilities of the 
different sectors and agencies related to caring practices. 

Therefore, there is a need for policy and program modifications to ensure better 
caring practices at the household level.  

• The first important issue is that the role of better caring practice should be 
mainstreamed into the development plan of each sector. This might productively done 
by applying nutrition criteria to review the potential intended and unintended impact 
of investments, define optimal nutritional inputs from each sector, and identify 
potential opportunities to integrate nutrition initiatives across multiple sectors (i.e., 
the application of a Nutrition Lens to sectoral activities) (Micronutrient Initiative 
2004).  

• There should be a nutrition coordination body within government that operates to 
ensure that better caring practices are taken into account in the nutritional activities 
across the various sectors and implementing bodies. Therefore, sectoral policies and 
strategies need to have caring practices as one of their performance indicators. In 
particular, various sectoral strategies that seek to develop the cadre of kebele -level 
development agents should insert improvements in local caring practices into the 
terms of reference under which these agents will work. The performance appraisal 
criteria for these agents should include the nutritional status of the populations of the 
communities with which they work. 

•  Institutional frameworks have to be developed for monitoring and evaluation of 
better caring practices and to establish accountability mechanisms from the grassroots 
community to the federal level. A higher level government body can coordinate and 
monitor the other sectors that have a role in promoting better caring practices – 
Ministry of Health, Ministry of Education, Ministry of Agriculture, Women’s Affairs 
Office, Ministry of Labor and Social Affairs, Food Security Bureau, HIV/AIDS 
Prevention and Control Office, DPPC and NGOs. 

Caring practices are built on community’s resources and the enhancement of 
household level capacities for caregiving should be targeted. This requires partnership 
creation between the community resource people (health animators, health promoters, 
community volunteers) and the frontline development workers (Health extension workers, 
community health workers, agricultural home economist agents, development agents) 
reaching households in the community (facilitators). This will ensure the link between the 
strategy, service delivery outlets, and implementation at the household level.  

Figure 4.17 portrays the nature of the linkages between service delivery structures 
and the community, mediated by the facilitators and mobilizers, and the type of work done at 
the interface.  

The selection and training of facilitators and community mobilizers are key elements 
of the approach. Facilitators should not train mobilizers in what to do, but rather strive to 
empower them. This requires both participatory training methods and a power shift from the 
outside to facilitator and mobilizers. Outside support channeled through facilitators includes 
advocacy, information, education, training and direct service delivery (Gillespie & Haddad 
2003).  
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Empowerment of community mobilizers is enhanced by the existence of community 
organizations, an important contextual success factor identified in South Asia. If such 
organizations do not exist they need to be created to represent the nutritionally vulnerable 
people in the community. Woman’s groups or organizations are often the most committed and 
efficient in addressing nutrition problems. Indeed, the involvement of women is another 
prevalent contextual success factor, although it is important to combat the perception that 
solving nutrition problem is the sole responsibility of women. Successful program are thus 
'gender focused’ and not 'woman focused'. Community participation is an essential factor of 
successfully sustaining community-based nutrition intervention programs. However, the 
sustainability of such programs needs to be thoroughly thought through when it comes to the 
issue of remuneration and incentives to the mobilizers.  

The experience of ESHE in SPNNR, and community IMCI in Tigray and Amhara 
regions are very good lessons to learn from. These community mobilizers are trained 
volunteers, respected residents of the community supported by the community level health 
workers (facilitators). There is a monthly meeting with the community level health workers 
and a quarterly meeting with the district health offices. The mobilizers perform behavior 
change communication for better caring practices using a mobilizer to household ratio of from 
one to 15 to one to 50. Development of community support groups for better caring using 
positive deviant caretakers from within the community must be done by all development 

Figure 4.17: Community based nutrition operational nexus 
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agents in the community. The issue of sustainability has to be considered and each sector 
needs to design an inbuilt mechanism of sustaining such an approach. The following key 
questions need to be answered:  

How could such networks be established effectively and supported in a sustainable 
way? Is there sufficient human capacity in communities? If not, how might it be built? 

• These mobilizers are to be supported by facilitators, with each supporting the efforts 
of 10 to 20 mobilizers. Could such a system work? Each kebele has approximately 
1,000 households, who will require 50 to 100 mobilizers. These mobilizers will need 
to be supported by 3 to 10 facilitators. Current draft proposals are for two health 
extension workers, three agricultural extension workers (production, livestock, 
natural resources), one food security monitor (in selected woredas), and one home 
economist in each kebele. This totals between 5 to 7 development agents who might 
serve as facilitators. 

• How feasible is this? Is there sufficient human capacity? Are there sufficient 
government resources to manage all of these workers? Will the other obligations of 
these kebele -level workers permit them also to take on nutrition-oriented activities? 

• For how long should the volunteers be trained? How will their performance be 
monitored and mentored? How will they be motivated to sustain their efforts?  

To address these questions and enable the system to work, in a sustainable way, an 
integrated approach and careful planning by all sectors using “Triple -A cycle approach” is 
required. This calls for an institutional framework and mandate to coordinate and organize 
these efforts.  

4.8. Conclusion 

Regardless of all of the efforts to address malnutrition in Ethiopia, the problems are 
increasing with time. The victims are the vulnerable groups including children, women, 
disabled people, people infected with and affected by HIV/AIDS, orphans, street children, 
Internally Displaced Persons (IDPs) and refugees. Past approaches to addressing nutritional 
problems in Ethiopia have focused on the food aspect of malnutrition. Poor nutritional status 
starts during the intra-uterine life due to the poor transfer of nutrients from the mother to the 
fetus, perpetuating malnutrition across inter-generational cycles. This can only be addressed 
through interventions focusing on food security, better caring practices for the vulnerable, and 
adequate healthcare together with a healthy environment. For this reason, the global 
conceptual framework is based on these three underlying causes of malnutrition. Availability 
of food alone is not sufficient to address the nutritional security of the most vulnerable 
segments of the population, as they need someone to feed them, counsel and guide them, and 
take them to receive healthcare. Additionally, these segments of the population are at great 
physical and social disadvantage because of poor access to resources.  

There is a big gap in addressing care for the vulnerable groups by all sectors in 
Ethiopia. Proper care enables the full utilization of existing food and healthcare services. 
However, without proper caring practices food and healthcare services will not better the 
nutrition situation in the country.  

The reason for the low level of proper caring practices in Ethiopia is that most of the 
actions that government can take to improve caring practices have to take place at the 
household and community levels through interactions with caregivers. Moreover, these 
activities are not as sector specific as those linked to the food security and health 
determinants. Therefore, efforts to improve care are difficult to assign to a specific sector of 
government. That is a principal reason nutrition security is not given effective government 
support in many countries around the world – no single sector is responsible for ensuring the 
nutritional well-being of a country’s citizens. 
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There is a strong need for enhancing household level caring practices in an integrated 
way. The experiences in the community from positive deviance cases are real practical issues 
to be considered in behavior change communication for better caring practices. Community’s 
own caring practices should be promoted particularly during acute food shocks and 
emergencies since the level care suffers.  

Even though there are different care initiatives undertaken both by the government 
and by NGOs, there is an urgent need for integration and a comprehensive assessment to be 
undertaken to determine the appropriate caring practices required to confront the state of 
malnutrition in Ethiopia.  

If the government of Ethiopia, through the NNS, does put in place a clear 
accountability framework for the sectors concerned with nutrition, it is still quite possible that 
nutritional care issues will receive less attention than the other determinants. Nutrition in 
Ethiopia may move from the current ‘food-bias’ to having a ‘health and food-bias’, while 
neglecting the importance of good care. Again this will not alleviate nutrition insecurity in 
Ethiopia.  

 





131 

CHAPTER 5: HEALTH SERVICES, A HEALTHY ENVIRONMENT, AND 

MALNUTRITION IN ETHIOPIA 

AN ASSESSMENT AND ANALYSIS OF UNDERLYING DETERMINANTS OF 
MALNUTRITION 

Ayele Gebremariam, MD 
Department of Pediatrics & Child Health, Faculty of Medicine 

Abera Kumie, PhD 
Department of Community Health, Faculty of Medicine 

Damene Hailemariam, PhD, MD 
Department of Community Health, Faculty of Medicine 

and 
Fikru Tesfaye, MD, MPH 

Department of Community Health, Faculty of Medicine 
Addis Ababa University 

Executive Summary 

This is a review and analysis of the role of health services and a healthy environment 
on the situation of child malnutrition in Ethiopia. The report was produced as an input to the 
process of developing a national nutrition strategy. The methodology used in the preparation 
of this report includes desk reviews of the relevant literature and a process of consultation 
with the sectors and stakeholders relevant to the issue. The consultation process involved 
officials and other actors within the sectors at federal, regional and community levels. 

The global conceptual framework of the causes of child malnutrition that considers 
nutritional status a result of a combination of the activities of economic and developmental 
sectors as well as the socio-cultural traditions within a given country has been adopted in the 
analysis of the determinants of malnutrition. According to this framework, health services and 
a healthy environment are among the factors that operate at the immediate and underlying 
levels in determining malnutrition and child mortality. Socio-economic and political factors 
are among the major determinants at the basic level. 

Ethiopia, being one of the least developed countries in the world, is known for 
suffering from recurrent drought and food shortages. Consequently, malnutrition is a major 
food security issue, and, as such, the food security strategy is among the major strategies 
contributing to the Ethiopia Sustainable Development Poverty Reduction Program (SDPRP). 
In addition, however, the importance of adequate nutrition for good health, and conversely, 
the implication of poor nutritional status for susceptibility to other common diseases suggest 
that nutrition is an important component within the child and family health sub-components 
of health service delivery. The latter would be particularly true in the Ethiopian setting where 
nutritional disorders and deficiencies rank among the top problems affecting the population in 
general and children and mothers in particular. 

Access to adequate preventative and curative health care, safe water supplies, and 
sanitation facilities are critical for a healthy living environment. The water supply and 
sanitation coverage of the Ethiopian population is still very low. Even though coverage with 
basic health services has shown significant change within the recent past as a result of the two 
phases of the Health Sector Development Program (HSDP), the available facilities are still 
plagued with a lack of trained human resources and a shortage of necessary equipment and 
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supplies. The available facilities are unable to provide the optimum level of services required 
to address the nutritional problems of mothers and children. Although its full implementation 
will be challenging, the HSDP III has been planned in a comprehensive manner that will 
prioritize malnutrition issues as part of integrated decentralized and community-level 
packages for health service delivery. 

At present, food and nutrition issues are positioned within the sectors of Health and 
Agriculture. Issues of food shortage and adult nutrition are to be handled by the Ministry of 
Agriculture and Rural Development, while issues of deficiency diseases and the nutritional 
problems of children and mothers of childbearing age, in particular, are to be addressed by the 
health sector. Nutrition in the health sector administratively is placed in a recently established 
unit within the Family Health Department of the Ministry of Health. This Nutrition Unit is 
currently engaged in activities related to child nutrition, micronutrient deficiency control, and 
infant and young child feeding (IYCF) strategies and programs that has been adopted through 
the Essential Nutrition Actions (ENA). The ENA represent an action-oriented approach that 
focuses on promoting seven clusters of nutrition behaviors that have been empirically proven 
to reduce morbidity and mortality. The main beneficiaries of these actions would be infants 
and young children under the age of two years, as well as women of reproductive age. The 
other key health sector interventions for addressing the problems of malnutrition are outlined 
within the Child Survival Strategy that has specified detailed nutrition related activities to be 
performed at each of the various levels of the hierarchy of health institutions in the country. 

Activities related to human resource development in the area of nutrition are also very 
limited, and the very few nutrition experts in the country have been trained elsewhere. The 
only institution where there is a concentration of nutrition experts is the Ethiopian Health and 
Nutrition Research Institute (EHNRI) that focuses on basic nutritional research issues. 
Therefore, the capacity to analyze household and community nutrition problems in the health 
sector, in particular, is very limited. 

At the service delivery level, the clinical capacity as well as the overall management 
of nutrition related programs, such as growth monitoring and promotion, is considerably 
weak. Food aid or other food security related interventions are conducted at the district level 
by the respective disaster prevention and preparedness offices or NGOs independently, with 
little participation of local health sectors. The implementation of nutritional activities at the 
level of primary health care services is also besieged by a lack of trained personnel in both 
clinical and managerial fields 

Evaluation of water and sanitation issues with regard to nutrition also indicates their 
significant importance for improving nutrition through contributing to the reduction of 
communicable diseases, such as diarrhea, since malnutrition and these infections are closely 
inter-related. In Ethiopia, access to safe water and adequate excreta disposal facilities is still 
low at 37.3 percent and 28.9 percent respectively. Overcrowded living conditions in urban 
slums and poor management of both liquid and solid wastes in these areas also contribute to 
the prevalence of both diarrhea and acute respiratory tract infections that again exacerbate the 
nutritional status of children. 

At present, drinking water development activities are mandated to the Ministry of 
Water Resources, while other sanitation activities are the functions of MOH, even though the 
situation of waste management in all its aspect, whether solid or liquid waste, is very poor. 
The water sector development program of the SDPRP consists of various programs and 
projects grouped into water supply and sanitation, irrigation, hydropower, etc. According to 
the targets of the program, water supply coverage of urban, rural, and national was expected 
to reach 82.5 percent, 31.4 percent and 39.4 percent, respectively, by the end of 2005. 

Human resource development in the area of water supply and sanitation is also 
problematic. The training of sanitarians does not seem to go with the quality and quantity of 
workers needed for the task. There is a hope that the National Health Extension Package will 
improve the level of equity in the distribution of decentralized level environmental health 
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activities in the near future. The activation of community participation in sanitation thorough 
the Health Extension Packages Program is one anticipated product to help sustain and 
improve sanitation services. 

Among the partners in addressing nutritional problems in Ethiopia are UNICEF, the 
World Food Programme, and NGOs like Goal and Save the Children Fund (UK & USA). 
These are engaged in the provision of food aid during emergency and rehabilitation phases; in 
human resource capacity building, and in developmental activities related to food production 
and utilization; as well as in advocacy and the development of relevant strategies and 
guidelines. 

Overall, high prevalence of inappropriate child feeding practices, along with 
insufficient knowledge on the part of health care providers regarding optimal feeding 
practices have been documented. The nutritional status of women is also poor, contributing to 
high levels of low birth weight and consequent child malnutrition, hence establishing an inter-
generational cycle of malnutrition. The lack of appropriate policies and strategies to create an 
enabling environment for promotion of appropriate nutritional and feeding practices has long 
been a serious limitation. Thus, it is imperative that the necessary actions be taken to improve 
nutrition in Ethiopia. 

Significant improvement in diseases reduction and, hence, improvement in nutritional 
status, can only be gained when safe drinking water, provision of latrines, and hygienic 
behavior are integrated and supplied to the community. Moreover, such health service, water, 
and sanitation improvements must be sustained as a service, insofar as they are important to 
the beneficiaries. 

In addition, a proper strategy, such as the National Nutrition Strategy, is required for 
planning the required interventions in an integrated framework. Such a framework should 
define the responsibilities of all the sectors and parties involved in addressing nutritional 
issues. It should also serve as a basis for the development of proper capacity and human 
resources in the areas of nutrition and food security, including in the health, water, and 
sanitation sectors. 
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5.1. Introduction 

5.1.1. Conceptual framework of the causes of malnutrition 

Nutritional status, in its holistic sense, is recognized as an outcome of several 
processes in society. The contribution of various developmental sectors is involved in 
ensuring adequate nutritional status. The societal processes operate at the different levels of 
the conceptual framework of nutritional well-being. During operation, the exertion of the 
effects of the processes could be dependent or independent of each other. When these social 
processes operate adequately, the nutritional status (outcome) of the given population remains 
satisfactory. However, when such processes fail to generate the needed capacity of 
stakeholders in order to avert adverse circumstances, the occurrence of malnutrition and its 
undesired consequences become inevitable. 

According to the conceptual framework shown in Figure 1.2 in the first chapter of 
this document, malnutrition is recognized as both an important cause of child deaths and the 
result of several causative processes in society (Jonsson 1993). These causes are 
conceptualized to operate at three levels: the immediate, underlying, and basic levels. The 
effects of health services are considered to operate at the first two levels. 

At the immediate level of analysis, the causes of deaths of young children are 
primarily malnutrition and disease, the former being usually a combined result of various 
diseases and dietary inadequacies interacting in a mutually reinforcing manner. It is at this 
level that nutrition and health policies and strategies should be geared toward the achievement 
of impact objectives for long-term improvements. 

At the underlying level, there may be one or a combination of causes, such as lack of 
health services, poor water supplies and sanitary environment, poor food hygiene, or 
inadequate child care. The important health-related factors at this level are issues of health 
service coverage and actual utilization, especially of preventive and promotive services. 

5.1.2. Why is nutrition both a health and a food/diet issue? 

In Ethiopia, in any one year, more than four million people face food shortages (both 
chronic and transitory) even though the proportion of the rural population under food poverty 
has been reported to have declined from 47 percent in 1995/96 to 42 percent in 1999/2000 
(the corresponding level for urban areas being 32.5 percent and 46.7 percent respectively). 
The consequences of food insecurity are reflected in the high level of malnutrition (stunting 
and wasting of children less than five years of age). The major component of the Ethiopian 
Sustainable Development Poverty Reduction Program (SDPRP) is the Agricultural Led 
Industrial Development (ADLI). Concerning food security, the medium-term target of the 
ADLI is to reduce the absolute size of the food insecure rural population substantially, 
enabling more people to subsist without food aid. Thereafter, the objective is to rely on fiscal 
transfers of resources to support a relatively small number of remaining food-deficit 
households. The food security strategy is designed to address both the supply and demand 
sides of the food equation: availability and entitlement, respectively within the framework of 
the National Agricultural and Rural Development Strategies. The strategy adopted rests on 
three pillars: increasing the availability of food through domestic (own) production, ensuring 
access to food for food deficit households; and strengthening emergency response 
capabilities. Alongside the government's initiatives towards developing alternative income 
generation and price support schemes, targeted food and nutrition interventions are also 
envisaged in the areas of health and nutrition in rural areas. These include efforts to 
strengthen the emergency capabilities of the government; institutional strengthening, 
networking, capacity building; and food security assistance (FDRE 2002). 
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Nutrition is a cross-cutting issue – contributions from various sectors are necessary to 
ensuring adequate nutritional status. Among these sectors are health, agriculture, education, 
employment and social services, water and sanitation, as well as environment. However, the 
importance of adequate nutrition for good health, and conversely the implication of poor 
nutritional status for susceptibility to severity of other common diseases, suggests that 
nutrition should be mainstreamed in the child and family health sub-components of health 
service delivery. Analysis of longitudinal data in developing countries provides evidence of 
the fact that nutrition is not solely a “food issue” and that malnutrition can occur even in 
situations of good food availability unless issues related to maternal and child health care as 
well as feeding practices; access to basic health care, water and sanitation facilities are 
properly addressed (Pelletier & Frongillo 2003). 

Nutritional deficiency states are usually associated with increased prevalence of 
infections and infestations with parasites. Reductions in the amount of food intake during 
acute as well as chronic infection episodes and the persistent catabolic state of individuals 
during the period of infections further compromise the nutritional status of such individuals. 

5.1.3. Dimensions of the provision of health, water, and sanitation services 

5.1.3.1. Disease burden 

The major health problems of the country are diseases of a communicable nature that 
are due to poor personal hygiene, improper refuse and waste disposal practices, and lack of an 
adequate and safe water supply. Significant proportions of other health problems are due to 
inappropriate nutritional practices, lack of health awareness, and improper cultural taboos. 
Nutritional disorders rank among the top problems affecting the population in general, and 
children and mothers in particular. In 1996, nutritional deficiencies in Ethiopia directly 
accounted for an estimated 7.8 percent of all deaths and 9.3 percent of discounted life years 
lost. The prevalence of micronutrient deficiency in children under the age of five years is 
high, with 44 percent of them suffering from sub-clinical vitamin-A deficiency and 22 percent 
from iodine deficiency disorders. Iron and folate deficiencies are also common among 
children and mothers of childbearing age attending antenatal clinics. Similarly, rickets 
because of vitamin-D deficiency due to cultural beliefs that young children must be kept 
indoors and due to overcrowded living conditions is common in most urban areas. 

