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Foreword
The International Food Policy Research Institute (IFPRI) has spent four decades leading the way in 
high-quality evidence on food and nutrition security. Over the years, the institute has joined hands with 
local, national, and global partners in generating a rich body of knowledge that can help key decision  
makers—and implementers on the ground—improve the lives of poor and vulnerable people around 
the world.

As the international community enters the post-2015 development era, IFPRI’s mission takes on a new 
sense of urgency. The costs of malnutrition are staggering, hindering macroeconomic growth on national 
and global scales and hampering the developmental, cognitive, and educational potential of children. We 
need to accelerate progress in ending hunger and malnutrition. Fortunately, the tools that will help us learn 
from past experiences, and allow us to apply these lessons to the future, are within our grasp. This is the 
unique contribution of Nourishing Millions: to add to the evidence base on nutrition by providing insight 
into what works, what does not, and the factors that contribute to success.

During the past five years, IFPRI has scaled up its commitment to achieving a world free of hun-
ger and malnutrition by leading large initiatives such as the CGIAR Research Program on Agriculture 
for Nutrition and Health and the global research consortium Transform Nutrition, while undertaking 
cutting-edge impact evaluations of nutrition programs around the world through its Poverty, Health, and 
Nutrition Division. Nourishing Millions is a key element of the IFPRI-led Compact2025 initiative (www.
compact2025.org), which brings stakeholders together to set priorities, innovate and learn, build on suc-
cesses, and synthesize shareable lessons for the purpose of ending hunger and undernutrition by 2025. 
Nourishing Millions builds upon IFPRI’s track record in sharing lessons—in 2009, IFPRI’s Millions Fed: 
Proven Successes in Agricultural Development project examined 20 success stories of policies, programs, and 
investments in pro-poor agricultural development that helped to substantially reduce hunger across Africa, 
Asia, and Latin America.

The lessons contained in this book can help spark country-owned and country-led strategies and invest-
ments in nutrition, provide policy makers and practitioners with practical, evidence-based guidance on scal-
ing up success stories, and inspire multiple actors to coordinate across sectors and disciplines.

Improvements in nutrition can secure the well-being of current and future generations, and also achieve 
gains in the many sectors that link to nutrition. With initiatives like Nourishing Millions, I have great hope 
that we can indeed end hunger and undernutrition by 2025.

Shenggen Fan
Director General, IFPRI
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Preface
In recent years, the world has seen unprecedented levels of attention and political commitment to address-
ing malnutrition. Milestones such as the Scaling Up Nutrition (SUN) Movement, the Lancet Maternal and 
Child Nutrition Series, and the Second International Conference on Nutrition (ICN2) have underscored 
the rapid rise of nutrition on the global policy and research agenda.

Alongside these developments, it has become clear that the international community needs guidance on 
how to design, implement, and evaluate policies and interventions that promote nutrition for the world’s 
poorest and most vulnerable people. In this context, stories on how to improve nutrition in real-world set-
tings are needed—not only to inform action, but to inspire it too.

When we began Nourishing Millions: Stories of Change in Nutrition, we expected to assemble simple 
examples of effective nutrition programs and interventions. What has emerged is an extremely rich collec-
tion of narratives that highlight the successes—but also the challenges—associated with attempts to drive 
the nutrition agenda forward.

The stories in this book are diverse, spanning five decades and playing out in different arenas, from local 
to global. They take place in developing countries all over the world, and they involve many sectors and dis-
ciplines beyond nutrition itself, including health, agriculture, education, social protection, and water and 
sanitation. Most important, they paint a nuanced picture of success as a context-specific achievement that 
may, or may not, endure into the future.

One of our main take-aways from Nourishing Millions is that successes in nutrition depend on commit-
ted people to envision, implement, and evaluate interventions. We hope that this book inspires individu-
als—policy makers, practitioners, researchers, educators and students, and ordinary citizens—to replicate 
and scale up action against malnutrition and to generate further success for future generations.

Stuart Gillespie Judith Hodge Sivan Yosef Rajul Pandya-Lorch

xi





Acknowledgments
The editors would like to thank the numerous individuals at the International Food Policy Research 
Institute (IFPRI) and beyond who contributed to the writing, review, and production of Nourishing 
Millions. We deeply appreciate their time and efforts.