Ethiopia is severely affected by the HIV/AIDS pandemic. In 2003, the national sero-
prevalence was estimated to be 4.4 percent (MOH 2004a). HIV infection primarily affects the 
immune system. Children infected with HIV are afflicted by chronic fungal, bacterial, or other 
viral infections that again compromise their nutritional status. As a result, the combined effect 
of opportunistic infections and malnutrition is responsible for the high mortality rate of 
children afflicted by HIV infection. In addition, it has been shown that malnutrition, even in 
its mildest form, increases the likelihood of mortality from a number of different disease 
entities, and may be associated with 50 to 60 percent of under-five deaths (Pelletier & 
Frongillo 2002). 

5.1.3.2. Current status and trends in health service provision 
Access to adequate health care, both preventative and curative; water supplies; and 

sanitation facilities are critical for a healthy living environment. Malaria, anemia, diarrheal 
diseases, and HIV/AIDS are highly prevalent in Ethiopia and have a direct negative impact on 
household food security. Access to adequate health care is critical to ensure that the 
household will be productive enough to secure sufficient food and thereafter utilize the 
nutrients in that food appropriately to ensure the nutritional status of all its members. 

Health services in Ethiopia are far from adequate to meet the enormous health care 
needs of the population in general and the needs of mothers and children in particular. The 
national health policy emphasizes the importance that all segments of the population achieve 
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access to a basic package of quality primary health care services. This can be accomplished 
with a decentralized state system of governance and with service packages that include 
preventive, promotive, and basic curative and rehabilitative services. However, the health 
facility to population ratio of the country still remains low and the scope of health care 
services offered by these facilities are far from adequate. 

The geographic coverage (based on the assumption of a health center serving 10,000 
people) of conventional health facilities in Ethiopia is 64 percent (73.2 percent when private 
facilities are included) (MOH 2005a). This appears to be satisfactory, given the size, 
population, and economic potential of the country to increase the number of health facilities. 
Currently Ethiopia has 2,899 health posts, 1,797 health stations, 519 health centers, and 126 
hospitals. Nevertheless, overall access to health care and the level of funding to the system is 
sub-optimal. Consequently, the national health infrastructure is plagued with a shortage of 
trained workers, high attrition, and shortages of medicines and medical equipment. The 
physician to population and the nurse to population ratio of the country are still far below the 
desired norm set by the WHO for developing countries. 

Utilization of formal health services has traditionally been low and remains so with 
about 36 percent of the population utilizing such services each year. This is due, in part, to the 
great geographical distance almost half the population must travel to reach a health facility. 
Furthermore, financing health care remains a major problem. The annual total per capita 
health expenditure is only about US$5 (ibid). 

In response to prevailing and newly emerging health problems in the country, the 
high under-five morbidity and mortality rates, and in recognition of the weakness in the 
existing health delivery system, the Health Sector Development Program (HSDP) was 
launched in Ethiopia in 1998. In order to upgrade the health care services offered to the 
general public, HSDP-I focused on three areas of health intervention program. These areas 
were:  

1) improve the coverage and the quality of health services;  

2) ensure that HSDP-I was managed by regional, zonal and woreda health officials; and  

3) be financia lly sustainable.  

The HSDP-II began in 2002 and aligned itself with the existing and new health 
related policies and strategies for a concerted and mutually reinforcing national effort to 
improve the health sector (MOH 2003a). 

The main policy contexts that are considered during the design and implementation of 
HSDP-III (2005/6 – 2009/10) are the commitment towards the achievements of MDGs by 
aligning the objectives and targets of the sector development program with that of the 
Sustainable Development Poverty Reduction Program (SDPRP). In addition, the policy seeks 
to institutionalize village health services through the implementation of the Health Service 
Extension Program (HSEP), the Accelerated Expansion of Primary Health Care (PHC) 
Facilities, and the Child Survival and Maternal Mortality Reduction initiatives. In this 
context, creating adequate links between nutrition security issues and the Health Services 
Extension Program is critical for increasing the population’s access to preventative health 
services that reduce levels of child malnutrition, as well as morbidity and mortality. 

The ultimate goal of HSDP-III is to improve the health status of the Ethiopian 
population. The specific goals are to:  

1) increase access to promotive, preventive and basic curative and rehabilitative services 
to all segments of the population, especially women and children; 

2) increase and maintain an acceptable standard of quality health services and ensure 
proper utilization by population; and 
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3) ensure successful mobilization and efficient and effective utilization of resources in 
the health sector (human, financial, logistical, and time) through the establishment of 
effective health management, information, and monitoring and evaluation systems.  

Among the challenges in the implementation of HSDP-III are the low execution rates 
for both budget and external assistance that were seen during HSDP-II. This is principally due 
to the low absorptive capacity and the short supply (both in quantity and quality) of human 
resources for health. There are also inequities in the distribution of health services resources 
across demographic, geographic, as well as economic boundaries that need to be properly 
addressed if the ideals of the HSDP-III are to be fully realized. 

5.2. The Health Sector and Nutrition 

5.2.1. Official location of nutrition within the government health sector 

It is widely recognized that malnutrition has multiple causes lying in different 
developmental sectors. Being a multi-sectoral problem, malnutrition needs a comprehensive 
and coordinated food and nutrition strategy within the framework of a national socioeconomic 
development plan. The health sector, or any other sector alone, may not have a sustained 
impact on the nutritional status of the population. However, the health sector is in a unique 
position, because of its capability and direct contact with the problem, to make important 
contributions to the prevention and control of malnutrition. 

The health sector provides services for general health care as well as specific 
interventions for nutrition promotion. Even in the absence of specific nutrition interventions, 
general health measures can have an appreciable impact on nutritional status that are reflected 
in lowered morbidity and mortality statistics and in the reduction of severe forms of 
malnutrition. 

5.2.1.1. Rationale for the Family Health Department being responsible for nutrition 
within the sector 
The Family Health Department (FHD) at the Federal Ministry of Health (MOH) of 

Ethiopia is mandated to develop policies, strategies, and guidelines concerning reproductive 
health, maternal and child health, and nutrition programs in the country. The department 
collaborates closely with NGOs and bilateral and international organizations in securing 
logistics and mobilizing resources, as well as in the conduct of operational research, the 
design and follow up of relevant training programs, and the monitoring and evaluation of such 
programs. 

The FHD is composed of four teams: 1) the maternal and child health (MCH) team, 
2) the reproductive health and family planning (RH&FP) team, 3) the adolescent reproductive 
health team, and 4) the nutrition team. Various child survival programs are going on under the 
department. The nutrition team, established in 2003, is currently engaged in activities related 
to child nutrition, micronutrient deficiency control, and infant and young child feeding 
(IYCF) strategies and programs. The essential nutrition actions (ENA) have been adopted as a 
strategy for IYCF, whereas the management of severe malnutrition is currently handled at the 
district level through the assistance of UNICEF and NGOs. Prior to the establishment of the 
nutrition team under the FHD, the only nutrition related program of the department had been 
that related to the control of micronutrient deficiencies. 

Nutrition issues are known to cut across other maternal and child health programs. In 
this regard, nutrition cannot be dealt with in isolation from the rest of maternal and child 
health activities. Thus, it would be justifiable to integrate nutrition along with the other 
programs under the family health department at the MOH. Such integration allows the 
efficient utilization of scarce human and other resources, and enables the strategies and 
activities across the various programs to be complementary to each other. 
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Integrating nutrition interventions into broader maternal and child health programs 
can be a doubly effective means of improving child health and survival because it can reduce 
malnutrition among children and simultaneously lessen the negative impact of illness. 
Services within the Family Health Department have important implications in improving 
women’s nutrition. Among these services are postponing first pregnancies, ensuring adequate 
child spacing and preventing the transmission of HIV/AIDS as well as other sexually 
transmitted diseases. 

In line with the mandates of the MOH and the FHD, the nutrition team is primarily 
engaged with coordinating and directing the development of national strategies and guidelines 
that will be implemented in nutrition and other child health programs. To do this, the team 
seeks and utilizes financial and technical assistance from various sources including UNICEF, 
WHO, other governmental agencies, and NGOs.  

5.2.1.2. Capacity for nutrition analysis and nutrition education 

Historically, the Ethiopian Nutrition Institute (ENI), under the MOH, had been 
responsible for training in the area of nutrition, the analysis of nutritional problems, and 
implementation of nutrition interventions nationwide. However, the mandate of the present 
day Ethiopian Health and Nutrition Research Institute (EHNRI), into which the ENI was later 
integrated, seems to have exempted the organization from its responsibilities in training and in 
the implementation of national nutrition programs. The EHNRI has retained its research 
capabilities in the area of nutrition and other health problems. The EHNRI is among the main 
governmental organizations with considerable potential in both technical nutrition capabilities 
and facilities. 

The present day EHNRI was formed through a merger of three institutions, the ENI, 
the National Health Institute (formerly known as Pasteur Institute), and the former department 
on Traditional Medicine under the MOH. The major areas of focus for research at EHNRI 
include micronutrients, maternal malnutrition, food science and dietetics, clinical nutrition 
and a new activity on HIV/AIDS and nutrition. 

The FHD has been able to conduct some nationwide surveys in the area of child 
health and nutrition through the support of UNICEF and WHO. In this regard, the multiple -
indicator-cluster-surveys (MICS) have contributed to the monitoring and evaluation of child 
health programs that are relevant to nutrition. At present, the MOH, through assistance from 
UNICEF and others, is conducting nationwide surveys on the status of micronutrient nutrition 
in the country. 

However, the main national undertakings for the analysis of the magnitude of 
nutritional problems, and the measurement of the prevalence of protein-energy-malnutrition 
(PEM) in particular, are accomplished by other sectors outside of the MOH. To this effect, the 
Central Statistics Authority (CSA) has played a leading role in generating relevant national 
data on the prevalence of PEM through the 2000 Ethiopian Demographic and Health Survey 
(DHS) and other national and sub-national surveys. This has been done with little 
involvement of the MOH (CSA & ORC Macro 2001. The FHD has played an active role in 
the design of instruments for the 2000 DHS. However, no further attempt was made to 
analyze the findings of the DHS or the earlier studies to enable a better understanding of the 
nutritional situation in the country. In general, there is a gap between the sectors that generate 
information on the extent of malnutrition, such as CSA, and others that are responsible for 
dealing with the problem, such as MOH, markedly reducing the optimal utilization of such 
information. 

The planning and implementation of such large-scale nutrition surveys should give 
due emphasis to the utilization aspect of the information thus generated. Conducting extensive 
or expensive studies should not be regarded as a goal on its own. It is rather a means of 
assessing and analyzing the magnitude and determinants of nutrition problems and can 
ultimately be used to inform policy and programs. Relevant stakeholders should play active 
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roles in the design and conduct of such surveys, as well as in the dissemination and utilization 
of the resulting information. 

Food security is an important underlying determinant of nutrition. However, 
assessment and intervention in the area of food security is totally handled by yet another 
organization, the National Disaster Prevention and Preparedness Commission (DPPC). The 
MOH has little, if any, participation in national efforts towards food security. It is obvious 
that there is lack of integration between efforts to address the problems of malnutrition in 
Ethiopia and programs that analyze the problem. 

Nutrition is not a sector on its own. Rather nutrition depends on the contribution and 
integration of various sectors of development. The various sectors need to be coordinated in a 
manner that their efforts are complementary to each other and geared toward a common goal 
of insuring good nutrition to the nation. 

Training in the area of nutrition is not well developed in Ethiopia. Very few nutrition 
curricula exist for training in nutrition. These are found in a handful of health professional 
training schools in the country. In these universities and colleges, the Medical and Nursing 
curricula, the Health Officer and the Masters of Public Health (MPH) programs, and a few 
other related disciplines in the area of public health offer limited credit hours (two to three) of 
human nutrition or public health nutrition courses. There are no specialized training programs 
in the country that graduate students primarily in the field of nutrition. The Universities of 
Jimma and Debub have recently initiated new mid-level training programs in nutrition and 
Gondar University is in the process of designing a similar training curriculum. 

The very limited numbers of nutrition experts that function in the country have been 
trained elsewhere including in other African countries. Moreover, most of the nutrition 
experts in Ethiopia work for NGOs and UN agencies rather than for government 
organizations. Thus, the only concentration of nutrition experts in a government institution in 
Ethiopia to date exists at the EHNRI. Nutrition experts of any kind are not present in the 
health sector. It is high time that low and mid level nutrition graduates be trained to join 
health care teams at both management and service provision levels. In the mean time, health 
professionals need to receive sufficient training through pre-service or in-service programs. 

Thus, the capacity to analyze nutrition problems at the FHD, in particular, is very 
limited. The situation calls for an integration of nutrition training across the various 
organizations, including the health professional training institutions, MOH, and NGOs. In this 
regard, remarkable efforts have been made through the collaboration of the AED/Linkages 
program, the Ethiopian Public Health Training Initiative (EPHTI), and the health professional 
training institutions in the country. Through this collaboration, AED/Linkages has conducted 
a series of training programs on Essential Nutrition Actions (ENA) that are relevant for both 
training and service provision. 

At the service delivery level, clinical capacity and overall management of nutrition 
related programs, such as growth monitoring and promotion, is weak. Lower and mid-level 
health workers do not have sufficient theoretical knowledge or practical skills to conduct such 
programs. In most instances, the growth monitoring and promotion activities are reduced to 
the measurement and recording of weight of infants and children. There is a lack of 
understanding in the interpretation and utilization of such data. As a result, there is little 
communication between health workers and caretakers of children on practical ways of 
improving nutritional status. The growth monitoring data are compiled and reported through 
successive higher levels, without being interpreted or used at the respective levels, only, at 
best, to end up at the MOH in a databank.  Rarely is the data analyzed to identify 
malnourished children at the appropriate levels where action can be taken with the children or 
their caregivers. Likewise, growth-monitoring reports contribute little to the monitoring of 
performance by the respective health institutions or personnel. 
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Although the coverage of ENA trainings so far has been very limited, the initiative 
has proved that short-term in-service training programs can contribute to bridging knowledge 
and skills gaps in specific nutrition tasks. While such in-service training programs help to 
improve service provision in the immediate term, a sustained improvement in the overall 
health and nutrition situation of the country demands radical and comprehensive measures, 
such as launching pre-service nutrition training programs at mid and lower levels. The 
training and deployment of mid-level nutrition experts and low-level cadres who will join the 
health care team, both at the health care facility and community levels, is necessary to 
revolutionize current practice, which largely neglects the nutritional care of individuals and 
communities. 

Food aid or other food security related interventions are conducted at the district level 
by the respective disaster prevention and preparedness offices or NGOs independently, with 
little participation of local health offices. As the country has very few experts in the area of 
nutrition, most of the food aid programs largely depend on foreign expertise and resources for 
problem analysis and the design of interventions. The responsibility of the health sector for 
the overall food and nutritional well-being of the population it serves is not well defined. It 
appears that such interventions are, instead, the responsibility of relief organizations and 
NGOs. Consequently, local health institutions fail to retain effective memory or records, and 
local personnel fail to gain the skills and experience that would otherwise come from an 
active participation in the design and implementation of health programs during food security 
emergencies. 

Developing local capacity, partly through investing in nutrition training in the 
country, in the long term would help to reduce the cost of interventions, as foreign expertise is 
gradually replaced with local expertise. The accumulating skills and experience would enable 
more effective prevention, better management of emergency interventions, and closer 
integration of emergency response with long-term development programs. 

To this effect, the design and conduct of food aid or food security interventions 
should have built-in strategies that will contribute to local capacity building and sustainability 
of prevention and control efforts. The transfer of knowledge and skills towards local capacity 
building would be enhanced if the country produces and deploys more and more local 
nutritionists, and gradually emerges out of dependence on foreign expertise. 

5.2.2. Nutrition activities in primary health care  

The contribution of various PHC services to good nutrition and the overall health of 
mothers and children is well demonstrated. Immunization against common childhood 
illnesses, especially measles and pertusis, has important positive nutritional outcomes. Family 
planning and antenatal care programs contribute to maternal and child health by minimizing 
the risk related to pregnancies and childbirth. Improved sanitation and provision of safe 
drinking water can significantly reduce the incidence of gastrointestinal infections and 
parasitic infestations. Timely detection and treatment of diarrheal diseases and respiratory 
infections will prevent deterioration of nutritional status. Malaria control is another example 
of primary health care services with considerable impact on nutritional status. 

Several obstacles to the effective implementation of primary health care services in 
general and nutrition interventions in particular have been identified. Lack of trained 
personnel in both clinical and managerial fields is a cross-cutting constraint in the health 
service provision. The lack of a national food and nutrition strategy should also be mentioned. 

The overall potential health service coverage in Ethiopia is only about 64 percent, 
with marked regional variations. This low overall coverage has affected the coverage of 
essential services targeted at child survival and the reduction of maternal mortality. Thus, EPI 
coverage stands at 51 percent, family planning service at 18.7 percent, ante-natal clinic 
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attendance at 35 percent, and institutional deliveries at 10 percent. Utilization of health 
services is also low at 27 percent per year. 

The proportion of under-fives with diarrhea who received oral rehydration therapy 
and continued feeding was 38 percent in 2003 (MOH 2004b). Only 16 percent of those with 
acute respiratory infections were taken to a health provider. Similarly, vitamin A 
supplementation coverage among children 6-59 months was 16 percent in 2002. About 28 
percent of households consumed iodized salt in 2003. 

Findings from the nationally representative Ethiopia Demographic and Health Survey 
of 2000 revealed that about 50 percent of lactating women initiate breastfeeding within the 
first hour following delivery. A similar proportion feed colostrum to their newborn. The 
prevalence of exclusive breastfeeding was 47 percent, while continuation of breastfeeding 
through the second year of life was reported by more than 80 percent of mothers. Introduction 
of complementary feeding was largely delayed, and the quality and frequency of 
complementary foods was inadequate. Although breastfeeding is considered a customary 
practice in Ethiopia, sub-optimal practices are also widespread. 

High prevalence of inappropriate child feeding practices, along with insufficient 
knowledge on the part of health care providers regarding optimal feeding practices, has been 
documented. The lack of appropriate policies to create an enabling environment for the 
promotion of appropriate infant and young child feeding practices has long been a serious 
limitation for appropriate infant and young child nutrition in Ethiopia. This prompted the 
development of a national strategy for infant and young child feeding in April 2004. 

The MCH team under the FHD is currently engaged in two main programs, namely, 
immunization (better known as the EPI program) and the Integrated Management of 
Childhood Illnesses (IMCI). The IMCI program was initiated in 1997 with a focus on the six 
main childhood illnesses and HIV. All of the IMCI components address nutrition directly or 
indirectly, and all children coming in contact with the service are evaluated for malnutrition. 
All children under two years of age will receive feeding counseling along with other services. 
Older children with malnutrition will also receive appropriate counseling on proper feeding 
practices. 

In addition, the Epidemiology and Diseases Control Department of  the Ministry of 
Health has launched a strategy for ensuring the availability of Insecticide Treated Nets (ITNs) 
through targeted subsidies as well as free provisions with special focus on pregnant women 
and children under five living in prioritized economically and geographically vulnerable 
highly malarious areas (MOH 2004c). The delivery of ITNs targeted to pregnant women will 
be through public health facilities and community based distribution (including attendance of 
ANC clinics, community health workers. enhanced outreach activities, immunization 
campaigns, etc). Re-treatment of nets to the vulnerable groups in targeted areas will be free of 
charge. The other objectives of the ITN strategy include ensuring their availability through the 
private sector at affordable prices and encouraging enterprises for their local production. As 
malaria contributes significantly to the burden of anemia in Ethiopia, the ITN strategy will 
provide important nutritional benefits. 

As part of the community component of the IMCI, baseline surveys and focus group 
discussions have been conducted. From this research, sixteen key family and household 
practices relevant to child health and nutrition have been identified. These are presented in 
Box 5.1. Health promoters, also known as community resource persons, have been identified 
to provide house-to-house health education on selected key behaviors. 
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However, implementation of the IMCI is far from satisfactory. At present, the 
program has been initiated in only ten woredas of the country. Even in those woredas, the 
progress of implementation has faced numerous challenges. The main constraint has been the 
fact that the training of health workers requires two weeks and pediatricians are needed for 

Box 5.1: Household and Community Integrated Management of Childhood Illnesses 

The Integrated Management of Childhood Illness (IMCI) strategy combines improved case 
management of childhood illness in first-level health facilities with aspects of nutrition, immunization, 
disease prevention, and promotion of growth and development. There are three components to IMCI. 
Interventions in all three components encompass both curative and disease prevention and health 
promotive activities: 

1. Improving the skills of health workers; 
2. Improving health system; and 
3. Improving household and community practices. 

Improving the quality of care at health facilities alone would not be effective in realizing significant 
reductions in childhood mortality and morbidity because numerous caretakers currently do not seek 
care at facilities. The third component, Household and Community IMCI or HH/C IMCI, is considered 
an essential component of the IMCI strategy. 
Sixteen key family care practices were identified to contribute to a child’s survival and healthy growth, 
based on scientific evidence and country experience. The key family practices, the backbone of the 
Household and Community IMCI strategy, are grouped according to practices that: 

• promote physical growth and mental development; 

• prevent disease; 

• facilitate appropriate home care; and 
• facilitate care seeking behaviors. 

The key family practices are the following: 
1. Breastfeed infants exclusively for at least four months and, if possible up to six months. 

(Mothers found to be infected with HIV require counseling about possible alternatives to 
breastfeeding.) 

2. Starting at about six months of age, feed children freshly prepared energy and nutrient rich 
complementary food, while continuing to breastfeed up to two years or longer. 

3. Ensure that children receive adequate amounts of micronutrients (vitamin A, and iron, in 
particular) either in their diet or through supplementation. 

4. Dispose of feces, including children’s feces, and wash hands after defecation, before 
preparing meals, and before feeding children. 

5. Take children as scheduled to complete a full course of immunizations (BCG, DPT, OPV, 
and measles) before their first birthday. 

6. Protect children in malaria endemic areas by ensuring that they sleep under insecticide-
treated bed-nets. 

7. Promote mental and social development by responding to a child’s needs for care through 
talking, playing, and providing a stimulating environment. 

8. Continue to feed and offer more fluids, including breast-milk, to children when they are sick. 
9. Give sick children appropriate home treatment for illness. 
10. Recognize when sick children need treatment outside the home and seek care in a timely 

manner. 
11. Follow the health worker’s advice about treatment, follow-up, and referral. 
12. Ensure that every pregnant woman gets adequate antenatal care. This includes having at 

least four antenatal visits with an appropriate health care provider, and receiving the 
recommended doses of the tetanus toxoid vaccination. The mother also needs support from 
her family and community in seeking care at the time of delivery and during the postpartum 
and lactation period. She also should receive anti malarial prophylaxis during pregnancy. 

13. Promote timely recognition, prevention, and appropriate reaction to child abuse. 
14. Promote family practices for survival issues regarding HIV/AIDS. 
15. Encourage both men and women to seek reproductive health. 
16. Prevention and appropriate management of child injuries. 
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the training. This time and financial resources needed for the training have been difficult to 
meet. Besides, government financial regulations do not allow for attracting the pediatricians 
needed to participate in the training. The lack of appropriate training curriculum for trainee 
health workers is another problem encountered. The current curricula are limited to the 
training of mid and high-level professionals such as nurses, health officers, and medical 
doctors. To date, about 45 percent of the eligible health professionals have been trained in 
IMCI. Moreover, the current focus of IMCI training has shifted to the pre-service level in the 
health professional training schools and universities of the country. 

5.2.3. Essential nutrition actions (ENA) 

Various studies indicate that the problem of malnutrition in Ethiopia begins early in 
life, primarily during the first 12 months, when growth-faltering takes hold due to sub-optimal 
infant feeding practices. Following growth faltering, there is little opportunity for catch-up 
growth. Stunted infants grow to be stunted children and stunted adults. The ill effects of 
malnutrition are not limited to stunted growth. Mental and cognitive development is also 
severely hampered following both protein energy malnutrition and micronutrient deficiencies. 
The potential learning capability during school age and working capacity during adulthood 
are both reduced because of the nutritional insults suffered in early childhood. Thus, it is 
imperative to address issues of infant and young child feeding during the first year of life, 
particularly promoting proven optimal breastfeeding practices and complementary feeding 
practices, both in healthy as well as sick infants. 

The nutritional status of women in Ethiopia is also poor, contributing to the high 
levels of low birth weight and consequent child malnutrition, hence establishing an inter-
generational cycle of malnutrition. Thus it is imperative than any action taken to improve 
nutrition in Ethiopia focus on infant and child nutrition, as well as on the nutrition of 
adolescent girls and women of reproductive health (MOH 2004d). 

Although the challenges to improve nutrition in Ethiopia are numerous, there are a set 
of essential nutrition actions that, when taken together, can make a difference to the well-
being and survival of young children and women of reproductive age. Listed in Box 5.2, the 
essential nutrition actions (ENA) represent an action-oriented approach that focuses on 
promoting seven clusters of nutrition behaviors that have been empirically proven to reduce 
morbidity and mortality. The main beneficiaries of these actions would be infants and young 
children under the age of two years, as well as women of reproductive age. 

The ENA approach aims to consolidate the existing nutrition activities into a holistic 
technical package. Although elements of the ENA are not new, their implementation to date 
has been uncoordinated and largely vertical. Therefore, the recent initiative of implementing 
ENA through the training of health workers may contribute markedly to improvements in the 
delivery of maternal and child health services and, ultimately, to the nutritional health and 
well-being of mothers and children. 

Box 5.2: Essential Nutrition Actions for Ethiopia 

1. Exclusive breastfeeding for six months; 
2. Adequate complementary feeding starting at about six months with continued 

breastfeeding for two years; 
3. Appropriate nutritional care of sick and severely malnourished children; 
4. Adequate and appropriate nutrition for women; 
5. Adequate intake of vitamin A for women and children; 
6. Adequate intake of iron for women and children; 
7. Adequate intake of iodine by all members of the household. 

 
Source: Guyon & Quinn 2004. 
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The interventions that make up this “essential package” for nutrition are relatively 
inexpensive and proven to be effective in a range of different settings. They need to be 
incorporated into both child and maternal health services within the primary health care 
framework. 

To date, only a limited number of health facilities and health personnel in Ethiopia 
have been involved with implementation of ENA. Thus, the effectiveness or cost-
effectiveness of ENA in the Ethiopian setting is yet to be evaluated. 

5.2.4. Nutrition in emergencies 

The DPPC along with its regional bureaus and district offices are the principal bodies 
for coordinating health, nutrition, and other interventions during nutritional emergencies 
within their respective localities. USAID, WFP, and other bilateral and international 
organizations play an active role in generating surveillance information through the Famine 
Emergency Warning System (FEWS) and in the provision of food aid and other commodities. 
The extent of involvement of local health offices and bureaus is largely limited to the 
provision of curative and preventive health services. Supplementary feeding programs and 
therapeutic feeding centers are often established and run by NGOs with little involvement or 
integration with the local health authorities. Likewise, documentation, recording, and 
reporting activities are rarely channeled to local health offices or to the MOH. Thus, the 
information and experience of such intervention activities fails to be shared with the health 
sector. This will further compromise the potential of the health sector to be actively involved 
in the analysis of nutrition emergencies and in the planning and implementation of nutrition 
interventions during emergencies. 

There is an apparent shift of balance by the government in favor of ensuring food 
security rather than an integrated approach towards ensuring good nutrition for the nation. 
This is reflected by the levels of attention and resources devoted to the food security program 
and the policy commitment towards it. While the country has never had a food and nutrition 
policy, it has had a food security strategy for some time. 

Nutrition emergency interventions are traditionally limited to the provision of food 
items and some other commodities. The need for providing appropriate nutritional care for 
mothers and children in particular, along with the provision of health and sanitation facilities 
is often considered secondary. This bias is partly revealed in the composition of emergency 
response teams, which rarely include expertise in the area of health. The protection and 
promotion of breastfeeding and appropriate infant and young child health and feeding 
practices are commonly undermined during nutrition emergencies, as both the donors and 
beneficiary populations focus mainly on food aid. Mothers tend to substitute breastfeeding 
with the meals and flours that they receive as part of the food aid intervention. 

However, there have been some encouraging progresses in recent years. Health teams 
from professional health training institutions have been mobilized along with food aid 
organizations to serve drought-affected populations in the provision of preventive and 
curative health services, as well as establishment of water and sanitation facilities. Similarly, 
in connection with resettlement programs underway in the country, the necessary 
infrastructure, including water and health facilities, are built prior to deployment of settlers 
into a new environment. 

Although the parallel deployment of health professionals in drought and famine 
interventions could have considerable advantages, there is a need for close communication 
and integration between the various actors in such settings. The best way to ensure that the 
care and health aspects of nutrition interventions are properly addressed would be to build-in 
such interventions in the design of emergency interventions, rather than through a parallel 
deployment of teams with different expertise. As depicted in the conceptual framework on the 
causes of malnutrition in Figure 1.2, food security is but one of the three groups of underlying 
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factors needed for proper nutrition. Food security is an essentia l component of the food-care-
health triad, but not sufficient on its own to ensure proper nutrition. Moreover, unless food 
security strategies are well coordinated with the other nutrition interventions, it is likely that 
some of such strategies may compete with the care and health objectives. 

For instance, engaging women in labor-intensive food security activities may put 
excessive demands on their time and energy requirements. Women’s time is an importance 
resource needed for providing care for the women themselves and for their children. Women 
contribute to a significant proportion of the agricultural labor in developing countries. They 
provide care to their children and the family; seek preventive and curative health services; and 
utilize water and sanitation facilities. It is obvious that women bear excessive productive 
responsibilities, both at home and in the field, on top of their reproductive demands. These 
facts signify the central importance of the care and health aspects of nutrition interventions 
under emergency conditions. Balanced and coordinated efforts are needed to meet the 
ultimate goal of improved health and nutritional wellbeing for mothers, children, and the 
society at large. 

Finally, with regard to food security interventions, the Ministry of Agriculture has 
established a technical taskforce, comprising the Food Security Coordination Bureau and 
concerned international organizations, to coordinate trainings in Community-Based Public 
Works and Watershed Planning for the Productive Safety Nets Program (PSNP). The 
objective of this taskforce, among other things, is to contribute towards the achievement of 
food security. 

5.2.5. Micronutrient malnutrition 

Micronutrient deficiencies are among the nutritional problems of public health 
importance in Ethiopia. Vitamin A, iron, and iodine deficiencies significantly contribute to 
the burden of morbidity and mortality and hinder socio-economic development. Other 
micronutrient deficiencies such as zinc, vitamin B, and folate are also known to have ill health 
consequences (MOH 2004b). 

Currently, the MOH is conducting a nationwide micronutrient status survey with the 
assistance of UNICEF and other bilateral and multilateral organizations. To date, however, 
data on the scale of the micronutrient problem in the country come from limited pocket 
studies. It is estimated that about 27 percent of the children under five in Ethiopia suffer from 
sub-clinical vitamin A deficiency, which increases their risk of morbidity and mortality. 
UNICEF and the MICAH nutrition project coordinated by the international NGO, World 
Vision, have reported vitamin A deficiency (Bitot’s spots) levels in parts of the country to be 
forty fold higher than the 0.5 percent prevalence level that signifies a problem of public health 
importance. An earlier study by the former Ethiopian Nutrition Institute (ENI) reported that 
26 percent of the population had goiter and 62 percent were at risk of iodine deficiency 
disorders. Some parts of the country had goiter rates varying from 50 percent to 95 percent 
with estimates that one person out of every 1000 people is affected and about 50,000 prenatal 
deaths occur yearly due to iodine deficiency disorders. The MICAH project reported a 42.2 
percent goiter prevalence rate in four regions of the country in 1997, which in 2000 decreased 
to 28.6 percent after the project intervention. On the other hand, only 28 percent of 
households with children use salt with adequate iodine to prevent iodine deficiency disorders. 
Studies on the prevalence of iron deficiency anemia in Ethiopia are very limited and 
localized, thus it is difficult to estimate the nationwide prevalence. Data from some regions of 
the country indicated anemia prevalence of 16 percent among women in the reproductive age 
group and 42 percent among children 6-60 months of age.  

International organizations and national governments have repeatedly expressed their 
commitment to eliminate micronutrient deficiencies. In this regard, the World Summit for 
Children (1990), and the International Conference on Nutrition (1992) are notable. The 
Ethiopian government has also reiterated its commitment in the main global summits and 
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conferences. To this effect, a national program for control and prevention of micronutrient 
deficiencies was formulated in 1995.  

Vitamin A supplementation was started at a national scale in Ethiopia in 1996, 
through integration with the expanded program on immunization (EPI plus) which mainly 
targeted infants. Children of age 6-59 months are targeted for Vitamin A supplementation on 
polio national immunization days. The MOH has also launched a program for the prevention 
and control of iodine deficiencies in 1996 as part of the National Program for the Prevention 
and Control of Micronutrient Deficiency Disorders. To date, however, there have not been 
any coordinated programs in place to address the problem of anemia, partly due to the lack of 
consensus regarding the magnitude and severity of the problem in the country. 
Supplementation programs have been implemented sporadically at the level of health 
facilities with no uniform standard guideline through screening pregnant women at ANC 
clinics. In addition, the diagnosis and treatment of patients with anemia are handled as part of 
the general outpatient department (OPD) or in-patient services of the health institutions. With 
the level of resources and efforts deployed to date, however, the micronutrient nutrition goals 
(elimination of iodine deficiency disorders or virtual elimination of vitamin A deficiencies) 
are far from being attained.  

More recently (June 2004), the Federal Ministry of Health of Ethiopia has produced a 
national guideline for the control and prevention of micronutrient deficiencies. Along with 
other national efforts that the FMOH promotes, such as the national strategy for infant and 
young child feeding through the essential nutrition actions (ENA) approach, the national 
guideline for the control and prevention of micronutrient deficiencies will contribute to the 
alleviation of micronutrient deficiencies and improvement of the overall health and well-
being of the nation.  

The national guideline for control and prevention of micronutrient deficiencies in 
Ethiopia aims at the virtual elimination of vitamin A, iodine, and iron deficiencies.  

• Thus, by 2015, the coverage with two annual doses of vitamin A will be increased to 
over 80 percent among children 6-59 months of age. Similarly, 70 percent of 
postpartum women will be provided with high doses of vitamin A within 45 days of 
delivery. The same strategies that have been adopted worldwide for the control and 
elimination of vitamin A deficiency will be employed in Ethiopia too. The main ones 
include promotion and support of exclusive breastfeeding until six months of age, 
universal Vitamin A supplementation, dietary diversification, and food fortification.  

• The guideline also aims to decrease the prevalence of the current goiter rate by 50 
percent and to increase access to iodized salt among households by up to 80 percent 
by the year 2015. The universal iodization of salt for human and animal consumption, 
along with supplementation of iodine capsules to populations in areas of the country 
where iodine deficiency is endemic, will constitute the main strategies in the control 
and elimination of iodine deficiency disorders in Ethiopia. 

• In terms of iron deficiency anemia, the aim is to reduce the prevalence in women of 
reproductive age and children under five by one third, by the year 2015. The 
strategies in this regard will be multifaceted and sustainable, and should include 
supplementation of iron and folic acid, treatment of severe anemia, dietary 
diversification, and fortification of foods with iron. 

Little can be said at this moment about the implementation status of the activities 
outlined in the national guideline for the control and prevention of micronutrient deficiencies 
in Ethiopia, as the document is still being disseminated and the various strategies and 
objectives have yet to be popularized and promoted among the relevant stakeholders. 
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5.3. The Water and Sanitation Sector and Nutrition 

5.3.1. What are the objectives? 

A review of information on the status of drinking water and sanitation in relation to 
nutrition in Ethiopia indicates that significant achievements in the reduction of communicable 
diseases, such as diarrhea, would be made if sanitation components are integrated and 
implemented at the grassroots level. In particular, the effort should focus on latrine provision, 
making available safe and adequate water supplies, and the promotion of hygienic behavior. 
The historical trend of basic environmental health services in Ethiopia has not shown any 
marked changes over the last three decades, and is far from attaining a level that can affect the 
transmission of prevailing communicable diseases. There are, however, hopes attached to 
provisions in the Health Sector Development Program and the Health Extension Package to 
support sustained efforts though focused community interventions to bring about positive 
changes in hygienic practices. 

5.3.2. Current status and trends in provision of healthy environment, water 
supply, and sanitation 

The access to safe water and excreta disposal facilities is still low at 37.3 percent and 
28.9 percent, respectively (MOH 2005a). The management of solid waste is yet to be 
institutionalized in most regions of the country. In the MOH structure, the professionals 
responsible for environmental health services are sanitarians, also called environmental health 
workers. Sanitarians are employed in hospitals and sub-regional offices, relatively far from 
local communities. Following the proclamation on public health issued in 2000 GC in which 
hygiene and environmental health is covered, only a few regions have prepared regulations 
and implementation guidelines. Overcrowded living conditions in urban slums and poor 
management of both liquid and solid wastes in these areas increase the prevalence of diarrhea 
and acute respiratory tract infections. Recurrent infections and rickets (vitamin-D deficiency) 
are the hallmarks of these situations. Soil-borne parasitic infestations are still common in 
most rural areas. Marshy areas remain as major breeding sites for mosquitoes in most regions 
of the country. Cohabitation with animals is the norm in most rural areas of the country, 
resulting in infections and infestations with parasites. 

Sanitarians are trained in four universities: Gondar, Alemaya, Jimma, and Debub. The 
average annual output of trained sanitarians from these universities increased from 35 in 1994 
EC to 56 in 1996 EC. The number of environmental health workers at present is 1169 (80 
percent with diploma and baccalaureate degree holders). The main duties of trained 
sanitarians are environmental hygiene activities focused on the provision of safe and adequate 
drinking water, food hygiene, control of vectors causing human diseases, proper waste 
management (human, liquid, and solid wastes), promotion of hygiene education, and 
safeguarding the human environment from any pollution that is likely to damage human life 
and comfort. Their mandates are clearly spelled out in Public Health Proclamation No 
200/2001. Environmental health workers are posted in the MOH, Regional Health Bureaus, 
and Woreda Health Offices to run and manage the environmental health activities. They are 
also found in health institutions, hospitals, and health centers to manage local sanitation 
activities. In addition, health center environmental health workers extend their duties to the 
respective woreda that the health center is serving.  

Traditionally, small-scale water source development (shallow well and springs) 
activities used to be managed by these cadres. At present drinking water development, at 
whatever scale the construction might be, is mandated to the Ministry of Water Resources 
(MoWR), while other sanitation activities remain the function of MOH. At the operational 
level, these two Ministries are to work together in an integrated manner so that the MOH 
ensures the quality of drinking water meant for public consumption, while the MoWR deals 
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with the engineering aspect of water development. Proper site selection, prevention of cross 
contaminations, and hygiene education to sustain the use and maintenance of water schemes 
are cross cutting issues, but mainly overseen by MOH. There is a general understanding that 
small-scale latrine development is mandated to MOH, while large-scale sewerage activities 
are handled by the MoWR. 

The water sector development program of the SDPRP consists of various programs 
and projects grouped into water supply and sanitation, irrigation, hydropower, etc. The 
priorities for this program include making clean drinking water available to larger segments 
of the society, including for sanitation purposes; for livestock in critical areas such as the 
nomadic areas; expanding irrigated agriculture to the maximum possible extent; meeting 
hydropower generation capacity needs arising from electricity demand in the economic and 
social sectors; providing water for the industrial development; and utilization of the resource 
for fishery, tourism and transportation purposes. According to the targets of the program, 
water supply coverage of urban, rural, and national was expected to reach at 82.5 percent, 
31.4 percent and 39.4 percent, respectively, by the end of 2005 (MOFED 2002). 

5.3.3. Does nutrition explicitly feature in justifying resource allocations within 
the sector? 

5.3.3.1. Conceptual framework: malnutrition and sanitation 
Inadequate sanitation in a household is not always directly related to malnutrition and 

disease. A number of intervening factors interact with poor sanitation to determine the health 
status of under-fives. Based on national data on environmental health, the framework 
presented in Figure 5.1 can be used to relate sanitation, communicable diseases, and 

Figure 5.1: Framework for the determinants of sanitation in Ethiopia 
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malnutrition.  