Production of the book was led by IFPRI’s Communications and Knowledge Management Division 
under the guidance of Katrin Park. Editing and coordination was led by Heidi Fritschel with additional 
editing support from Pamela Stedman-Edwards. Layout was completed by David Popham. Other com-
munication-related activities were undertaken by Daniel Burnett, Michael Go, Milo Mitchell, Andrea 
Pedolsky, Peter Shelton, Julia Vivalo, and Sandra Yin. Djhoanna Cruz, Vickie Lee, Samantha Reddin 
(Transform Nutrition), Jessica White (independent consultant), and Laura Zseleczky provided additional 
support throughout the entire project.

The report underwent peer review by IFPRI’s Publications Review Committee, chaired by Gershon 
Feder and supported by Corinne Garber. Many of the chapters were also initially reviewed by additional 
experts: Akhter Ahmed, Jean Baker, France Begin, Alan Dangour, Tim Frankenberger, Nemat Hajeebhoy, 
Kalle Hirvonen, Phuong Huynh, John Hoddinott, Karin Lapping, Emily Mates, Purnima Menon, Carlos 
Monteiro, Marie Ruel, Lisa Smith, Milo Stanojevich, and Boyd Swinburn.

The project’s advisory committee members provided valuable guidance on the design of the project, 
including the selection of chapters and case studies: Alan Berg, Charlotte Dufour, Bonnie McClafferty, 
Purnima Menon, Robert Mwadime, Marie Ruel, Werner Schultink, Meera Shekar, and Patrick Webb. 
IFPRI researchers Harold Alderman, Derek Headey, and David Spielman provided critical feedback on the 
criteria for selecting case studies.

We are grateful to IFPRI’s director general, Shenggen Fan, for his enthusiasm and support for 
the project.

The Nourishing Millions project was made possible through funding from the New Venture Fund. This 
work has also been supported by the Stories of Change project of the Transform Nutrition consortium, 
funded by the UK Department for International Development and by the Children’s Investment Fund 
Foundation. The views expressed do not necessarily reflect those of the funders.

xiii





How Nutrition Improves
Half a Century of Understanding and Responding to the 
Problem of Malnutrition
STUART GILLESPIE AND JODY HARRIS

MALNUTRITION IS A global challenge with 
huge social and economic costs. Undernutrition 
kills millions of young children annually, stunts 
growth, erodes child development, reduces the 
amount of schooling children attain, and increases 
the likelihood of their being poor as adults, if they 
survive. It also persists through the life cycle and 
beyond—underweight mothers are more likely to 
give birth to underweight children, perpetuating 
the transmission of malnutrition across generations. 
Undernutrition reduces global GDP by USD$1.4–
2.1 trillion a year—the size of the total economy 
of Africa south of the Sahara.1 And even though 
many countries are making progress in reducing 
child undernutrition, another form of malnutri-
tion—overweight and obesity—is now changing 
the health landscape in every region of the world.

Over the past 50 years there have been many 
changes in how the problem of malnutrition has 
been conceptualized, analyzed, and addressed. 
Recent years have witnessed an unprecedented 
global rise in high-level political commitment and 
financing. Nutrition champions are making an 

increasingly effective case for investing in nutrition, 
and as we move into the new era of the Sustainable 
Development Goals (SDGs),2 the wider develop-
ment world is beginning to embrace nutrition as 
central to development programming and funda-
mental to achieving a whole range of development 
goals. Yet, although political momentum is essen-
tial for progress in nutrition, it is unquestionably 
not enough. In fact, it is in danger of fizzling out 
unless it leads to more and better action that yields 
results on the ground.

So, while much remains to be done to build 
and sustain national-level commitments to nutri-
tion, policy makers and practitioners are increas-
ingly grappling with the nuts-and-bolts challenges 
of turning the newfound global commitment into 
large-scale action at the country level. It is in this 
context that lessons on how to improve nutrition 
in the real world and in real time are needed. A 
recent multicountry review of scaling up impact 
on nutrition, undertaken by the international 
research consortium Transform Nutrition, summed 
up the challenge thus: “Although there is a strong 
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consensus on what needs to be done, much less is 
known about how to operationalize the right mix 
of actions in different contexts, [and] how to do so 
at a scale that matches the size of the problem, in an 
equitable manner.”3

The type of knowledge required to meet this 
challenge is as much about experience as it is about 
evidence. There is a growing demand for narra-
tives of what has worked well (and what hasn’t). 
Case studies of successful approaches to design-
ing, implementing, scaling up, and sustaining an 
appropriate mix of nutrition-relevant actions are 
increasingly called for in global nutrition research 
and operations.