Sanitary conditions, behavioral factors related to sanitation, and the individual 
personal characteristics affecting the knowledge, attitudes, and practices of caregivers 
represent the underlying (or proximate) factors, while the overall socio-economic 
development and institutional arrangements are background factors on which the proximate 
and immediate factors operate. Environmental determinants – type of housing, number of 
rooms, whether animals are kept inside a sleeping room, presence of a latrine, type of water 
source, waste management, and the distance to water sources – were found to have a 
significant association with childhood diarrhea in a bi-variate analysis. Method of water 
drawing and residence remained as important predictors of diarrhea after including socio-
economic and behavioral factors in a multivariate analysis (Teklu 2003). Using a hierarchal 
model approach to a multivariate analysis of DHS data, it was found out that latrine and 
childhood diarrhea were powerful predictors of malnutrition among under-five children 
(Shrimpton 2002).  

However, to be effective, multiple approaches to sanitation should be utilized to 
reduce the sanitation-related disease burden (Esrey 1991). Educating mothers alone will not 
bring major changes in the prevalence of child malnutrition in Ethiopia, suggesting the 
importance of additional strategies like water supply and sanitation (Save the Children Fund 
UK 2003). A careful review of data in 63 developing countries that achieved a total reduction 
of at least 5 percent in malnutrition over the period of 1970-1995, indicated that 
improvements in the health environment (measured by access to safe water) contributed a 
19.3 percent reduction in malnutrition. Other basic factors that contributed to this reduction 
included women’s education (43.0 percent reduction), improvements in per capita food 
availability (26.2 percent), and improvements in women’s status (11.6 percent). 

5.3.3.2. Link between poor sanitation and malnutrition 
Communicable diseases, malnutrition, and poor sanitation are leading causes of 

morbidity and mortality in Ethiopia (Kloos & Zein 1993; MOH 1998). Respiratory infections, 
diarrheal diseases, skin and eye infections are among the top ten leading causes of morbidity 
in Ethiopia (MOH 2005a). These diseases are related to the prevailing poor access to safe and 
adequate sanitation under the background of existing poverty, low educational status, and 
undesirable socio-cultural practices. The link between infections and malnutrition is apparent 
under conditions where poor sanitation prevails. 

Existing data indicate that about 75 percent of the causes of outpatient visits are 
largely due to lack of basic sanitation (MOH 1985). Lack of access to safe drinking water, 
inadequate latrine provisions, poor housing, and unhygienic behavior are the major 
environmental factors for the transmission of commonly observed diseases in Ethiopia, in 
particular among the rural population. Environmental factors act as a proxy determinant for 
million deaths of children in many developing countries, including Ethiopia. In one rural area 
of Ethiopia, Butajira, poor housing, as measured by poor hygiene, crowding, and lack of a 
window, was found to be closely related with under-five mortality (Shamebo et al. 1993). 
ARI, measles, diarrhea, and malnutrition were found to be the leading causes of morbidity in 
under-five children in the same study area. 

Diarrheal disease among under-five children is one known outcome indicator of the 
lack of basic sanitation. The diarrheal outcome is widely used for the evaluation of poor 
hygiene, as it is a basic predictor of the disease. Children are sensitive to diarrhea, and 
diarrhea is easily detected by the caregiver. As shown in Table 5.1, data indicates that the two 
weeks prevalence of diarrhea did not show much change over the last two decades in 
Ethiopia. The incidence of episodes of diarrhea for under-five children was estimated to be 4 
to 7 per child per annum. It is not difficult to imagine how the nutritional status of a child is 
severely damaged with such multiple episodes. Children with failure of nutritional status are 
likely to have diarrhea because of the declined resistance to infections (Nandy et al. 2005).  
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Combined improvements in sanitation generally lead to significant reductions in 
diarrhea. Improvements in water quality and water quantities reduce diarrhea by a factor of 60 
percent as compared to latrine provision only. Other studies indicate that a single intervention 
has greater impact if the dominant exposure factor and routes of disease transmission are well 
identified. In developing countries like Ethiopia, where hygiene practices are grossly 
substandard and the exposure-risk rela tionship in diseases is multiple, the approach should be 
to seek multiple interventions. Esrey indicated that when interventions include water, 
sanitation, and hygiene (hand washing), the median reduction of diarrhea was up to 65 percent 
and that improvement in the quantity of water available, regardless of its quality, reduced 
diarrhea by between 22 percent and 25 percent (Esrey 1991). 

Skin and eye infections are also attributable to lack of basic sanitation. Both of them 
feature in the first ten causes of morbidity in the general population and among under-fives. 
Infections and parasites inhibit nutrient absorption and cause loss of nutrients and electrolytes. 
Murray stated that malnutrition, unsafe water, and poor hygiene are the leading risk factors 
for premature mortality and disability among children in developing countries (Murray & 
Lopez 1997). The high burden of infections among children affects their development and 
nutritional status, which further disturbs the immunological status of children. The impact of 
repeated or persistent diarrhea on nutrition and the effect of malnutrition on susceptibility to 
infectious diarrhea are reinforcing elements of the same vicious cycle, especially amongst 
children in developing countries. 

While the provision of adequate water supply and sanitary facilities are decisive in 
alleviating the problem of diarrheal diseases in the long-run, for most cases of acute diarrhea, 
the use ORS is the most important therapy. In the past, there were free supplies of ORS for 
childhood cases at public health facilities. At present, it is available both at public and private 
health facilities at low and affordable price. ORS is also in the essential drug list of 
pharmacies and drug stores. 

5.3.3.3. Trends of drinking water supply in Ethiopia 
The proportion of the population with access to some kind of improved drinking 

water source is an indicator of a country’s social development. This proportion determines the 

Table 5.1: Prevalence of diarrhea among under fives in Ethiopia, percentage who 
experienced diarrhea in the two weeks prior to the survey, various surveys. 

Year Prevalence 

1984-86 15.5-26.2 (median 17.2) 

1984 10.2-18.4 (median 16.5) 

1990 11, 24, 9 

1990 9 (incidence) 

1991 14 

1996 22.7 

1997 36.5 (urban) 

2000 15; 24.3; 18.5 

2001 15.3 (urban) 

2003 24.5 (urban); 44 (rural); 37.6 (overall) 

2004 9.2 (urban) 

Sources: IHAUDP 2004; Teklu 2003; Teklemariam et al. 2000. 
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magnitude of water-related diseases that are likely to affect nutritiona l status. Drinking water 
coverage is generally understood as the proportion of the population or households who has 
reasonable access to a safe drinking water source that limits the presence of pathogenic 
microorganisms (WHO Africa Regional Office 2000). The trend for Ethiopia is indicated in 
Figure 5.2. 

The present access to safe drinking water coverage levels for the rural, urban, and 
national populations are 21 percent, 84 percent, and 30 percent, respectively. Nationally, there 
was only a marginal annual increase in the coverage – about 0.8 percent per annum – over the 
last 30 years. The change is too small to provide any significant impact for the prevention of 
water-related diseases at country level. Clearly, there are many uncertainties that hinder the 
smooth development of improved water sources through new investments and the continued 
maintenance of existing infrastructure. 

Drinking water use per capita is also one of the indicators used to assess the provision 
of basic water and sanitation services. The daily per capita amount of drinking water 
consumed in Ethiopia varied from three to 20 liters, and on average does not satisfy even half 
of the WHO guideline (See Table 5.2.). The amount consumed in rural areas is less than 10 
liters per capita per day. It appears that there was no significant improvement in the water 
consumption rate over the last 20 years, the weighted median figure being about 8.5 liters per 

Figure 5.2: Trends in safe drinking water coverage in Ethiopia, 1970 - 2002 
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Table 5.2: Per capita drinking water consumption in Ethiopia, 1980-2003, from various 
statistical sources 

Year 
Consumption 

(liters / person / day)  Year 
Consumption 

(liters / person / day) 

1980 11.5 (rural)  1999 12 (urban) 

1983 8-9 (rural)  2002 6.7 (rural) 

1988 12.5 (rural town)  2002 Less than 10 

1992 3-4 (rural)  2003 5.2 (rural) 

1995 10-20 (rural)  2004 7 (urban) 

1998 3-5 (rural)    

 
Source: Gebre-Emanuel et al. 1989; Mengesha et al. 2003a; Mengesha et al. 2003b; Yayehyirad 1980. 
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person per day for the country as a whole. The minimum guidelines for the provision of safe 
water are to have basic access to at least 20 liter per person per day when the water source is 
within 100 to 1000 m of the residence, and 50 liters if the water source is within 100 m of the 
residence. Clearly, the water consumption of most Ethiopians does not meet these minimum 
targets. 

The geographical proximity of drinking water sources is a key factor in determining 
the amount of drinking water a household consumes. National data for Ethiopia indicates that 
about 64 percent of the rural population has access within 1 km from any source of water, 
while only 4 percent had to fetch water from more than 5 km away. The 2000 DHS of 
Ethiopia indicated 53 percent of urban households, 21 percent of rural households, and 26 
percent of all households had access to a safe water sources within less than 15 minutes 
walking distance. Accessibility for urban centers was found to be less than 200 meters. 
Although accessibility in rural and urban areas is very different, the average amount of 
drinking water consumed per day per individual in either location is minimal. The type of 
water source and preferences, waiting time, service fee, and source functionality could 
explain the variation in the amount of water collected and consumed. 

5.3.3.4. Trends in latrine provision in Ethiopia 

The indiscriminate contamination of the immediate environment by fecal matter 
transmits communicable diseases that affect the nutritional status of children. The provision 
of latrine coverage in Ethiopia is one of the lowest in the world. A time series analysis 
indicated that the association between time and latrine coverage is very weak to detect any 
meaningful change in Ethiopia (Figure 5.3). The weakest association was seen for rural areas. 
The increase rate in the proportion of population coverage in latrine use was less than 0.2 
percent per year over the last 30 years at national level. Current latrine coverage for rural, 
urban, and the country as a whole is 7 percent, 68 percent and 15 percent, respectively. 
Latrine use coverage is very low with insignificant changes over time when compared to 
figures for similar countries in East Africa (WHO 2000). 

5.3.3.5. Waste management 

Waste management in its all aspect, whether solid or liquid waste, is very poor in 
Ethiopia. The situation is much worse in urban areas where a significant amount of waste is 
produced and improperly handled. Although Addis Ababa and regional state capitals look to 
be in a better position to access waste management services and infrastructure, there is real 
concern about the quality of the service. Generally, not more than 5 percent of the entire 
population has access to organized solid waste collection and disposal. In the capital city, an 

Figure 5.3: Trends in latrine coverage in Ethiopia, 1970 – 2002. 
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estimated 65 percent of the city’s solid waste is collected, leaving the rest mainly to pollute 
the immediate environment. Similar situations exist in urban liquid waste management, 
although it is worse and sustains ambient water sources pollution. The uncollected waste 
maintains the continued breeding of disease vectors and is a source of human discomfort due 
to odor and unsightliness. The situation is a lot worse in crowded areas. 

Fly breeding is intense in areas where proper waste collection is not performed. Flies, 
which feed on filth such as cow dung, are mechanical transmitters of diseases such as diarrhea 
and eye infections. Flies alone in Ethiopia are the major contributor to the transmission of 
filth-borne diseases such as typhoid fever, dysentery, shigellosis, and many other diarrheal 
related diseases. One study found that a reduction of the fly population by 64 percent resulted 
in a reduction of 42 percent in clinic visits for diarrhea and an 85 percent reduction in 
shigellosis (Cohen et al. 1991). Flies, in the continued presence of poor waste management 
and household hygiene practice, make a difference in the outcome of infections that affect the 
nutritional status of under-fives. 

5.3.4. Knowledge, attitudes and practices towards sanitation 

UNICEF, in collaboration with the MOH, conducted studies in 1997 on the 
knowledge, attitudes, and practices (KAP) on water supply, environmental sanitation, and 
hygiene education in selected woredas that were involved in the Woreda Integrated Basic 
Services (WIBS) since 1990. The findings indicate that respondents’ general KAPs were very 
poor. More than 60 percent of respondents in most rural woredas did not know that diseases 
could be transmitted through human excreta; 30-75 percent of respondents did not know that 
diseases are associated with drinking water; and 23 to 87 percent of respondents did not know 
any method of treatment for drinking water. These findings confirm the prevailing mass 
ignorance and apparent lack of impact of health education programs in the country, programs 
that have been active since the establishment of the first Training Institute in Gondar in 1954.  

Household water handling practice is another major factor that determines possible 
contamination of drinking water. The rural population uses traditional pots (“Insra”) for the 
collection and storage of drinking water with an average size of 15-20 liters (Mengistu & 
Gebre-Emanuel 1992). The proportion of households that covered their stored water was 57 
percent, while the proportion using a poured water collection method was 88 percent in a rural 
study on the determinants of diarrhea. The same study indicated that the method of drawing 
water from household water containers and its covering status affect the prevalence of 
diarrhea. Some NGOs promote water handling in 20-25 liter “Jericans” which have a smaller 
mouth as a means of proper storage that avoids the contamination of drinking cups. The 
Demographic and Health Survey of Ethiopia in 2000 indicated that the presence of sanitation 
management infrastructures, such as safe water and latrine, did not alone make a marked 
difference in the prevalence of diarrheal diseases. This is evidence that factors like sanitation 
behavior play a decisive role in disease transmission. 

5.3.5. Sustainable issues in sanitation development in Ethiopia 

Human resource development, the institutional framework in sanitation, and the level 
and use of available resources are the major factors that determine the effectiveness of the 
provision of environmental services. The traditional health cadres in environmental health, the 
sanitarians, have played key roles in the promotion of sanitation in both urban and rural areas 
of Ethiopia. However, these trained cadres have grown so slowly to the extent that their effort 
have not been sufficiently productive to contribute to the public control of communicable 
diseases, such as diarrhea, through the provision of improved water supplies and sanitation. 
The Federal Government of Ethiopia now plans to train and utilize environmental health 
technicians and Health Extension Package health cadres in order to increase the number of 
professionals working on water and sanitation activities. 
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Institutional arrangements are also an important factor in sustaining and scaling up 
efforts in the development of water and sanitation services to a level that would have a 
significant impact on public health. The Ministry of Health, the Ministry of Water Resources, 
and the Environmental Protection Authority (EPA) are key actors in the area of environmental 
health. The division of labor for these institutions is clearly indicated in proclamation 41 of 
1993. The Ministry of Health is responsible for the safety of environment for health, such as 
the quality of drinking water and safe waste management, while the Ministry of Water 
Resources is responsible mainly for developing and implementing the engineering aspect of 
water supply and liquid waste management. The EPA by law is accountable to ensure the 
well-being of and maintenance of the ambient environment. At times, the Ministry of Health 
and the Ministry of Water Resources have disputes concerning their respective roles in the 
implementation of small-scale water and sanitation projects, in particular for rural areas. 
Sanitation activities that involve the construction of low cost latrines for household use are 
the mandate of the MOH, while designing and construction improved drinking water sources 
is the responsibility of MOWR. In all cases of ensuring the prevention of source 
contamination, continued hygiene education during and after construction is monitored and 
evaluated by MOH. Further, the sectoral approach for both water and sanitation schemes is to 
maximize the benefits given limited resources. 

The financial aspect is also an input in the development of improved water and 
sanitation services in Ethiopia. The Government, through the MOWR, has continued to 
design and implement urban water projects. As a result, the proportion of beneficiaries in 
accessing safe drinking water is urban areas is growing far faster than in rural areas. There is 
hope that the National Health Extension Package will contribute to reducing this inequity in 
the near future. There are funds that are allocated by international and bilateral community to 
promote a healthy environment. The World Bank, ADB, UNICEF, and a number of NGOs 
are major partners in funding the sanitation and water development sector. 

Setting up drinking water supply systems within poor communities can also be part of 
Productive Safety Net Program that is now being implemented. The construction and 
maintenance of shared latrines in rural communities could be included among the public 
works carried out under the program. Such latrines can be positioned within rural population 
centers at health posts, extension centers, peasant association offices, demonstration centers, 
schools, as well as at food distribution centers. They can also serve as centers of education 
communication for changing sanitation and hygiene related behavior. 

Access to a safe environment is not only the responsibility of Government, but more 
importantly, it requires public and individual involvement. Community involvement and its 
mobilization in all aspects of sanitation are necessary to sustain the use and maintenance of 
sanitation projects and activities. The activation of community participation in sanitation 
thorough the Health Extension Packages Program is anticipated to sustain sanitation services. 
Health Extension workers in return give continued support for hygiene education and 
technical support to the beneficiaries. The development of culturally and economically 
acceptable sanitation facilities, like low cost latrine alternatives and monitoring and 
evaluation of their utilization are other aspects to sustain the physical inputs. The Health Posts 
in each village (with 1000 households), through the Health Extension Package, is designed to 
be a focal point to evaluate the performance and changes in health service delivery at village 
level, including in the areas of safe water and sanitation. 

5.3.6. Health and sanitation policy issues in Ethiopia. 

Many initiatives formulate the national needs of environmental health services in 
Ethiopia. The Ethiopian Constitution in Article 44 states that every citizen has the right to live 
in a clean and healthy environment. The Ethiopian health policy also makes a number of 
statements on the provision of health services and sanitation. It emphasizes PHC as an 
approach for the preventive and curative components of health care in Ethiopia to reach the 
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grassroots population. Safeguarding the environment through the promotion of environmental 
health is considered as a priority issue. Diversification in the training of human resources has 
also received close attention. There are planned targets to improve coverage of the provision 
of safe drinking water from 25 percent to 35 percent and latrine coverage from 32 percent to 
42 percent by the end of 2005. The coverage plan looks like it may be achieved, as 37.3 
percent is the current coverage for water and 28.9 percent for sanitation. Drinking water 
quality monitoring coverage reached 44 percent. Public health proclamation No 200/2000 was 
issued and decisions on the issuance of related hygiene regulations are in progress. The big 
gaps between urban and rural areas concerning sanitation coverage, the inadequate and 
unstructured promotion of hygiene, limited resources, and the low focus on the integrations of 
sanitation with other health fields were identified as major challenges for the way forward. 

To further strengthen and improve the outcomes of the first two HSDPs, HSDP-III is 
to be implemented over the period of 2005/6-2009/10 (1998-2002 EC). It aims to achieve 80 
percent of latrine coverage, 90 percent of drinking water quality monitoring, and 75 percent 
monitoring of food safety in food processing industries. There is also a strong commitment to 
ensure a complete and sustained proper utilization of sanitary facilities by the end of sector 
plan. The Ministry of Water Resources has a Water Sector Development Program that 
envisages by the end of 2011 to achieve 97.3 percent and 36.9 percent drinking water 
coverage for urban and rural communities, respectively, that will bring coverage of 60 percent 
at national level. 

The Health Extension Package (HEP) was taken as a tool to reach the rural population 
with the implementation of HSDP-II. Seven out of the 16 components of the HEP represent 
sanitation issues. Housing sanitation, drinking water supply, food hygiene, personal hygiene, 
solid and liquid waste management, latrine provisions, food hygiene, vector control are key 
elements of HEP. Disease prevention and control, (HIV/AIDS, TB, malaria) and promotion of 
family health (MCH, FP, EPI, adolescent health, and nutrition) are primary packages of HEP. 
HEP was developed and tested as a pilot in 2002/03, and has been implemented since 2003 
with the training of health extension workers. HEP is understood as an essential health service 
targeting households through a strong focus on community-based approaches and sustained 
preventive and promotive health care. The goal of HEP is to bring behavioral changes 
towards a healthy environment by house-to-house education of the population. The health 
packages are expected to reach the households in the intervention program areas during the 
implementation of the HSDP with the aim of affecting the malpractices in hygiene, improving 
reproductive health & nutritional status, controlling common infections, and bringing equity 
in health services.  

There is accelerated activity that aims to improve the sanitation and drinking water 
supply in the country. By the year 2004, overall population access to some kind of latrine type 
and safe drinking source was documented at 29 percent and 37 percent, respectively. These 
figures were found to be much higher as compared to previous year status by a factor of 2.5 & 
1.3 for latrine provision and access to safe drinking water sources, respectively. Regions like 
Amhara and Oromia were reported to achieve as much as 50 percent latrine coverage, while 
the Southern Nations covered 75 percent for the same year. Although these figures require 
validation, because such rapid increases are unlikely, public sanitation campaigns, political 
commitments, the implementation of health extension packages, and improved commitments 
of frontline health workers are believed to partially explain the situation. The Millennium 
Development Goal programs and universal access to health are also aiming to achieve 
stringent targets: by 2015, at least 64 percent of population will have access to safe water and 
60 percent of the population will have access to latrines, with a target of 5 years later for the 
whole population to be covered. Achieving access to safe water and sanitation targets is a big 
challenge to the country, given the very slow growth in these areas that has been experienced 
over the last three decades. 

Significant improvement in diseases reduction, hence improvement in nutritional 
status, can only be gained when safe drinking water, provision of latrines, and hygienic 
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behavior are integrated and supplied to the community and when they are sustained as a 
service as far as they are important to the beneficiaries. The countrywide implementation of 
HSDP and HEP hopefully will bring some changes in the development of a better, healthier 
environment, particularly in terms of access to safe and clean water and sanitation services. 

Despite the ongoing discussion of integrating water and sanitation at a higher level, 
very little is done at the community level. In fact, most of the water projects are given the 
name water and sanitation and are designed with the aim of bringing a health impact during 
implementation. However, most of these projects fail to address the sanitation issue. Policies, 
proclamations, and regulations are already in place, but they lack clarity on the establishment 
of an institutional framework. 

5.3.7. Safety issues and their link to malnutrition 

Food is an element of our environment that can significantly diminish or intensify 
risk of communicable diseases. Children, uneducated adults, and elders are the most 
vulnerable to exposure to unhygienic food. Given the circumstances prevailing with poor 
hygiene found throughout the country, the consumption of contaminated food is likely. 
Gastroenteritis and other forms of diarrheal diseases are the products of exposure to infected 
foodstuffs. Food safety is maintained at the levels of households, markets, food 
establishments, and food production centers. Individual family member’s concern is relevant 
in the consumption of hygienic food. This depends on various factors, with income and 
awareness to hygiene being the major ones. The Ministry of Health, with its branches at 
regional level, undertakes the responsibility of accounting for the safety of food that is for 
public use. The food processing factories and public food establishments are inspected by 
MOH staff trained to evaluate the hygienic conditions of food processing and production. 

The promotion of hygiene education at household level is one key intervention for the 
improvement of food hygiene. If mothers are well oriented in the hygienic handling of food 
sources, potential disease transmission and diarrhea, in particular, can be significantly 
reduced. The health extension service potentially can bring major changes in the protection of 
food to safeguard vulnerable groups of family members from the transmission of food borne 
diseases. 

5.4. Strategies and Programs 

5.4.1. Policies 

The Ethiopian Health Sector Development Program (HSDP) is a 20-years effort to 
achieve universal access to essential primary health care services by 2017. Based on the 
concept of the Sector Wide Approach to Development (SWAP), the overall objective of the 
Ethiopian HSDP is to improve the health status of the population, resulting in increasing the 
productivity of the population, decrease household expenditures on health, increasing 
opportunities for the productive investment of these resources, contribute to the alleviation of 
poverty, and support socioeconomic development. 

The formulation and implementation of a food and nutrition policy was recommended 
at the evaluation of the HSDP-I that categorized nutrition as a crosscutting issue (MOH 
2003a). Actually, the Family Health Department of the MOH had drafted a “National 
Nutrition Policy” in 2003 for the purpose of discussion (MOH 2003b). The draft policy was 
meant to be a framework for demonstrating nutrition as a crosscutting issue involving key 
stakeholders working in many different sectors and development programs. As a policy 
evolving within the context of the country’s Sustainable Development Poverty Reduction 
Program (SDPRP), it was intended to guide the formulation of programs that effectively 
address the causes of malnutrition through a harmonized and coordinated approach. 
Coordination in the field of nutrition seems not yet well organized. A nutrition unit has also 
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been established at the Federal level, though it has not been institutionalized at the lower 
levels of the health system. 

In addition to the components in HSDP-I, the main emphasis of HSDP-II, the formal 
evaluation of which is still pending, was the accelerated expansion of primary health care 
facilities (2004-08). This aims to accelerate physical infrastructure expansion as a base for 
improving and expanding basic health care services to rural Ethiopia and enhance the health 
care system inputs towards the achievement of the MDGs (MOH 2005b). 

During the preparation of HSDP-III, the responsibility of making adequate nutrition 
available to the population has been considered as being the role of the Agricultural and Rural 
Development Sector (MOH 2005c). The Health Sector’s role in this regard has been defined 
to be enhancing good nutritional practice through health education and treatment of severely 
malnourished children, in addition to the prevention of nutritional health problems through 
provision of micronutrients to the vulnerable group of the population (mothers and children). 

The Federal Ministry of Health has developed a guideline for what Essential Nutrition 
Actions (ENA) should be taken in the health as well as the other key sectors (such as 
agriculture) that impact nutrition. Accordingly, in addition to agricultural sector interventions 
to address overall food security, health sector actions to address malnutrition need to focus on 
infant feeding as well as nutritional improvements for adolescent girls and women of 
reproductive age. 

The key interventions for addressing the problems of malnutrition that are outlined 
within the Child Survival Strategy are categorized into preventive and promotive and are 
targeted towards dealing with specific maternal and child health problems (MOH 2004e). 
These include measures targeting pneumonia, neonatal conditions such as low-birth weight, 
sepsis and asphyxia, diarrhea, and malnutrition in general. 

More specifically, the Child Survival Strategy has also outlined the detailed nutrition 
related activities to be performed at each of the various levels of health institutions. 
Accordingly, health extension workers are expected to promote exclusive breastfeeding, 
improved family practices on complementary feeding, assess and monitor the feeding of 
children, carry out growth monitoring and nutritional advice, and provide and record Vitamin 
A supplements to children at six-monthly intervals from the age of six months to 59 months. 
This may be done through EPI or other child health outreach or through twice-yearly 
dedicated outreach programs. 

At the Primary Health Care level, the health sector intervention with regard to 
nutrition is the package of services referred to as Essential Nutrition Action (ENA) that is 
designed as integral part of the Child Survival interventions. The ENA focuses on promoting 
seven clusters of nutrition behaviors that have been empirically proven to reduce morbidity 
and mortality. Health Centers are expected to promote exclusive breastfeeding through 
antenatal and postnatal care, provide feeding assessment, supervise and support community 
and health post staff in all aspects of nutrition, and provide practical basic training and 
continuing support for HEWs in nutritional assessment and advice. Additionally, health centre 
staff is to provide IMCI and ENA training for Health Centre staff, support the community 
outreach sessions, provide Vitamin A supplementation through EPI and other child contacts, 
and promote exclusive breastfeeding through antenatal and postnatal care. 

District hospitals, on the other hand, are expected to promote exclusive breastfeeding 
through antenatal and postnatal care, fulfill requirements for the Baby Friendly Hospital 
Initiative, provide HEW training, and provide IMCI and ENA training for Health Centre staff. 
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5.4.2. Programs and projects 

5.4.2.1. The Health Extension Program (HEP) 

The FHD at the MOH is involved in facilitating the mobilization of resources for the 
implementation of the HEP. So far, about 2,500 HEP agents have been trained and deployed. 
Another 6000 to 7000 candidates are already enrolled in HEP training institutions. It is too 
early to say anything about implementation of the HEP. However, some gaps have already 
been identified in the training of the HEP agents, especially concerning the nutrition training. 
To this effect, additional reference materials have been developed to supplement the nutrition 
training modules used in the HEP training. The trainers are also targeted with specific training 
to improve their performance. The training modules used in the HEP are considered live 
documents that can be improved progressively. 

5.4.2.2.  Enhanced Outreach Strategy (EOS) for child survival interventions. 
The Enhanced Outreach Strategy, which is believed to be an essential bridge for the 

HSDP has been recently launched in 325 drought-affected districts. This strategy incorporates 
Vitamin A supplementation and nutritional screening for therapeutic feeding of the severely 
malnourished children among its key components. 

5.4.2.3. Nutrition programs and guidelines 

Even though there are occasional food demonstration sessions, nutrition education, 
and feeding centre activities carried out in some regions, coordination in the field of nutrition 
seems not yet well organized. 

The Family Health Department of the Ministry of Health has developed a National 
Strategy for Infant and Young Child Feeding (IYCF), as well as a treatment guideline for 
micronutrient deficiencies (MOH 2004d). It has also developed a guideline for what Essential 
Nutrition Actions (ENA) should be undertaken for impacting nutrition. The ENA targets 
infant and young children under the age of two years, as well as women of reproductive age 
as main beneficiaries. The ENA, which can use the health services as their entry points, 
include promotion of optimal breastfeeding as well as complementary feeding at six months, 
nutritional care of sick children during and after illness; improving women’s nutrition, 
controlling anemia, Vitamin-A and iodine deficiencies. The National Strategy on 
Micronutrient Deficiency Control, and Management of Severe Malnutrition guidelines have 
been prepared and distributed for utilization. 

5.4.2.4. NGO and private sector health activities. 
UNICEF has been the most active on nutrition issues among the multi-lateral NGOs 

operating in the country. Recently, it has donated salt iodizing machines that have been 
distributed to Ethiopian Salt Producer’s Association for universal salt iodization. 

NGOs like Goal, Save the Children Fund (USA), and the World Food Programme are 
engaged in the provision of food aid during emergencies and the rehabilitation phase after 
emergencies. They are also involved in human resource capacity building and developmental 
activities related to food production and utilization. 

5.4.3. Broad evaluation of the nutrition oriented strategies and programs. 

As nutrition policy and program options should be based on a generally accepted, 
research-proven, conceptual framework that has been tested in an appropriate environment, 
strategies to improve nutritional needs should go beyond the  conventional approach of 
providing services through traditional maternal and child health care programs. Instead, a 
more comprehensive life cycle approach is needed that addresses all the factors within the 
conceptual framework. Currently, there is an emerging consensus  that health and nutritional 
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programs that are implemented well before a woman becomes pregnant within a life cycle 
perspective  will have a long-term beneficial effect on both the mother and the child (Mara & 
Nestel 2000).  

Other relevant health sector related issues include prevention and management of  

unwanted pregnancies and management of abortion services by improving access to birth-
spacing information and services, including counseling, education, and family planning; 
expanded health and nutritional services for non-pregnant women, including adolescents; 
enhanced maternity care that is effective, affordable, accessible, and acceptable and that 
includes prenatal health and nutritional services, safe delivery, and postpartum care; and 
extended nutritional assistance to vulnerable female groups  to improve overall nutritional 
status, including supplementary feeding, micronutrient supplements, and food fortification.  

Nutritional programs should also be carried out at kindergartens and elementary 
schools. The promotion of optimal nutrition in girls during childhood is a sound strategy for 
affecting female nutrition because it  can result in a build up of the nutritional reserves that are 
needed during periods of increased nutritional demand, including the  adolescent growth spurt, 
pregnancy, and lactation. 

Policies and actions that enhance the decision-making roles of females at household 
and community levels, as well as those intended to improve nutrition in the entire household 
(e.g., increased crop yields, higher income, food price subsidies, better nutrition knowledge, 
and food fortification) should be advocated. 

5.5. Conclusions and Recommendations  

5.5.1. Conclusions  

Malnutrition is one the major health problems affecting mothers and children in 
Ethiopia. Drought and food shortages chronically affect a considerable proportion of the 
country’s population. Micronutrient deficiencies are rampant due to inappropriate nutritional 
practices. 

In addition to prevailing food shortages, maternal and child health care practices, 
distribution of food within households, infant and child care and feeding practices make 
children and women of childbearing age particularly vulnerable to nutritional problems. The 
fact that these problems are, in turn, most often complicated with infections and other diseases 
that result from lack of adequate water and proper sanitation, make the stakes within the 
health sector very high in terms of both having the necessary resources and accessing the 
target groups for the required interventions to improve nutrition.  

The fact that there is a clear relationship between nutrition and HIV/AIDS is also 
noteworthy, as Ethiopia is severely affected by the epidemic. Poor nutrition increases the 
heightened susceptibility of HIV-infected persons to illness and secondary infection. 
Improved nutrition slows the progression of HIV to AIDS and may affect transmission of 
HIV. Mother-to-child transmission during pregnancy, labor, and breastfeeding causes almost 
all new HIV infections among children. 

The major undertaking of the health sector is the HSDP. HSDP-III is going to be 
launched during 2005/6. Among the most important components of HSDP-III are the Health 
Service Extension Program (HSEP), the Accelerated Expansion of PHC Facilities, and the 
Child Survival and Maternal Mortality Reduction initiatives. At decentralized levels, 
Regional Health Bureaus are involved in nutrition service provision, while the Disaster 
Prevention and Preparedness Bureaus (DPPB) are responsible for food security issues at 
regional level. Nutrition services mainly deal with feeding and rehabilitating malnourished 
children in times of emergencies. DPPBs mobilize food resources, the delivery of which is 
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made by NGOs for the affected children. Women, Water Resources, and other sectoral 
Bureaus are also involved in various issues that address the health of women and children. 

Health Centers are involved in the handling of severely and moderately malnourished 
children by using Community Therapeutic Care (CTC) for admitted children, and Outpatient 
Therapeutic Care (OTC) for those who are at a rehabilitation phase. Health extension 
workers, home agents, and DAs are frontline workers at village level to make first contact 
with households. These community-based workers manage nutrition education, food 
handling, and food production. 

Integrating efforts that target vulnerable mothers and children is one key area of 
concern. While at regional level the Bureau of Agriculture and Rural Development 
coordinates the efforts of food security and nutritional matters, sectoral approaches 
predominates at more local levels. Making links between activities of the various sectors is an 
important area needing immediate attention. Some kind of sustainable mechanism to 
institutionalize nutrition activities at both regional and woreda levels is needed to bring 
changes in the nutritional status of children and women. 

Currently, there is no agency responsible for setting and monitoring malnutrition 
related indicators in Ethiopia. The former Ethiopian Nutrition Institute is currently 
restructured within the Ethiopian Health and Nutrition Research Institute. With its limited 
resources, the team is mainly involved in conducting basic research with inadequate emphasis 
to operational issues. 

Human resource development in nutrition is weak at country level and nutrition 
services are not well institutionalized and are poorly managed at both central and local levels. 
The responsibilities of sectoral offices in nutritional matters are not well defined or 
institutionalized. 

5.5.2. Recommendations  

Based on the analysis and conclusions made above, the following recommendations 
are put forth: 

1) As the Health Service Extension Program is the major vehicle for the implementation 
of the HSDP in its third phase, it is critical to create adequate links between this 
program and nutrition and food security issues in order to increase the population’s 
access to preventative health services that also reduce levels of children’s 
malnutrition and morbidity and mortality; 

2) There should be mechanisms for instituting a strong continuing education and 
retraining component within the HEP on issues including nutrition;  

3) Appropriate nutrition surveillance and early warning system should be established at 
regional and district levels for mounting appropriate responses as and when required; 

4) Nutrition information systems need to be established both in key sectors and, more 
importantly, at national level, and harmonized with the activities that monitor the 
implementation of SDPRP and MDG related activities; 

5) Coordination should be established between this system and the various emergency 
related nutritional activities. Similarly, coordination is needed between the various 
sectors in order to clearly define their responsibilities and accountabilities for 
nutrition actions; 

6) The development of a strong nutrition training program within the university system 
should be realized for producing the needed manpower for advocating and 
implementing nutrition and food security interventions; 
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7) A mechanism should be developed to define and institutionalize the integration in a 
sustainable manner activities related to food security with nutrition services; 

8) Programs should be developed within the education sector on nutrition. This includes 
nutrition courses for primary and secondary schools, as well as school-lunch 
programs in kindergartens and day care centers; 

9) The coverage of Essential Nutrition Actions Program should be extended and 
integrated with family planning, reproductive health, IMCI and HIV/AIDS related 
activities; 

10) A mechanism should be established for the education of mothers and all household 
members for bringing about behavioral changes in understanding and managing 
nutritional activities; and 

11) Research programs should also be developed for effective monitoring of the extent 
and the progress in the control of the nutrition problems with capacity building for 
continued in-depth and applied nutrition related studies. 
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CHAPTER 6: INSTITUTIONAL FRAMEWORK OF NUTRITION 

INTERVENTIONS IN ETHIOPIA 

Eleonora Genovese, MPH, MA 
Health, Nutrition, and Population 
The World Bank – Addis Ababa 

At present, many government programs that include nutrition activities could utilize 
the National Nutrition Strategy to enhance their contributions to reducing the prevalence of 
malnutrition in the country. The NNS provides an opportunity to strengthen existing programs 
and create synergies across programs to improve nutritional outcomes broadly. 

Fragmentation and lack of clear leadership are major characteristics of nutrition 
interventions in Ethiopia. Various actors conduct some nutrition actions in a piecemeal 
fashion, but a comprehensive strategy and service delivery framework to address the multiple 
dimensions of nutrition needs is lacking. This lack of systematic and comprehensive 
interventions results in limited coverage and impact, both in quantitative and qualitative 
terms. The matrix in Table 6.1 illustrates this dispersion in interventions and the limited 
distribution of roles and mandates.  

The lack of integration, apparent in the matrix, leads to missed opportunities, as 
actions do not create synergy and, therefore, results do not accumulate to produce a 
substantial and durable impact on the population’s nutrition and health status. Lack of policy 
and the resultant absence of defined roles for those involved in nutrition results in a focus on 
service delivery, while essential functions such as policy definition, coordination, and quality 
assurance remain largely deficient. A number of actors are de facto involved in policy-making 
and service package definition, but this is done in an ad hoc manner. There is limited 
communication and even less collaboration among them, inevitably resulting in sketchy and 
uncoordinated actions. Furthermore, there is little or no capitalization of experiences and 
sharing of lessons learnt, preventing nutrition actors in Ethiopia from advancing successful 
interventions. 

Table 6.1: Matrix of distribution of roles across actors involved in nutrition interventions in 
Ethiopia. 

 
Policy 
Making 

Service 
Package 
Definition 

Service 
Delivery 

Coordi-
nation 

Quality 
Assurance 

Ministry of Agriculture and 
Rural Development 

     

Ministry of Health      

Disaster Prevention and 
Preparedness Commission 

     

Non-governmental 
organizations 

     

United Nations 
organizations 

     

Source: Devised by author. 
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6.1. Nutrition Actors  

Nutrition interventions in Ethiopia are carried out by a number of actors including 
ministries, state bureaus, non-governmental organizations, and international development 
agencies. This shows that there is a lack of a recognized institution within the government 
sector for coordinating nutrition interventions either within or outside of government.  

Nutritional activities within government are primarily dispersed across the 
Ministry of Health, the Ministry of Agriculture and Rural Development, and the Disaster 
Prevention and Preparedness Commission (DPPC) at federal level and the respective sectoral 
bureaus at regional level. There is limited coordination among the three bodies, despite 
evident potential for synergy. Government programs attempt either to cover all of the national 
territory or to concentrate in the most heavily populated regions of Oromiya, Amhara, Tigray, 
and SNNP. Summaries of activities within these three federal level sectors are provided in 
Table 6.2. (Table 6.6 contains a more detailed, but non-exhaustive overview of nutrition 

Table 6.2: Overview of federal-level sectors working on nutrition issues in Ethiopia. 

Ministry of 
Health 

The MOH has traditionally dealt with curative nutrition. Nonetheless, a number of more 
comprehensive programs have been introduced recently. 
In 2003, the Essential Nutrition Actions (ENA) strategy was adopted by the Ministry as 
its nutrition strategy. However, it has yet to be implemented. Training on ENA has begun 
among health managers in regional health bureaus, with training planned for Health 
Extension Agents (HEA). The capacity of HEAs in nutrition is low, due to minimal 
nutrition content in their training curricula and limited practical training. 
The Enhanced Outreach Strategy was conceived as a temporary measure to bridge to 
the full deployment of HEAs. The EOS concentrates on: (i) bi-annual screening of acute 
malnutrition in children under five, (ii) vitamin A supplementation, deworming, and 
provision of health and nutrition messages, and (iii) referral of acutely malnourished 
children for supplementary feeding in collaboration with DPPC and the World Food 
Programme. 
In 2002, the MOH adopted the Integrated Management of Childhood Illnesses (IMCI) 
strategy. However, the community-based modules (C-IMCI) have only been 
implemented on a pilot basis. Furthermore, C-IMCI includes nutrition interventions in a 
rather limited way. 
The Nutrition unit of the MOH, under the Family Health Department, could play a larger 
role in community-oriented nutrition activities, but it currently lacks resources and 
empowerment. 