This book is an attempt to meet this demand 
by combining a review of various analyses and 
studies with a narrative approach to convey the 

drivers and pathways of success in nutrition in dif-
ferent contexts and at different times. It seeks to 
inspire as well as to inform. In recent years, there 
has been a growing focus on the potential of nar-
rative and storytelling to inspire and promote 
change.4 Stories can turn the key in ways that help 
the reader intuitively grasp why change is needed, 
what it involves, how it happens, and—crucially—
how it can be made to happen. Stories enable lis-
teners to extrapolate from case studies and to 
see analogies with their own backgrounds, their 
own contexts, and their own fields of expertise. 
Research has shown that stories catalyze change 
because they are natural and easy to tell, they 
show connections between things, and they cut 
through complexity. They are memorable, nonad-
versarial, and nonhierarchical. And because they 
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engage feelings, they inspire, motivate, and ener-
gize people.5

There are many stories of change in this book—
stories of how countries have accelerated progress in 
reducing malnutrition, of how successful interven-
tions have been developed and implemented, and 
of how individual leaders and nutrition champions 
have emerged and changed the landscape. These 
stories fit within a larger context of the multiple 
narratives that have shaped global nutrition-  
relevant discourse and action during the past 
half-century since nutrition science emerged as a 
discipline. These narratives relate to the nature of 
the problem of malnutrition—its manifestations, 
causes, and consequences—as well as to the value of 
different approaches to addressing it. Representing, 
as they do, different perceptions and ways of 

framing malnutrition, they condition what is done 
and not done in different contexts and at differ-
ent times. In this first chapter we seek to paint a 
picture, using a broad brush, of the evolution of 
approaches to understanding and responding to the 
challenge of malnutrition through the decades.6

Paradigms in International Nutrition: 
An Overview
Much has been written about the history of inter-
national nutrition from different subdisciplinary 
perspectives. Figure 1.1 summarizes a review of 
11 nutrition history papers, grouped according 
to the broad perspective from which the authors 
chose to write.7 Both differences and similarities 
between accounts are evident from this review, and 

Figure 1.1 Historical evolution of approaches to understanding and responding to malnutrition
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it is useful to understand the origins and drivers of 
these differences and similarities before we begin to 
unfurl the history of international nutrition.

In terms of the differences, it is important to 
note at the outset that the nutrition community is 
not monolithic; indeed, it has been characterized by 
some as fragmented.19 In recent decades, the inter-
national nutrition community has experienced a 
split between “emergency” nutritionists, who focus 
predominantly on treating malnutrition present 
in acute or recurring emergencies through various 
medical models, and “development” nutritionists, 
who focus on preventing malnutrition by address-
ing its more basic social, economic, and political 
drivers. This has also been characterized as a phil-
osophical split between technocrats, with medical 
solutions to existing problems, and structuralists, 
who want to address why a problem emerges and 
is perpetuated—though the dichotomy between 
these two philosophies is rarely so clear-cut in prac-
tice. The discipline of nutrition stems from health 
and medicine, which in turn rest on classical theo-
ries from behavioral psychology, biomedical science, 
and public administration.20 Nutrition training 
has therefore often struggled to bring in a broader 
social science perspective, which can help explain 
the complex interactions underlying malnutrition.21

In terms of the similarities, certain themes pre-
vail across many of the histories. The practice of 
international nutrition is based in the discipline 
of nutrition science, which like any discipline has 
gone through distinct phases of understanding and 
action. The primary focus on starvation, protein, 
and medical models of intervention and treatment 
in the 1950s and 1960s gave way to multisectoral 
planning in the 1970s, before the focus shifted 
toward micronutrients (and subsequently what 
some termed the disciplinary isolationism of nutri-
tion) in the 1990s and 2000s. In recent years the 
picture has become more complex as more actors, 
with a wider recognition of the multiple issues 

surrounding nutrition, have become involved. In 
what follows, we describe the key historical phases 
and try to explain how certain thematic or opera-
tional priorities emerged and evolved over time.