Ministry of 
Agriculture 

and Rural 
Development 

The Food Security Bureau of MOARD has not addressed nutrition beyond its production 
and food aid dimensions. However, two large-scale interventions have potential for 
improving nutrition. 
The Child Growth Promotion component of the Food Security Project (FSP) is currently 
starting growth monitoring and counseling for children under two. Through Kebele 
Development Committees, community volunteers are to link with formal health services, 
discuss solutions to malnutrition determinants in the community, and, in taking action, 
link with the asset building and income generation components of the FSP in their 
communities. 
The Productive Safety Nets Program (PSNP) is intended to enhance productivity while 
delivering cash transfers or food aid. Nutrition is not an explicit component of the PSNP. 
However, some implementing agencies (NGOs) also provide health and nutrition 
education for participating women. This approach should be extended to the entire 
program. 

Disaster 
Prevention & 

Preparedness 
Commission 

The DPPC has developed an emergency response system that mainly focuses on 
logistics, with little consideration of nutrition. Cross-sectional data collection and 
management are intended to trigger responses to emergencies (mainly food distribution) 
in coordination with the MOH and NGOs. The Early Warning Department plans to adopt 
a greater focus on nutrition through UNICEF support. 

Source: Compiled by author. 
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interventions in Ethiopia, including those carried out by government bodies.) 

The Nutrition unit of the MOH (part of the Family Health Department) lacks 
resources and empowerment, with limited opportunity to improve nutrition. Most nutrition 
activities are included within the broader scope of child survival, health promotion, or 
micronutrient deficiencies control. On the other hand, the more visible Food Security Bureau 
of the MOARD has failed to address nutrition beyond production and food aid dimensions. 
The DPPC has developed over the years an emergency response system that mainly focuses 
on logistics, with little or no understanding of nutrition. No comprehensive framework for 
nutrition encompassing promotive, preventive, and curative needs exists in the country.  

Within the non-governmental sector, a number of national and international NGOs 
implement small-scale nutrition activities through self-standing nutrition projects or nutrition 
components of health or food security projects. Their activities cover both preventive and 
curative needs. As in the state sector, there is limited coordination and integration across the 
various projects, although a number address nutrition in line with existing health services and 
food security strategies. Bi-lateral and multila teral UN agencies are supportive of nutritional 
programs implemented by both government and NGOs. Additional details on the nutrition 
activities of these non-governmental bodies are provided in Table 6.3. (Table 6.6 contains a 
non-exhaustive overview of nutrition interventions in Ethiopia, including those carried out by 
government bodies.) 

Table 6.3: Overview of selected non-governmental organizations working on nutrition issues 
in Ethiopia. 

CARE CARE is implementing the Essential Nutrition Actions and micronutrient projects as part 
of the MICAH network (see World Vision below). The aim is to reduce both protein and 
micronutrient malnutrition in women and children under 15 through cost-effective 
interventions – Vitamin A and iron/folic acid supplementation, deworming, and food 
diversification. CARE also implements emergency relief activities including nutritional 
surveillance, food distribution, and community therapeutic centers for under-fives and 
other vulnerable groups. 

Concern Concern manages community therapeutic centers for the severely malnourished. 
Treatment protocols include distribution of ready-to-use therapeutic food, supplementary 
feeding through outpatient therapeutic program, and nutritional surveillance. 

Essential 
Services for 

Health in 
Ethiopia  

The focus of the ESHE project is on child survival and health system strengthening. It 
supports government health service efforts to develop a cadre of community health 
promoters. Plans are in place for introducing community nutrition volunteers. 

FAO, UNICEF, 
& Belgian 

Survival Fund 

The ’Improving Nutrition and Household Food Security’ project is in several food 
insecure woredas in Amhara, Tigray and Oromia. Among the objectives are to improve 
nutrition through food-based approaches and enhancing access to sanitation and safe 
water. This is being done in a community-led manner. 

GOAL GOAL recently began managing community therapeutic centers to treat acute 
malnutrition, as well as working to build capacity of formal health institutions for the 
prevention and treatment of malnutrition. 

Linkages Linkages is a technical NGO collaborating with government and non-government 
agencies to conduct advocacy and training on the Essential Nutrition Actions. Its 
emphasis has been in working with and strengthening the capacity of local partners 
throughout the national health system, particularly through an extensive training program 
built on a Training-of-Trainers (TOT) model. 

Micronutrient 
Initiative 

The Micronutrient Initiative is a technical agency that provides advisory services and 
supports financing for the procurement and distribution of micronutrient supplements 
and fortificants, with a focus on vitamin A and salt iodization. 
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Médecins 
Sans 

Frontières 

The nutrition activities of the five national MSF sections present in Ethiopia mainly focus 
on small-scale therapeutic nutrition care. This includes screening for acute malnutrition 
through mobile clinics where no formal health facility is available, community therapeutic 
feeding, and blanket distribution of food and farming tools. 

Relief Society 
of Tigray 

REST is implementing a community-based health care promotion in partnership with the 
formal health services. This is based on six contact points with the health services and 
on bringing services into the community through monthly outreach. It also conducts child 
growth promotion. Supplementary feeding is used for demonstration and consists of the 
provision of a monthly ration of FAFFA corn and soya blend. 

Save the 
Children Fund 

USA 

Save the Children Fund (US) implements community-based therapeutic care including 
supplementary feeding, an outreach therapeutic program, community outreach health 
education, measles vaccination, and sick child consultation through community 
volunteers and formal health staff. 

World Vision World Vision has led the implementation of the Micronutrient and Health (MICAH) 
network in Ethiopia, in coordination with five other NGOs. MICAH focuses on: 
§ vitamin A supplements to children from 6 months to 14 years of age;  
§ iron and folic acid supplementation for pregnant and lactating women;  
§ deworming;  
§ a revolving scheme for iodized salt;  
§ dietary diversification through an inputs distribution program to communities through 

the Rural Development Office; and 
§ primary health care. 
Steering committees involved in planning and monitoring & evaluation have been 
established at each project site. Members include staff of line ministries and the woreda 
or kebele adm inistration and community members. 

Source: Compiled by author. 
 

Children under five and pregnant and lactating women are the target groups for most 
interventions. A few interventions specifically target adolescent girls as well or focus 
exclusively on the under-two age cohort. Food aid and poverty reduction interventions 
generally target food insecure woredas or households, regardless of age cohort or life cycle 
stage of the recipients. In contrast to the national or regional scope of government nutrition 
programs, NGO projects tend to be less extensive, being localized in a few woredas or health 
zones, most often in Oromiya and Amhara; very few initiatives cover the more peripheral 
lowland and pastoral regions. 

Most of the non-governmental interventions are implemented through or in 
coordination with formal health services (both facility-based and health extension workers), 
food security programs, or emergency food aid and related services. Many interventions use 
various types of community volunteers. However, there is little supervision or coordination of 
volunteers across related initiatives. Moreover, the relationship between the nutrition projects 
of NGOs and local formal health services is often problematic. Most notably, NGOs often 
provide incentives to the formal health services staff for support. While this may be needed 
realistically, it likely is unsustainable and may create negative externalities and increased 
costs when local staff of the formal health services perceives NGO support to attaining 
improved nutritional outcomes, not as a complement to their existing tasks, but as an 
additional activity for which remuneration is needed. 

A wide variety of training and IEC materials has been developed by both government 
and non-government bodies. With regard to training, there is little joint planning and 
coordination on training needs across agencies, little harmonization of training curricula and 
methodologies, and little follow up of trainees (especially community volunteers). With 
insufficient coordination and supervision, the impact of the training provided is only partial. 



167 

6.2. Challenges and Lessons Learnt from Current Nutrition Interventions  

Although poorly coordinated, current and past nutrition interventions in Ethiopia have 
often achieved valuable results and introduced alternative approaches to addressing 
malnutrition. There is considerable potential for higher impact. Such impact can be achieved 
if the challenges faced by nutrition programs are clearly defined and lessons are learned from 
past efforts. Table 6.4 below presents a synopsis of the challenges identified, whereas Table 
6.5 discusses some of the lessons learned by implementers of past and current efforts to 
address malnutrition in the country. The information in these tables was gathered through an 
extensive set of interviews with agencies involved in nutritional activities across Ethiopia. 
These interviews were conducted as part of the National Nutrition Strategy formulation 
process. 

Table 6.4: Challenges to effective and sustainable efforts to reduce malnutrition in Ethiopia. 

Policy  The lack of a nutrition policy framework and poor definition of mandates and 
responsibilities across actors is seen as  the most important challenge. Fragmentation 
and limited communication across interventions further limits impact on nutrition. A body 
mandated for coordination, technical advice, research, training, and the design of 
educational material was identified as  an important component of solving current 
limitations. The hierarchical nature of government structures was also noted as 
contributing to limited communication and, more importantly, the limited sharing of 
experiences from across the country from community and kebele levels to federal level. 
As a reflection of limited commitments to nutrition, financial resource constraints were 
also reported as being a significant barrier to effective action to reduce malnutrition. 

Expertise  A very small number of nutrition professionals exist in the country both at federal and 
regional level. At local levels where household and community-level activities take place, 
the shortage of trained professionals in nutrition is especially dire. 

Supervision & 
coordination 

In the absence of a national body mandated to provide leadership for nutrition activities, 
actors tend to define their own nutrition intervention packages and to implement them 
with limited supervision and coordination. 

Synergy Synergy between nutrition activities implemented by different agencies is difficult without 
a clear coordination mechanism to harmonize and integrate approaches and 
interventions. 

Budget Due principally to a lack of mainstreaming of nutrition in the national development 
agenda, only limited resources are made available for nutrition activities. Budget 
constraints result in shortfalls in material supplies, workers, training, supervision, and 
monitoring & evaluation. 

Sustainability Many factors including inadequate funding and participation, poor performance, and 
limited ownership hinder sustainability. Solutions include community participation 
(through decision-making and training) and investing in capacity building (knowledge 
transfer). 

Outreach Outreach is limited, although significant efforts are being made through health extension 
and child growth promotion activities. Existing NGO community-based projects are small 
scale but provide some positive experiences that could be scaled up. 

Peripheral 
areas 

There has been limited interest in the peripheral, lowland regions, resulting in a 
systematic neglect of the nutritional well-being of many in the population resident in 
those zones. 

Source: Compiled by author. 
 

The principal challenges noted in Table 6.4 fall into three broad categories – 
prioritizing malnutrition as a development problem so the proportionate resource allocations 
are made, filling capacity gaps, and providing institutional management of the cross-sectoral 
efforts needed to effectively address malnutrition. These challenges should be targeted by the 
NNS. However, they also serve as a set of key conditions that must be met in the near-term 
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before a broader set of programs proposed under the NNS can achieve success and 
substantial, sustained reductions in the prevalence of malnutrition are achieved in Ethiopia. 

Table 6.5: Lessons learned from past and current efforts to reduce malnutrition in Ethiopia. 

Integration and 
focus on 
nutrition 

Integrated and nutrition-focused interventions result in impact on household-level 
nutritional status. Conversely, fragmented interventions have limited or no impact 
relative to the investment necessary to implement them.  

Institutional 
framework 

A coordination mechanism is necessary to create and sustain synergy across sectors 
and coordination among actors. However, this should be done through relatively simple 
and flexible procedures. 

Multi-
sectoriality 

No single sector can comprehensively address all nutrition needs. Nutrition interventions 
need to be integrated across health, agriculture, education, infrastructure, and several 
other sectors and agencies. In particular, nutrition should not be “medicalized”, as this 
will provide only a partial response to the problem and res ult in limited impact. 
Multi-sectoral approaches are needed to enable simultaneous efforts to address the 
health, caring, and food security underlying determinants of improved nutrition. Separate 
vertical programs, while valuable from a limited sectoral perspective, are unlikely to lead 
to sustainable, significant improvements in nutrition. 

Community-
based action 

Services should be brought within the communities through outreach and be 
implemented by community members. Nutrition action is mostly knowledge-based. Such 
knowledge should be durably disseminated to improve home-based care. 
Nutrition programs should be developed based on a context-dependent analysis that 
identifies the priority problems and their immediate, underlying, and basic causes. 
Communities should be involved in decision-making, implementation, and oversight of 
actions, and be empowered through training and poverty-reduction activities. 

Implementing 
agencies 

NGOs can implement decentralized nutrition activities. However, an adequate 
coordination and supervisory framework should be established to provide oversight 
across the various activities of the NGOs involved. 

Supervision Any training on nutrition interventions needs to be followed up by on-the-job training or 
mentoring. Supportive supervision within the health system is also important to ensure 
that knowledge and skills are translated into improved service delivery. 

Child growth 
promotion 

Child growth monitoring and promotion is a key element to ensure that timely corrective 
action can be taken to prevent infants and young children from become stunted in their 
growth, both physically and mentally. Moreover, regular monitoring can be an effective 
entry point for nutrition education, as well as other public health activities. 

Essential 
Nutrition 
Actions 

The ENA approach is accepted by all partners. It is a simple approach that is relatively 
compatible with the technical capacity in place. 

Micronutrients Micronutrient interventions should be integrated with food security interventions to a 
larger degree than is presently the case, including through the development of 
gardening and livestock and poultry enterprises. Diet diversification activities can make a 
significant contribution towards the prevention of micronutrient malnutrition. 

Food aid Food aid can be part of an adequate response to nutrition needs in Ethiopia, especially 
during drought or other emergencies, as long as its provision is appropriately targeted 
and implemented. However, food aid should not be perceived as the solution to 
malnutrition. The focus in this addressing malnutrition in Ethiopia must be on nutrition 
promotion and growth monitoring, which are less visible but have higher and more 
sustainable impact than does food aid distribution. 

Poverty It is essential to target vulnerable groups and link nutrition activities to income 
generation. Nutrition needs can be addressed through knowledge, but it is critically 
important that such improvements in knowledge be complemented by increasing food 
security, improving production, and increasing the available resources and assets in a 
household in general. 
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Training Post-secondary training is needed to create a critical mass of nutrition professionals in 
the country. 

Curative 
nutrition 

Therapeutic feeding centers often fail to treat severely malnourished children. Moreover, 
children at such centers are exposed to new diseases, placing an additional burden on 
their caregivers. Community therapeutic centers, by contrast, have simple protocols: 
drugs and dietary treatment. They also allow for the prevision of health education to 
mothers. 

Source: Compiled by author. 
 

As described in Table 6.5, it is clear that the lessons learned from the many efforts to 
address malnutrition in Ethiopia, as well as lessons learned from elsewhere, have provided a 
relatively solid understanding of what needs to be done to sustainably reduce malnutrition. 
Nutrition can be improved and we know the success factors required. 

Setting aside much of the technical detail of what must be done to combat 
malnutrition, among the practical considerations that we can draw from all of this evidence is 
that people, including people who are poor, must develop themselves. They are key actors in 
their own development. They must be able to make real choices in doing so. Community-led 
efforts are critically important. Services should be brought within the communities through 
outreach and be implemented by community members. Communities should be involved in 
decision-making and in implementing actions and should be empowered through training and 
poverty reduction actions. Local leaders should be involved in nutrition activity supervision in 
order to increase ownership, to promote community participation, and to build an 
understanding of nutrition as a development problem. However, we should also be cautious of 
both pure top-down and bottom-up approaches. An appropriate mix of both approaches is 
required. 

However, past and current nutrition activities in Ethiopia, while many may have been 
or are locally successful, have not enjoyed the degree of success that the problem of 
malnutrition in the country demands. There are important complementarities between 
nutrition actors, programs, and sectors that must be exploited. Opportunities exist for 
coordinating, scaling-up, and maximizing outputs from existing programs and investments 
and extending those activities. These must be fully exploited. The National Nutrition Strategy 
provides an important element for the promotion of such coordinated direct action and for 
ensuring that where there are gaps in the interventions undertaken – whether human, 
financial, or institutional – these gaps are effectively filled in a timely manner. Only if this is 
done can we expect significant and sustained reductions in the numbers of malnourished 
people in Ethiopia. 

6.3. Detailed Overview of Nutrition Interventions in Ethiopia 

The set of tables below contains a non-exhaustive of nutrition interventions carried 
out by the government, international development, agencies, and NGOs in Ethiopia. A 
summary of some of this information was presented earlier in Table 6.2 and Table 6.3. Here 
more detail is provided.
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Table 6.6: Overview of nutrition interventions in Ethiopia – government, international 
development agencies, NGOs. 

Agency Nutrition Unit, Family Health Department, Ministry of Health 

Intervention Essential Nutrition Actions (in Child Survival Strategy and Health Extension Package) 

Timeframe Since 2004 

Main areas Health facility and community-based child nutrition  

Objectives Address the main causes of child mortality including malnutrition 

Activities Based on 6 contact points with health services.  
1) Antenatal clinics (ANC): tetanus toxoid (TT), breast-feeding (BF) counseling, iron/folic 

acid supplementation, anti-malarials, diet counseling, monitoring of risk signs, family 
planning (FP), sexually-transmitted infections (STI) prevention, promotion of use of 
iodized salt; 

2) Labor and delivery: safe delivery.  
3) Perinatal clinics: health and nutrition education, BF counseling, Vitamin A, iron, and folic 

acid supplementation.  
4) Child vaccinations. 
5) Well baby clinics: growth monitoring, breastfeeding and complementary food promotion, 

feeding during & after illness, de-worming, micronutrient supplementation.  
Currently there is no Child Growth Monitoring program – the child is weighed only if he or 
she comes to health system. However, there is no follow up, i.e. any actual monitoring 
monitor growth.  

6) Sick child consultation: nutrition counseling for the moderately malnourished. Referral to 
therapeutic feeding center or community therapeutic center for acutely malnourished 
children. 

Target Women and children under 5 

Sites National 

Roles definition 1) Health Extension Agents - their training only minimally covers nutrition, but additional 
reference material and training is planned. 

2) Regular health system staff. 
3) Community health promoters will be recruited to support HEAs (now in C-IMCI). 

Partners UNICEF, USAID, Linkages, WFP 

Training By UNICEF and Linkages  

Tools 
developed 

Training of Trainers (TOT) for program managers of Health Bureaus at regional level. 
Linkages provided pre and in-service training on ENA and BCC. 

Challenges Policy: Nutrition does not receive attention it deserves. Advocacy in the past to develop 
nutrition strategy, but failed due to competing priorities and misconception on nutrition.  
Training: All regions have trained program managers and are now training health 
professionals. Some coordination with IMCI unit but there no integration, no joint training.  

Sustainability Limited capacity in severe malnutrition management. 

Lessons learnt Post-secondary nutrition training needed at regional level. Gondar, Awasa, Mekele, and 
Jimma universities recently started curricula. The Ethiopian Health and Nutrition Institute is 
increasing its participation. However, there is dire shortage of professionals at woreda level. 
Agriculture Extension Workers cannot provide nutrition-specific work over and above other 
major assigned tasks . Need for advocacy to increase specialized human resources in 
nutrition. 
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Table 6.6: (continued) 

Agency Nutrition Unit, Family Health Department, Ministry of Health 

Intervention Enhanced Outreach Strategy 

Timeframe Apr. 2004-2007 

Main areas Child survival 

Objectives Enhance child survival by reducing mortality and morbidity 

Activities • Information, education, and communication (IEC) on hygiene promotion, health, and 
nutrition.  

• Deworming.  
• Vaccination: measles vaccination (missed opportunities),  

• Vitamin A supplementation.  

• Malaria prevention and bed net distribution.  
• HIV prevention.  

• Nutritional surveillance: screening for acute malnutrition.  
• Food distribution, with referral to selective supplementary feeding and therapeutic 

feeding program for acutely malnourished. 

Target Children 6-59 months, pregnant and lactating women 

Sites Mobile, twice a year 

Roles definition 1) Health extension workers; 
2) Health workers: vaccination and team supervision, deworming; 
3) Support staff 

Partners DPPC, UNICEF, WFP, MOST 

Training Training of Trainers (TOT): micro planning (3 days), cascade (2 days). 

Tools 
developed 

Guidelines manual distributed to trainees  

Challenges • Limited capacity at community level.  
• Quality of screening: increasingly diluted throughout cascade training,  

• Limited supervision and ownership,  

• Heterogeneous implementation quality 

Sustainability Not meant to be sustainable but as a response to drought (2002-2003), high malnutrition 
rates, and transition to HEP. CSP purchased internationally 

Lessons learnt • Training on Vitamin A was inadequate. 
• Nutrition program with outreach strategy is feasible. 

• Innovative approach: referral to feeding program, combination of supplementary 
feeding and health services.  

• Possible negative externalities, e.g. mothers upset when screening is not followed by 
food ration, which may have negative impact on child growth monitoring.  

• Lack of supervision during screening process. 
• Coverage: significant variations, drop in coverage may be explained by limited interest 

of mothers who do not receive food based on malnutrition screening outcome. 
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Table 6.6: (continued) 

Agency Nutrition Unit, Family Health Department, Ministry of Health 

Intervention Micronutrient deficiency control 

Timeframe since 1995 

Main areas Vitamin A, Iodine, Iron 

Objectives Eliminate micronutrient deficiencies  

Activities • Currently conducting baseline survey on the three micronutrient deficiencies.  

• Vitamin A capsule distribution as part of EPI+. Post-partum supplementation within 45 
days from delivery. Child (6-59 months) supplementation campaigns twice a year 
(June and October). Vitamin A food fortification (in stand-by) Assessments conducted 
to identify most effective food vehicle. Production machineries and fortificants 
procured (UNICEF). One sugar factory selected for pilot. Diet diversification: IEC 
brochures and advocacy meetings. Information on Vitamin A included in the HEP 
training module on nutrition.  

• Iron: iron/folic supplementation.  

• Salt iodization: plans underway, 10 machines for fortification (mid-level capacity) 
distributed to factories and training conducted (in Afar with investors association). 
Iodization has started. However, producers complain about market – fear of not 
covering costs. NGOs have offered to buy production. Big producers are ready to start 
fortification in September 2005.  

Target Children under 5 

Sites Vitamin A supplementation is in all of Amhara. This will be extended to Oromia in 
September 2005. 

Roles definition Health personnel (facility-based and Health Extension Agents) 

Partners USAID, UNICEF, MOST (USAID program).  
National micronutrient committee includes membership of Ministry of Trade, Ministry of 
Mines, universities, Ethiopian Quality and Standards Authority, UN agencies, NGOs. 

Training EHNI (quality control) and food factories (and their research centers) trained in 
Guatemala.  

Tools 
developed 

National micronutrition control guidelines for Vitamin A, iodine, and iron. 

Challenges • Vitamin A supplementation: EPI+ covers under-ones, while Vitamin A supplementation 
targets under-fives. More outreach strategies are needed.  

• High rickets prevalence, but vitamin D is not included in strategy.  
• Salt iodization: Until 1992, iodized salt was available through Eritrea. Now using 

Djibouti salt, which is not totally iodized. 

Sustainability Vitamin A fortification: There is no legislation to oblige producers to fortify the foods they 
produce. More legislation and advocacy is needed.  

Lessons learnt • Sugar identified as most effective food vehicle for Vitamin A supplementation, due to 
centralized state-owned production, so it is easier to plan/coordinate/supervise. 

• Poor understanding on food fortification 
• Concerns were raised on costs of fortification of sugar ($0.02/kg) and on consumption 

(a CSA report mentioned that only 50 percent pop especially in urban areas consume 
sugar) so advocacy was conducted by Ministry of Health.  

• Health Extension Package (HEP) has been identified as most cost-effective delivery 
strategy for Vitamin A supplementation. 
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Table 6.6: (continued) 

Agency Family Health Department, Ministry of Health 

Intervention Integrated Management of Childhood Illnesses (IMCI) and Community-IMCI (C-IMCI) 

Timeframe since 2002 (C-IMCI) 

Main areas Treatment 

Objectives Reduce morbidity and mortality from common childhood diseases  

Activities • C-IMCI piloting in two woredas (Wukro in Tigray and Dabat in Amhara).  

• Sick child consultation: training of Health workers to assess common i llnesses.  

• Severe malnutrition cases are referred for appropriate treatment.  
• Feeding counseling and routine vitamin A supplementation. 

Target Children under 5 

Sites IMCI: 10 woredas. C-IMCI: 2 woredas 

Roles definition One trained IMCI worker for every 20 households, IMCI workers will receive regular 
refresher courses. 

Partners UNICEF, WHO 

Training Initial and refresher training. IMCI expansion strategy based on training. 

Tools 
developed 

Training manual 

Challenges • An evaluation of nutrition activities in health centers found that those who receive IMCI 
training are not those who directly work on child health  

• In-service training is 2 weeks long. This requires time and additional costs. Problems 
with government financial regulations have emerged. Training has not been adequate. 

• IMCI training targets diploma health workers. Available training material is not usable 
for lower level health workers. Materials now being adapted. 

• Remote areas have little assistance. Embarking more now on in-service training. 

Sustainability Voluntary work, selected by community. Selection process is slow, then trained. Monthly 
reports, mobilize communities on vaccination and water and sanitation activities. 

Lessons learnt • Considered a success story: indicators have improved, now in an expansion-planning 
phase. Trained 550 community resource people, now trying to scale up. 

• C-IMCI: baseline survey and focus group discussions have been completed on child 
health in order to design interventions. Twenty family and household practices relevant 
for child health have been identified and appropriate messages developed. 
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Table 6.6: (continued) 

Agency Ethiopian Health and Nutrition Research Institute (EHNRI), Ministry of Health 

Intervention Various studies  

Timeframe Merger of 3 institutions since 1995 – former Ethiopian Nutrition Institute existed from 
1952 – 1995.  

Main areas Basic research as opposed to previous basic & applied research 

Objectives To conduct research on diseases of public health importance  
To undertake nutrition research with the view to assess nutritional impact in Ethiopia 
To carry out research on traditionally used drugs & medical practices alongside modern 
drug research thereby supporting activities for health improvement in the country 

Activities Studies: 
• Micronutrient study on deficiency prevalence (especially vitamin A, iodine, iron). 

Undertaken in all regions except Somali region. Results should be ready by end-2005. 

• Completed mother-child health study on breast-feeding and complementary feeding. 
• Maternal malnutrition study now being conducted. 

• Food stud yon technology introduction and diet-related diseases (cardiovascular 
diseases) and food analysis. This is being done in cooperation with food industries. 

• Training: used to conduct training for government officials but then decision taken to 
teach communities, a manual was developed. However, a big gap in training for 
government officials was left. 

Target Communities at various  levels  

Sites Federal level only 

Roles definition A branch of the Ministry of Health 

Partners MOH, MOARD, DPPC, ESTC, ERO,  Universities, UN, NGO, 

Training Training based on request  

Tools 
developed 

Previous ENI training tools  

Challenges Mandate was reduced to research only, due to lack of resources. Work force shortages 
and consequent limited capacity. 

Sustainability Government institution 

Lessons learnt Current EHNRI is the merger of three institutions but the epidemiology of nutrition in 
Ethiopia would require a larger mandate, similar to that of the old ENI. The NNS could 
open a dialogue on re-launching its mandate. 
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Table 6.6: (continued) 

Agency Food Security Bureau, Ministry of Agriculture and Rural Development 

Intervention Productive Safety Nets Program (PSNP) 

Timeframe since 2005 

Main areas Poverty reduction 

Objectives Enhance productivity while delivering cash transfers or food aid. Nutrition is not an 
explicit component of PSNP 

Activities • Safety Net Activities:  
i) Labor-intensive public work to provide grants to households whose adults participate 
in public works.  
ii) Direct support through grants to households who are labor-poor and cannot 
undertake public works. 

• Institutional Support:  
i) capacity building at community level to strengthen beneficiary identification; 
ii) strengthening of local level planning; financial management, procurement, and 
technical training at woreda and regional level to ensure adequate sub-projects design 
and rapid response mechanisms; and 
iii) support to the development of an M&E framework and program Management 
Information System  

Target Chronically food insecure households within food insecure woredas. Beneficiaries 
include: orphans, pregnant and lactating mothers, elderly households, other labor-poor, 
high risk households with sick individuals (such as people living with HIVIAIDS), female-
headed households with young children 

Sites Tigray, Amhara, Oromiya, SNNP, rural Harari and Dire Dawa 

Roles definition Food Security Bureau at regional and woreda levels 

Partners World Bank, USAID, DfID, WFP, DCA, CID A, EU 

Training Training of Trainers system with cascade of training from regional to kebele levels. 

Tools 
developed 

Program Implementation Manual 

Challenges • There may be fragmentation and limited communication across groups, especially 
since safety nets were introduced (a new structure in addition to DPPC). 

• Hierarchical process (region, zone, woreda) implies that there is considerable 
information available, but in a fragmented form because of lack of integration in the 
information system. 

Sustainability Government does not intend for this to be a permanent program. 

Lessons learnt N/A 
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Table 6.6: (continued) 

Agency Food Security Bureau, Ministry of Agriculture and Rural Development 

Intervention Child Growth Promotion - Food Security Project 

Timeframe since 2005 (delayed since 2003) 

Main areas Nutrition promotion 

Objectives Improve nutrition in children under two 

Activities Community-based child growth promotion based on monthly weighing and counseling 
sessions. Animators will also make home-visits, discuss child growth trends with 
community leaders and community members at regular meetings, and prepare reports for 
monitoring, evaluation, and supervision purposes. Community funds are available to 
support child growth and nutrition. The same communities have access to income 
generation and asset creation programs and resources. 

Target Children under 2 

Sites 751 kebeles in 50 woredas in 4 regions (Amhara, Tigray, Oromia, SNNP) 

Roles definition Volunteer Health animators (or Health Promoters in SNNP) will provide information and 
counseling services to caregivers. Target is to have one animator for every 100 to 150 
target households. 

Partners Woreda development committee, Health services through the Nutrition Unit of the 
Federal Ministry of Health and regional and woreda health bureaus. UNICEF, Linkages. 

Training TOT (8 days), Health Animator (30 days), Health Promoters (5 sessions of 2 days each 
at 1 to 2 month intervals). 

Tools 
developed 

Training manual, Family Health message booklet including child growth chart (MOH-
adopted, support from UNICEF), Flip charts (adapted from CRS). 

Challenges Most preparatory activities are underway at federal level, but delays and substantial gaps 
remain at region, woreda, and kebele levels. The planning and implementation structure 
is not yet in place. Capacity and coordination remains to be strengthened across federal, 
regional, woreda, and kebele levels before CGP can start. 
Major issues to be addressed include:  

• Planning and implementation. 
• Coordination with Ministry of Health. 

• Coordination with ongoing health programs. 

• Ensure adequate training for staff involved. 
• Provide measurement equipment. 

• Conduct more advocacy on child growth promotion. 
• Link to available income generation and asset creation opportunities through the Food 

Security Project. 

Sustainability Depends on the provision of some sort of incentives for volunteers. Requires the 
continued involvement of formal health structures and communities. 

Lessons learnt Still too early in implementation to draw clear lessons. 
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Table 6.6: (continued) 

Agency Food Security Coordination Bureau, Ministry of Agriculture and Rural Development 

Intervention Voluntary Resettlement Plan 

Timeframe since 2003 

Main areas Food security 

Objectives Enable up to 440,000 chronically food insecure households to attain food security 
through improved access to land. 

Activities In response to chronic food shortages, the government has initiated a pilot resettlement 
(access to land) program. Resettled families receive loans for inputs and receiving 
communities are to receive health and other infrastructure. About 45,000 households 
have been voluntarily resettled in Amhara, Oromia and Tigray regions in the year 
2002/03. Resettled families remain within their region of origin. 

Target Chronically food insecure households  

Sites National  

Roles definition Federal entity with extension to regional and woreda levels. 

Partners None 

Training Provides training to development agents on nutrition advocacy and growth monitoring 

Tools 
developed 

None 

Challenges Coordinate delivery of services in time for families and livestock. Basic health, water, and 
sanitation infrastructure needs to be provided before communities are resettled.  

Sustainability By design, families that resettle should have a sustainable livelihood 

Lessons learnt People can establish better livelihoods in new resettlement sites; more people can be 
included in the programme. Interventions that allow asset creation through labor-based 
public works can be instruments to establish physical and social infrastructure in and 
around settlement areas. 
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Table 6.6: (continued) 

Agency Disaster Prevention and Preparedness Commission 

Intervention Emergency nutrition coordination unit (ENCU) & Early warning department 

Timeframe Since 1975 

Main areas Emergency surveillance 

Objectives Strengthen the early warning system. The ENCU is expanding, and its mandate has 
been changed. DPPC activities are to include more nutrition analysis and links to health. 

Activities Coordination of key emergency nutrition actors through bi-weekly meetings. No service 
delivery, but coordination and initiative taking – calling to action. 
Data collection and management. Nutrition information is to be used to identify hot spots 
to guide decision-making on emergency nutrition. Strengthening information collection, 
quality assurance, analysis, and decision-making. Uses information from EOS, NGOs, 
and admission rates of therapeutic feeding centers, among other sources. 

Target Food insecure woredas  

Sites Several hundred distribution sites  

Roles definition No implementation program. Rather ENCU relies on partners: EOS (data & supplemental 
feeding) and NGOs (data). DPPC acts more to build a network and for coordination.  
The regions are autonomous to conduct their DPPC activities. Federal level acts as 
advisory and technical support upon request (e.g. emergency assessments). 

Partners NGOs, WFP, UNICEF. Good coordination established through bi-weekly meeting and 
regular consultation and communication. 

Training Provided regular training on national disaster policy, disaster area assessment, nutrition 
survey methods, data management, and computer skills. 

Tools 
developed 

• Nutritional assessment guidelines for all partners (standard methodology). 

• Data collection format (reporting format). 

• Emergency nutrition intervention manual.  
• Working with Tulane University, a nutritional database for the country is now under 

development. 

Challenges • Quality, timeliness, and coverage of data and information. 

• Division of labor, defining mandates and accountabilities with ministries, especially 
MOH, MOARD, and the Food Security Bureau. 

• In the past, limited resources, but now UNICEF paying for staff and operational costs. 

• Duplication of or uncoordinated data collection. NGOs take initiative but without 
communicating with others. Considerable room for improvement in data quality. 

• Price monitoring: by the Market Monitoring Unit faces financial constraints and lack of 
electricity in many areas.  

• Political: some areas reluctant to show good/bad data. 

Sustainability • Action is taken where actors are present.  

• EOS workers have received little training and supervision is limited. Need better 
supervision and quality control.  

• Targeting often problematic with emergency needs estimated based on macro figures 
then broken down by woredas in a participatory manner, but because community 
quota is based on aggregate figures there is either dilution or surplus of resources. 

• Lack of capacity to run programs. Often long delays between detection of food 
insecurity and action.  

Lessons learnt Few lessons learnt, as too busy with actions. Some workshops conducted to evaluate 
regions ’ data collection on annual or bi-annual basis. 
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Table 6.6: (continued) 

Agency CARE 

Intervention Micronutrient and Health (MICAH) Project 

Status active 

Timeframe Micronutrients since 1997, but full package of Essential Nutrition Actions (ENA) since 
2003. 

Main areas prevention 

Objectives Reduce malnutrition (micronutrient and protein-energy) in mothers and children through 
most cost-effective means, and build capacity of local institutions to sustain programs. 

Activities • Vitamin A distribution every 6 months to children ages between 6 months and 14 
years and pregnant and lactating women 

• Deworming 
• Iron/folic acid supplementation to pregnant women during the second and third 

trimesters. 

• Diet diversification – Behavioral change communication and distribution of fruits and 
vegetable seeds and dairy goats on nominal fee basis. 

Target Children under 15 and pregnant and lactating women. 

Sites Oromiya: Eastern and Western Haraghe 

Roles definition Close collaboration with government (federal, region, woreda). Woreda-level: extension 
agents (diploma level employed by CARE), health workers (nurses, sanitarians employed 
by CARE), and development workers. 

Partners NGO network (CARE, World Vision (coordinator), Family Health International, KHC, FTC, 
and CPAR) plus Ministries of Health, Agriculture, and Education, and regional and 
woreda bureaus. 

Training Training for high-level managers and community members. 5 or 6-day training sessions. 
Participants include health workers (all categories including MDs, nurses, health officers, 
and the first batch of HEAs) and key community leaders, including administrators at the 
woreda level. 

Tools 
developed 

Information, education, and communication: Radio spots, audio cassette for communities 
and extension agents, posters, flip charts, t-shirts  

Achievements Vitamin A supplemented twice a year for 7 years, deficiency eliminated in participating 
pre-schools. Iron/folic acid supplements distributed to mothers for last 7 years twice a 
year. Water points developed, over 39 percent of population in participating areas has 
access to water supply. 

Challenges N/A 

Sustainability N/A 

Lessons learnt N/A 
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Table 6.6: (continued) 

Agency Concern Ethiopia 

Intervention Community-based therapeutic care (CTC) 

Status active 

Timeframe March 2003 - present 

Main areas Therapeutic programmes  

Objectives Treat severe acute malnutrition; build capacity of the Ministry of Health to run programme 
with minimal external support. 
Provide supplementary feeding. 

Activities • Vaccination 

• Sick child consultation: treat severe malnutrition and any medical complications. 
• Nutritional surveillance – monthly nutrition surveys, depending on the situation. 

• Food distribution – distribute ready-to-use-therapeutic food (RUTF) & supplementary 
food rations  

Target Severely malnourished under-fives. 

Sites South Wollo - Offa woreda; Wolayita - Damot Weyde woreda; Bale Zone. 

Roles definition Ministry of Health does  most of the work for the outpatient therapeutic program, with 
Concern Ethiopia staff supporting. Volunteers identified to screen and refer children to 
the programme & support children registered in the program. 

Partners Key partner is Ministry of Health. Also work with DPPC, WFP, and UNICEF. 

Training For Ministry of Health and Concern staff in management of malnutrition. Training for 
volunteers in identification of malnutrition and appropriate health seeking behavior. 

Tools 
developed 

Normal anthropometric measuring tools - particularly MUAC at village level. 

Achievements Most of the activities of the outpatient therapeutic program are now being carried out by 
the lower level Ministry of Health workers in all Concern CTC programs. 

Challenges • Ensuring a sustainable referral system . 

• High government staff turnover. 
• Ensuring a sustainable logistic and supply of RUTF. 

• Meager budget of the Ministry of Health.  

Sustainability Requires adequate training of staff according to national guidelines . 
Need to ensure continuous availability of affordable and accessible RUTF  
Build capacity of Ministry of Health to sustain the service in non-emergency times. 

Lessons learnt • Need for advocacy work to incorporate CTC in the IMCI protocol and in national 
guidelines, and to involve national health institutions. 

• Critical need to ensure sustainable and affordable supplies.  

• Commitment of UNICEF to the program has been central. 
• Initial s teps in starting up the program will affect its sustainability. For example, if start 

paying per diems to the Ministry of Health staff then will have to continue payment. If 
can convince Ministry of Health that treatment of malnourished children is part of their 
regular workload then more likely to ensure some sustainability. 

• Time load of volunteers. People are very busy. Unrealistic to expect someone to be 
able to give you more than half a day a week of their time for free. 

• The many programmes relating to nutrition and primary health care in Ethiopia should 
co-ordinate better about who is doing what to avoid duplication or undermining each 
other’s  programs. 
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Table 6.6: (continued) 

Agency Essential Services for Health in Ethiopia (ESHE) 

Intervention Child survival and health system strengthening 

Status active 

Timeframe 2003 to 2008 

Main areas Expanded Programme on Immunization (EPI), nutrition, integrated management of 
childhood illness (IMCI) and health care financing 

Objectives To build capacity of the basic health system to promote key child survival interventions. 

Activities ESHE is not providing direct service on its own, but supports the government system  and 
health facilities . Vaccination. Healthy child consultation. 

Target Under-five children and their mothers  

Sites In 64 Selected Woredas in SNNP, Oromiya, and Amhara. 

Roles definition At community level Community Health Promoter (volunteers ) are selected by the 
community and trained to be role models and to pass messages to their neighbors. 

Partners Federal MOH, Regional Health Bureaus , Zonal, and Woreda Health offices. 

Training EPI, nutrition and IMCI 

Tools 
developed 

Training manuals developed in EPI, nutrition and IMCI. Frontline health workers  and 
community volunteers are given training, with intensive follow up. 

Achievements Over 9,000 community health promoters  have been trained. In nutrition and EPI, over 
300 and over 1,600 health workers trained, respectively. 

Challenges High turn over of health staff and shortage of health work force. 

Sustainability If the capacity of the regional, zonal and woreda health management staff is put in place 
adequately. 

Lessons learnt • Good collaboration 

• Any training undertaken needs to be followed up by on-job training or mentoring. 
Supportive supervision by the health system is important to ensure the implementation 
of skills and knowledge gained through training. 
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Table 6.6: (continued) 

Agency Goal 

Intervention Community Therapeutic Center (CTC) 

Status Active 

Timeframe From 2005 until 2006 (as of now). CTC operational since activities recently. 