1950s–1960s: Famine, Hunger, and a 
Fixation on Protein
In the mid-20th century, the complexities of postwar 
reconstruction and an increasingly globalized world 
gave rise to the modern field of international devel-
opment, concerned with improving the lives and eco-
nomic prospects of “underdeveloped” countries. For 
many people working in development, hunger, and 
in particular the periodic famines that stalked these 
countries, was a particular preoccupation.

Alongside this focus on hunger, scientific 
research in nutrition targeted the biological role 
of particular nutrients in severe forms of under-
nutrition. The origins of a development focus on 
nutrition can be traced to an assumption that defi-
ciencies of macronutrients—energy and protein—
play a primary role in hunger and are the most 
visible manifestations of undernutrition in children. 
During the postwar years, the international com-
munity focused on the metabolic consequences and 
treatment of severe protein deficiency, which was 
the assumed mechanism for severe malnutrition. In 
1955 the United Nations Protein Advisory Group 
was formed to advise the UN secretary-general on 
nutrition interventions. Right through to the 1970s, 
research continued to focus on the technological 
challenge of developing protein concentrates and 
isolates and on ways of increasing the protein con-
tent of conventional foods.

1970s: From Protein to Multisectoral 
Nutrition Planning
As the 1970s opened, some nutrition scientists were 
beginning to challenge the notion that protein 
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deficiency was the main nutritional problem of the 
time. In groundbreaking work in India, Professor 
P. V. Sukhatme found that malnourished children 
improved not only when fed protein-rich foods, but 
also after consuming staple foods, including cere-
als.22 In 1974, Donald McLaren published the arti-
cle “The Great Protein Fiasco,” which finally blew 
a hole in the notion that the main nutritional chal-
lenge was protein deficiency.

The concept of the much-publicised world pro-
tein “gap,” “crisis,” or “problem” arose from the 
description of kwashiorkor in Africa in the 
1930s and the assumption, which has turned 
out to be wrong, that malnutrition in chil-
dren takes this form throughout the world. As 
a result, measures to detect protein deficiency 
and treat and prevent it by dietary means have 
been pursued until the present time. The price 
that has had to be paid for these mistakes is 
only beginning to be realised.23

Building on Sukhatme’s findings, subsequent 
analyses showed that if people’s diets were adequate 
in calories, then their protein intake too would 
be adequate. In a classic example of a collapsing 
paradigm, solutions to malnutrition began to be 
sought in the wider social and economic arena, well 
beyond technical nutrient fixes. The focus turned 
to alleviating hunger and poverty and assuring 
access to food.

McLaren’s work also resonated with a wider 
movement underway to systematically diagnose 
and treat the underlying causes of malnutrition 
as part of a new field of nutrition policy and plan-
ning, which emerged from the first International 
Conference on Nutrition, National Development, 
and Planning in 1971.24 This was a key moment 
when nutrition science began to connect with devel-
opment policy and practice. In 1973, Alan Berg 
published The Nutrition Factor, advancing the idea 
that nutrition was an essential driver of economic 

growth, arguing that nutrition programs could be 
viewed as investments rather than simply consump-
tion, and recommending specific actions that could 
be implemented relatively easily.

As the decade progressed, an increasing number 
of national governments and international agen-
cies began to embrace nutrition objectives. Partly in 
response to food crises, nutritional surveillance ini-
tiatives emerged in which indicators of nutritional 
outcomes were tracked alongside those relating to 
their core determinants and sequelae, including 
food availability and health status.

In 1974 the World Food Conference focused on 
the global food crisis, and issues of distribution and 
access to food—rather than aggregate food  
supply—were increasingly perceived as drivers of 
hunger and malnutrition.25 Two years later, the 
World Bank published an influential study show-
ing that reliance on economic growth alone to 
assure dietary adequacy among the poor would 
take too long.26 Amartya Sen’s work on entitle-
ments, which later won him a Nobel Prize, rein-
forced this shift away from a supply-side focus 
on food by emphasizing the distributional links 
between inequality, hunger, and famine.27 In 1977 
the UN Protein Advisory Group evolved into the 
UN Administrative Coordination Committee’s 
Subcommittee on Nutrition (ACC/SCN or just 
SCN), with its attention now focused on improving 
breastfeeding, maternal and child nutrition, and 
complementary feeding.

The August 1973 publication of “The Baby 
Food Tragedy” in the New Internationalist was 
a pivotal event in nutrition that reverberates to 
this day.28 The editorial in that issue started, “On 
the cover of this issue is a photograph of grave 
no. 19232. It is the grave of a Zambian baby. On 
it, the mother has placed a feeding bottle and an 
empty tin of milk-powder. They are symbols of 
infant death and of the mother’s attempt to do her 
best for her child during its short life. What the 
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mother does not know is that the way in which 
she used that same milk-powder and feeding bot-
tle was also the main cause of her baby’s death.” 
Multinational companies (and Nestlé in particu-
lar) were accused of contributing to infant mortal-
ity in developing countries through the practices 
they adopted to market infant formula foods 
(see Chapter 3). This led to the World Health 

Assembly’s passage of the International Code on 
the Marketing of Breast-milk Substitutes in 1981.31 
Ever since, these events have acted as lightning rod 
in the ongoing debate over the role of the private 
sector in nutrition.

As people’s understanding of nutrition’s eti-
ological landscape continued to evolve, many 
raised the question of the most appropriate type of 

Box 1.1 Conceptualizing nutrition
For more than a quarter century, the UNICEF conceptual framework of nutrition has been the gold 
standard for understanding the drivers of undernutrition.29 The framework illustrates how these drivers 
operate at multiple levels, from immediate, individual-level causes, to underlying household- and com-
munity-level determinants related to food, health, and care, to basic or structural-level causes related 
to policy, politics, power, and capacity. Widely adopted and adapted,30 the framework was the basis 
for the 2013 Lancet Maternal and Child Nutrition Series that shaped this book’s structure.

The 1990 UNICEF nutrition framework

Malnutrition
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Human, economic, and organizational 
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Potential resources
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Source: Adapted from UNICEF, Strategy for Improved Nutrition of Children and Women in Developing Countries (New York, 1990).
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institutional arrangement for nutrition. Emerging 
notions of the multisectorality of nutrition and its 
causes, consequences, and solutions led, as Alan 
Berg succinctly put it, to nutrition being perceived 
as “everybody’s business but nobody’s main respon-
sibility.”32 A growing understanding of this blind 
spot led to the concept of multisectoral nutrition 
planning, marking a reaction to largely food sup-
ply–oriented interventions that did not address 
the wider, nonfood drivers of malnutrition and 
had little impact. Program planning came to the 
fore. Nutrition institutes in many countries (such 
as Chile, Guatemala, India, Indonesia, Mexico, 
the Philippines, Tanzania, and Zambia) were now 
viewed as anachronistic because they treated mal-
nutrition as a largely medical problem. To advocates 
of multisectoral planning, the challenge was not 
launching more and better nutrition interventions, 
but rather influencing policies and programs in a 
broad range of development sectors. This thinking 
led to the establishment of “nutrition cells,” often 
in the office of a president or prime minister. A 
total of 26 nutrition planning entities were estab-
lished in the 1970s, supported primarily by the U.S. 
Agency for International Development (USAID) 
and the Food and Agriculture Organization of the 
United Nations (FAO).33

1980s: From Multisectorality to 
Nutrition Isolationism
The decade of the 1980s dawned against a back-
ground of competing narratives on the provision of 
health care and on development more widely. The 
promotion of structural adjustment (focusing on 
removing state controls in national economies) did 
not sit easily with the World Health Organization’s 
push for access to primary healthcare following the 
1981 Alma Ata declaration. Against this backdrop, 
the notion of active community participation in 
nutrition program development began to take root 

(see Chapter 2). This aligned with wider participa-
tory trends in development, as evidence emerged 
that programs with community-driven decision 
making had sustainable impacts. The Iringa pro-
gram in Tanzania, launched in 1985, was a leading 
example that would have a major impact on nutri-
tion thinking and action in years to come, stimu-
lating the development of the pioneering UNICEF 
conceptual framework and nutrition strategy in 
1990, as shown in Box 1.1.