Main areas Treatment of severe acute malnutrition 

Objectives • Creating local capacity to manage severe acute malnutrition using existing health 
institutions. 

• Prevent and treat acute malnutrition. 

Activities • Blanket supplementary feeding – under-fives population, regardless of screening 
outcome plus all pregnant and lactating women. 

• Capacity building in Ministry of Health at woreda level.  

• Nutrition education.  
• Home-based treatment: therapeutic feeding and essential drugs (antibiotics, 

deworming, folic acid, anti-malarial) 

Target Under-fives, pregnant and lactating women. 

Sites SNNP (Awasa Zuria woreda); Affar (Abala woreda). One more planned in Oromiya, 
under assessment. Coverage rotational system: NGO implements & builds capacity, then 
moves to another woreda, around 10 months in each area. Handing over and phasing 
out depends on capacity. 

Roles definition • Nurses - physical examination, drug distribution, counseling, verification of admission 
or discharge criteria. 

• Public health officers, health assistants, and front line health workers – screening for 
malnutrition based on weight and height, health and nutrition. 

Partners MOH (federal – MCH dept, regional – MCH, woreda – Head of the Health bureau), 
UNICEF, WFP, DPPC. 

Training At Community Therapeutic Center setting up training provided for 2 days. Topics include 
basic nutrition, anthropometry, CTC protocols, social mobilization, and defaulter tracing. 
Participants in the training include nurses, public health officers, health assistants, child 
health assistants, community nutrition volunteers, and other front-line staff. 

Tools 
developed 

Community Therapeutic Center protocol, health, and nutrition messages. 

Achievements 400 severely malnourished children admitted in 5 sites. Trained -30 medium level health 
personnel, 40 grass root level health workers , 400 volunteer health workers   

Challenges • Lack of clear commitment by a government sector. Still no clear mandate for nutrition. 
Policy gaps. Lack of commitment to nutrition from federal to village levels.  

• Lack of funding, as a result remains a small-scale intervention. 

Sustainability Need trained health workers at grassroots level. Sustainable because capacity is created 
at grassroots level. Expectation is that health institutions will take over services within 
their existing primary service delivery systems. 

Lessons learnt Therapeutic Feeding Centers have failed to treat severely malnourished children. 
Moreover, TFCs place children at increased risk of infection, increasing the healthcare 
burden on households. CTCs have simple protocols: drugs and dietary treatment. Health 
education is included to prevent a relapse into malnutrition through mother-to-mother 
training. CTC is based on early detection, thereby limiting potentially severe malnutrition. 
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Table 6.6: (continued) 

Agency Linkages  

Intervention Essential Nutrition Actions  

Status active 

Timeframe since 2003 

Main areas Nutrition promotion 

Objectives Improve nutritional status  

Activities Based on 6 contact points with health services and 7 proven behaviors: The 7 behaviors 
are: optimal breastfeeding, complementary feeding, feeding during illness, women’s 
nutrition, Vitamin A deficiency control, anemia control, and iodine deficiency disorders 
control.  
Linkages has developed ENA-focused lesson plans and curricula for Addis Ababa, 
Jimma, Gondar, Alemaya, Awasa, Mekelle, and the Defense Universities. 

Target Children under 2, adolescent girls, pregnant and lactating women 

Sites As per partners ’ sites  

Roles definition N/A 

Partners Ministry of Health, Food Security Bureau of Ministry of Agriculture and Rural 
Development (Child growth monitoring component of Food Security Project). 
MOARD/Pastoral department, NGOs, UNICEF. 

Training Five modules:  

• Decision-making for managers ; 

• Advocacy; 
• Behavior Change Communication; 

• Infant feeding in HIV; and 
• Lactation m anagement.  
Trained MOH staff – program managers only at federal level, Family Health Program 
Managers, i.e. MCH and EPI, in all regions , except Affar and Somali Regions, Health 
Extension Agents  training is planned. 
Child Growth Promotion animators , under the Food Security Project, is planned. 
Extension workers of MOARD/Pastoral Department,  
Training of Trainers with NGO partners, UNICEF, professors from Public Health, 
pediatrics , Obstetrics  -Gynecology, and paramedics . 

Tools 
developed 

Information, Education, and Communication: posters, audio programs, flip charts for use 
by academia, teaching institutes, government agencies, NGOs. 
Curricula standardization – The Ministry of Health adopted, in collaboration with the 
medical universities, national guidelines on Infant and Young Child Feeding. 
Monitoring & evaluation tool developed. This is currently being finalized. 

Achievements N/A 

Challenges Limited information on partners ’ implementation of ENA 

Sustainability Limited reflection, as have focused on developing tools until now. Need now to assess 
options for sustainability. 

Lessons learnt • Lack of coordination in nutrition actions . 
• Need to create a critical mass of trained personnel. 

• ENA approach is accepted by all partners . ENA is a very simple approach, addressing 
available technical capacity and is of use for advocacy and IEC efforts. 
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Table 6.6: (continued) 

Agency Micronutrient Initiative 

Intervention Micronutrient deficiency prevention and control 

Status active 

Timeframe Dec. 2004 to Dec. 2006 

Main areas Micronutrient deficiencies  

Objectives Accelerate Vitamin A supplementation and salt iodization 

Activities • Fund gaps and identify bottlenecks in Vitamin A supplementation and salt iodization. 
• Vitamin A supplementation training. 

• Vitamin A supplementation funding. 

Target Vitamin A supplementation for under-fives. 
Salt iodization for all households. 

Sites National, but only working in woredas  that have not been targeted by the Enhanced 
Outreach Strategy. 

Roles definition Advisory services provided at federal level. The plan is to employ regional coordinators in 
Amhara and Oromiya. 
Involved in training, monitoring and evaluation, and logistics with the Ministry of Health. 

Partners Joint ventures with Ministry of Health and UNICEF. 

Training Four-day Vitamin A supplementation training for health workers at regional, zonal, and 
woreda levels . 

Tools 
developed 

None to date, but plan to take over the training curricula and educational tools that MOST 
(The USAID Micronutrient project) produced. 

Achievements N/A 

Challenges Clear need for a policy framework and a body mandated to provide technical advice and 
coordinate research, training, and the design of educational materials. 

Sustainability Micronutrient Initiative is a technical institution, providing technical support. Will continue 
Vitamin A capsule supply. 

Lessons learnt N/A 
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Table 6.6: (continued) 

Agency Médecins Sans Frontières  - France 

Intervention Short-term medical emergency project (Guradamole) and primary health care project 
(Cherati). 

Status Active, but approaching closing 

Timeframe 2005 

Main areas Therapeutic feeding 

Objectives Reduce mortality and morbidity related to malnutrition in project areas  

Activities • Mass measles vaccination. 

• Sick child consultation. 

• Nutritional surveillance - screening of acute malnutrition is done by a mobile clinic, as 
there is -no health infrastructure in the area. 

• Therapeutic feeding on outpatient basis and weekly monitoring. 

• Food distribution (blanket food distribution and farming tools) – resources provided by 
ICRC. 

Target Children under-five. 

Sites Two woredas in Somali region. 

Roles definition MSF staff (3) with 4 local nurses allocated to MSF by the Ministry of Health. 

Partners MOH, ICRC 

Training Training on the management of severe malnutrition of under-fives on an outpatient 
department basis. Screening of malnutrition. 

Tools 
developed 

Feeding protocols – use the same categories as the MOH national guidelines , but 
different management structure, as the approach here is community-based rather than 
clinic based. 

Achievements Severe acute malnutrition levels brought down from 3.5 in March to 0.6 percent 
prevalence. 

Challenges • Pastoralist population always on the move. 

• Region prone to drought. 
• Geographical barriers to access, as the population is sparsely distributed. 

Sustainability Not sustainable without other actors . 

Lessons learnt Multisectoral approach is the way forward 
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Table 6.6: (continued) 

Agency Médecins Sans Frontières  - Greece 

Intervention Reduction of mortality from malaria and malnutrition 

Status Active, but approaching closing 

Timeframe 2005 

Main areas Therapeutic and supplementary feeding 

Objectives • Provide nutritional support for malnourished patients. 

• Provide nutritional support for kala-azar (leishmaniasis) malnourished patients. 

Activities • Nutritional support for severely and moderate malnourished patients (all ages), 
affected or not by kala-azar.  

• Material provided: blanket, mosquito net, soap, mattress chlorinated water and food (3 
times per day);  

• Medical management for kala-azar and malnutrition – nursing care and therapeutic 
nutritional support. 

• Diagnosis for kala-azar and related diseases, screening of patients and training of 
health personnel. 

Target Severe and moderate patients (all ages) affected or not by kala-azar 

Sites Libo Kemkem Woreda, Amhara region 

Roles definition Patient screening, sample collection (serology). If positive for kala-azar or clinically 
malnourished, referred for admission to IPD. 

Partners UNICEF, District Health Office, Regional Health Bureau, and Regional DPPC 

Training Training on kala-azar, malnutrition, nursing techniques to health personnel in health 
posts, health centers, and mobile teams, as well as to kebele representatives. 

Tools 
developed 

Educational material on kala-azar and malnutrition (posters, flip charts, presentation 
materials). 

Achievements Overall, 300 patients treated.  

Challenges • Sustainable handover of the activities to Ministry of Health. 
• In the rainy season, difficult access to specific points of some kebeles . 

Sustainability Handover of all the activities to Ministry of Health will be followed-up in the first months 
by MSF. 

Lessons learnt • Need to define kala-azar endemic area. 

• In non-migrant workers areas, kala-azar can be treated by an outreach team .  

• Additional benefit of outreach team is that it enables close follow-up to look for 
treatment defaulters and borderline results. 
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Table 6.6: (continued) 

Agency Médecins Sans Frontières  - Switzerland 

Intervention Pilot therapeutic feeding project 

Status Handed over to MOH. 

Timeframe 2005 

Main areas Therapeutic feeding for severe acute malnutrition, malaria treatment, reduction of 
mortality from malaria and malnutrition 

Objectives N/A 

Activities Nutritional surveillance 

Target N/A 

Sites Damot Gale Woreda, Wolayita zone, SNNP 

Roles definition MOH staff implemented with no salary incentive from the program. Coordination by MSF 
staff. 

Partners MOH 

Training Training in community therapeutic feeding for MOH health workers. 

Tools 
developed 

Key protocols for use in community therapeutic clinic (CTC) program  

Achievements 600 malnourished children were treated in an in-patient therapeutic feeding center (TFC). 
100 of these children transferred to the community therapeutic program. Their nutritional 
indicators have improved significantly. 

Challenges • Chronic nature of nutrition problem due to overpopulation, high fertility rates, and 
insufficient land. 

• MOH unwilling or unable to take on responsibility of treatment of severe malnutrition. 
• HIV/AIDS and TB – many children are recurrently or chronically malnourished from 

these diseases. 

• Financial barriers  - after NGO withdrawal, patients must pay for basic medications and 
hospitalization costs, which are usually unaffordable. 

Sustainability Training of the health workers, in addition to implementing the program within the health 
structures , has a potential for sustainability. However, health workers are over-worked 
with small salaries. Consequently, they are reluctant to take on extra responsibilities of 
those tasks that were previously done by the NGO. 

Lessons learnt • Positive experience in training of government health workers, but serious concerns 
about sustainability. Need to look at structural reform of the health system to make a 
real difference. 

• Food targeting has been done quite poorly in the past. 
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Table 6.6: (continued) 

Agency Médecins Sans Frontières  - Switzerland 

Intervention Health assistance for vulnerable populations  

Status active 

Timeframe Short term, but closure date uncertain 

Main areas Therapeutic feeding for severe acute malnutrition using m obile health clinics  

Objectives Mortality reduction 

Activities Antenatal care, delivery care, post-natal care, vaccinations, sick child consultations, 
nutritional surveillance. 

Target N/A 

Sites Gambella region 

Roles definition Combination of MOH staff, who receive incentives under the project, and MSF staff. No 
volunteers at present. 

Partners MOH 

Training None 

Tools 
developed 

None 

Achievements 100 severely malnourished children treated in the refugee camp. 

Challenges • Gambella region health system has  very low capacity. 
• Poor level of health knowledge and general education in the community. 

Sustainability Lack of knowledge about treatment benefits of therapeutic feeding in the community is a 
threat to sustainability. 

Lessons learnt Health and nutrition problems of Gambella region have been badly impacted by the 
security problems in the past 18 months . Insecurity has caused large and ongoing 
displacements of people. 
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Table 6.6: (continued) 

Agency Relief Society of Tigray (REST) 

Intervention Community based health care promotion. 

Status Active 

Timeframe 2000-2007 

Main areas Prevention of illness. 

Objectives Increase access of targeted communities to basic health services . 

Activities • Antenatal care: physical examination, health education, iron/folic acid distribution 
(depending on availability, in fact rarely conducted), breastfeeding counseling. 

• Delivery care: delivery by health professionals, Traditional Birth Attendants (TBAs) 
training and kits supply, with gloves distribution for HIV prevention. 

• Post-natal care: consultation including family planning, child and mother examination, 
Vitamin A within 6 weeks from delivery, breast-feeding counseling, complementary 
feeding, food preparation demonstrations, and growth monitoring and promotion 
(weighing, plotting, evaluation, counseling). 

• Vaccination: EPI, tetanus toxoid (routine and monthly outreach). 

• Healthy child consultation: Health facility-based growth monitoring, maternal and child 
health and nutrition education, vaccination. 

• Sick child consultation: health facility-based and outreach (case screening and referral 
to health facility), physical examination, laboratory investigation, essential drugs 
provision, growth monitoring, EPI vaccination status check. 

• Nutritional surveillance: growth monitoring for under-fives (routine and outreach), 
population survey twice a year and in case of drought or other emergency, contributing 
factors are discussed with the community to identify solutions. 

• Food distribution: Supplementary feeding for demonstration purposes , including 3 kg 
monthly ration for moderately malnourished child until recovery. Provided with 
maternal education on locally available foods (eggs, milk) and their preparation. 

Target Mothers and under-fives , adolescent girls. 

Sites Five woredas in Tigray. Health facility-based and monthly outreach in communities that 
are located more than 5 km from a health facility. 

Roles definition Health bureau, woreda coordination office, and health structures (both static and 
outreach). Community health agents, community reproductive health agents, TBAs  

Partners Communities, MOH (woreda health office and Family Health Department) 

Training TBAs receive 30 days of training, Community Reproductive Health agents - 15 days, 
Community Health Volunteer (CHV) - 45 days. CHVs also undertake an annual needs 
assessment exercise leading to refresher training (3-7 days practical, on-the-job training). 

Tools 
developed 

Training manuals, posters, and flip charts for CHVs  on nutrition; STIs, including HIV 
prevention; environmental health; maternal and child health; and breastfeeding. 

Achievements N/A 

Challenges • Resource constraints. 
• Lack of integrated service package: fragmentation in activity financing due to donor 

constraints . 

Sustainability Acti vities are more sustainable where integrated. Conversely, lack of integration leads to 
uninterested communities, as they do not see results. 

Lessons learnt • Integrated nutrition-focused interventions bring impact on the household. Integration 
defined as the same service package regularly available to all target population in 
target territory. 

• Child growth monitoring as effective entry point for vaccination and nutrition education. 
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Table 6.6: (continued) 

Agency World Vision 

Intervention Micronutrient and Health (MICAH) project 

Status Ending  

Timeframe Since 1998. Two phases: 1998-2002 and 2003-2005 

Main areas Reduce prevalence of micronutrient deficiencies; prevention and treatment of malaria, 
anemia, and intestinal worms; IMCI. 

Objectives • Reduce prevalence of micronutrient deficiencies through integrated access to and 
intake of micronutrients. 

• Reduce prevalence of diseases that predispose to micronutrient deficiencies. 
• Build capacity of line ministries, communities, and NGOs 

Activities • Supplementation and fortification – bi-annual Vitamin A to children 6 months to 14 yrs 
of age; iron and folic acid to pregnant and lactating women. Deworming. Education 
through outreach campaigns. Distribution of iodized salt through revolving fund. 

• Dietary diversification - distribution of vegetable and fruit seeds, agricultural tools, and 
pullets and cockerels to communities through Rural Development Offices. 

• Public Health: Water and sanitation support. Immunization support. IMCI and anti-
malarial drugs supply to health facilities . Distribution of insecticide-treated bed nets . 

• Capacity building: community training on gardening and poultry in collaboration with 
Rural Development Office. Training to health workers and community health workers 
on HIV, gender, and environmental health. 

• Information, Education, and Communication: nutrition clubs in schools covered by the 
project; breastfeeding promotion based on Hearth model; community education on 
construction and utilization of latrines and slabs provision, training on micronutrient 
deficiencies and health to line ministries staff. 

Target All community members, especially children 6 months to 14 yrs of age and pregnant and 
lactating women. 

Sites Amhara, Oromiya, SNNP, Tigray, and Benishangul Gumuz regions  – in 11 woredas with 
a total population of 2 million. 

Roles definition Program is coordinated through the Health and Nutrition Coordination Unit with a MICAH 
program officer, and implemented with technical support by Branch offices. 
• Steering committee at each project site: line ministries, woreda & kebele staff, 

community members, project staff (NGOs). Involved in planning monitoring evaluation. 

• Health services delivered by MOH staff. MICAH provides financial, supplies, and 
logistics support; training; per diem for field trips; transportation; cold chain equipment. 

• MOARD provides seeds, poultry, dairy goats, & small trees , with training. 

Partners World Vision coordinates work under the project of six NGOs - CARE, CPAR, Family 
Health International, Kale Heywet Church (KHC), Feed the Children, and World Vision 
itself. The project implementers work closely with line ministries - Health, Water 
Resources, Education, and Agriculture. 

Training Training on nutrition, food preparation, agricultural production of nutritious food, and 
health – IMCI, malaria prevention and control, optimal child feeding practices, Hearth 
model, micronutrient deficiencies . Training provided to MOARD extension workers, 
MOARD development agents, and project staff. 

Tools 
developed 

Posters, leaflets, booklets, videos, t-shirts, caps, drama clips, songs, billboards. Hearth 
Model manual. Micronutrient teaching aids for child health workers. Micronutrient training 
guide for project level. 
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Achievements • Bitot’s spot prevalence and night blindness reduced in underfives and school age 
children. 

• Vitamin A capsule supplementation coverage increased significantly. 

• Stunting in underfives in project areas reduced from 64 percent to 41 percent. 

• Underweight in underfives in project areas reduced from 48 percent to 36 percent. 
• Women exclusively breastfeeding for 6 months and percentage of women 

breastfeeding for at least 24 months increased from 11 percent to 28 percent and from 
62 percent to 69 percent, respectively. 

• Access of households to protected water sources increased from 31 percent to 50 
percent. 

• Households with disposal of excreta in latrine increased form 11 percent to 33 percent. 

Challenges • Shortage of Vitamin A capsules for mass supplementation of school age children and 
lactating mothers. 

• Lack of policy support for supplementation of school age children with vitamin A. 

• Inadequate stocks of iron and mebendazole in the domestic market. 
• Shortage of health workers  at the MOH health facilities. 

• Unfavorable government extension policy to address the poorest of the poor in 
horticultural and poultry development. 

• Ethiopia-Eritrea border conflict has resulted in absence of iodized salt in the market 
and hence poor achievement on fight against iodine deficiency disorders. 

Sustainability MICAH is a donor-supported project that is closing soon. However, all activities were 
planned and implemented with the full participation of the community and line ministries. 
Capacity building was one of the main strategies during program implementation. 

Lessons learnt • Need for integration through a comprehensive approach by addressing Health, Caring 
and Food Security in packages of interventions, instead of through isolated, vertical 
programs. 

• Poor nutritional status of children can be prevented through primary health care 
interventions . 

• Water and sanitation interventions can significantly reduce the disease burden in the 
community that results poor nutritional status . 

• Interventions like development of gardening and poultry have significant contribution 
towards the prevention of micronutrient malnutrition. 

• Micronutrient interventions should be integrated with food security interventions in 
order to effectively tackle the problem . This has been observed during the 
implementation of Hearth Model. 

• Vitamin A supplementation to children through campaigns and to lactating mothers 
through house-to-house visits was found to have resulted in good program coverage. 
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