By the 1980s most nutrition planning cells 
had ceased to function or been abandoned. The 
notion of multiple sectors somehow being coordi-
nated in complex master plans by a nutrition cell 
that rarely had any political clout or funding was 
deeply flawed. In an important policy retrospec-
tive, John Osgood Field attributed this failure prin-
cipally to unwarranted assumptions about political 
priorities, a focus on planning rather than action, 
and a lack of capacity and data for the systems anal-
ysis demanded by multisectoral planning.34 The 
hard-learned lesson here was that a multifaceted 
challenge like malnutrition requires action from 
many sectors, but it does not necessarily require 
such actions to be elaborately choreographed by 
any one entity.35 Analysis of such programs revealed 
a frequent lack of consideration of political deter-
minants and resource availability.36 The failure of 
multisectoral planning gave rise to the era of “nutri-
tional isolationism” in which the pendulum swung 
back to nutritionists who increasingly focused on 
two sets of interventions that needed little involve-
ment from other sectors: micronutrient supplemen-
tation and breastfeeding.37

The nutrition community itself, how-
ever, was not entirely harmonious at this time. 
Disagreements about responsibilities across sectors 
and agencies and an “either/or” mentality bedded 
in as debates on whether nutrition was primarily a 
health or a food issue became increasingly fractious. 
A commonly raised question was whether nutrition 
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was better served by being incorporated into larger 
programs, divisions, or departments for health, 
agriculture, or social welfare or by maintaining its 
own identity in nutrition departments. Strangely, 
the notion that both options could be pursued was 
less common. There were debates too between prac-
titioners, who argued that the field was too dom-
inated by the science of nutrition, and academics, 
who questioned the rigor of conceptual constructs, 
data collection, and analysis used in practice.

During the 1980s, it became increasingly clear 
that certain micronutrients—that is, vitamins and 
minerals—were crucial for physical and cogni-
tive growth and for preventing birth defects, mor-
bidity, and mortality (see Chapter 4). In 1985 the 
UN SCN developed a 10-year plan for controlling 
vitamin A deficiency. The following year the 
International Coordinating Committee on Iodine 
Deficiency Disorders (ICCIDD) was formed and 
quickly became effective at bringing iodine defi-
ciency disorders (IDDs) to international attention, 
developing support for wide-scale salt iodization, 
and promoting laws to enforce the participation of 
salt manufacturers.

1990s: The Birth of the UNICEF 
Framework and the Micronutrient Era
Conceptually, the start of the 1990s saw a giant 
step forward in the form of UNICEF’s develop-
ment of a coherent nutrition framework that pro-
vided a common language and indicated roles for 
different actors. The two pillars of UNICEF’s new 
nutrition strategy—both deriving from experiences 
in the UNICEF-led Iringa program in Tanzania 
(described in Chapter 2)—comprised the concep-
tual framework describing the determinants and 
drivers of undernutrition at different levels (see 
Box 1.1) and a process for assessing, analyzing, and 
acting to address nutrition problems: the “triple A 
process.” Both were to prove highly influential in 

the years to follow and remain so today (see, for 
example, Figure 1.2, showing the Lancet framework, 
which derives from the UNICEF framework). In 
1990, UNICEF organized the UN World Summit 
for Children—a milestone in setting ambitious 
malnutrition reduction goals and building strong 
momentum around the human rights–based ratio-
nale for action, which UNICEF executive director 
James Grant called an “ethical imperative.”38

The 1990s was also the decade of micro-
nutrients, especially the “big three”: vitamin A, 
iodine, and iron (see Chapter 4). The 1990 World 
Summit for Children set a goal of reducing anemia 
by one-third by the end of the decade (practitioners 
later concluded it could not be achieved because 
of the widespread difficulty of delivering supple-
ments as well as recipients’ poor adherence to sup-
plementation due to side effects). It also established 
a goal of virtually eliminating IDDs by 2000, and 
many agencies, donors, and the salt industry took 
to this challenge. In 1991 the conference “Ending 
Hidden Hunger” helped strengthen micronutri-
ent programming, and in 1993 the Micronutrient 
Initiative was formed. Overall, micronutrient con-
trol programs achieved considerable success during 
the 1990s: by the end of the decade, 60 percent of 
developing-country households were using iodized 
salt and 30 percent of children were receiving vita-
min A capsules twice a year.39

In 1992 FAO and WHO co-convened the 
International Conference on Nutrition (ICN) in 
Rome. The conference endorsed the UNICEF 
conceptual framework and the World Summit 
for Children nutrition goals while laying further 
emphasis on household food security, nutrition 
surveillance, and micronutrient deficiency con-
trol. Countries were encouraged to prepare national 
plans of action for nutrition. Many were produced, 
but few were implemented.40

Up to this point, the literature on nutrition 
policy had been sparse since the first flush of 
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publications on nutrition planning in the 1970s. 
Starting in the early 1990s, though, work on the 
political economy of nutrition began in earnest. In 
1993 Per Pinstrup-Andersen edited a volume bring-
ing together key thinkers in nutrition policy.41 In 
one chapter, John Osgood Field summarized the 
factors behind nutrition’s low political capital at the 
time (many of which still hold true today). These 
included the poor framing of issues; the relatively 
meager power of nutrition actors, who were unable 
to persuade political leaders to prioritize nutri-
tion; entrenched structural or organizational issues, 
including nutrition’s institutional homelessness; 
and the difficulty of defining or measuring politi-
cal commitment.42 Pinstrup-Andersen’s summary 
posited that actors’ goals, roles, and relative power 
are key to understanding and responding to nutri-
tion policy challenges and concluded with a plea for 
more contextual political economy analyses to yield 
more useful and realistic results in the field.

Also in the early 1990s, the UN SCN convened 
several interagency workshops and undertook a 
series of eight country case studies that culminated 
in the synthesis entitled How Nutrition Improves.43 
The final chapter, which covered political economy, 
institutional capacity, and nutrition policy, pointed 
to the need for a mix of state- and community-led 
nutrition-relevant action, institutional support 
from both research and implementing partners and 
strong links between them, the use of a “functional 
classification” of data on nutrition and its drivers to 
catalyze and incentivize wider sectoral action, and a 
free press to shine a spotlight on emerging food and 
nutrition crises. The process of formulating the pol-
icy was increasingly viewed as at least as important 
as the final policy itself. Along these lines, the SCN 
frequently stressed the need to see policy as not just 
what it says, but what it does (following Clay and 
Schaffer’s 1984 book44) in which the implementa-
tion mechanisms and processes developed by stake-
holders needed to be clearly articulated. By the end 

of the 1990s, though, the field of the political econ-
omy of nutrition sank back into relative silence.

2000–2010: Emerging from the 
Development Shadows
From the mid-1990s to the mid-2000s, nutrition 
went through a lean policy period. Other major 
development challenges such as HIV/AIDS held 
the limelight, drawing donor dollars and generat-
ing media interest, as nutrition languished in the 
shadows. The spotlight shifted somewhat follow-
ing a joint World Bank-UNICEF global assessment 
of nutrition-relevant policy and practice. The ensu-
ing book argued that despite a growing consensus 
within the nutrition community on the key inter-
ventions that could be applied to tackle nutrition 
directly, beyond the nutrition community, knowl-
edge about undernutrition, its consequences, and 
its relevance to poverty and other human develop-
ment goals was fragmented and was being inconsis-
tently applied.45 It remained therefore for nutrition 
researchers, practitioners, and donors to demon-
strate impact through rigorous evaluations and 
to communicate better outside their disciplinary 
comfort zone. In the same period, Richard Heaver 
of the World Bank wrote about management and 
capacity issues surrounding successful implemen-
tation of nutrition programs, focusing in particu-
lar on the role of higher-level nutrition “champions” 
and midlevel policy “entrepreneurs” in policy 
change.46 Drawing from these various inputs, the 
World Bank published its highly influential nutri-
tion strategy, Repositioning Nutrition as Central to 
Development.47

During this period, work was also underway at 
the International Food Policy Research Institute 
(IFPRI) on exploring the potential for “raising the 
floor” of a population’s micronutrient status by 
developing and promoting biofortified crops, bred 
to be rich in vitamins and minerals. This work 
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ultimately led to the launch of the HarvestPlus 
program in 2004.

Momentum picked up later in the decade with 
the publication of the first Lancet Maternal and 
Child Nutrition Series in 2008, which significantly 
raised the profile of nutrition. The series achieved 
several outcomes: it provided a structured, up-to-
date evidence base on the trends, causes, and con-
sequences of different forms of undernutrition and 
on the critical importance of the 6- to 24-month 
age group (which later led to the “1,000 days” con-
cept). It focused on a package of direct, nutri-
tion-specific interventions for which there was 
compelling evidence of efficacy, including micro-
nutrient supplementation, fortification, infant and 
young child feeding, and prevention and treatment 
of severe acute malnutrition. Finally, it identified 
36 countries in which 90 percent of the global bur-
den of child stunting was located. The challenge, 
according to the Lancet, was to operationalize 
and scale up this package of interventions in these 
high-burden countries.

2010–2015: Ramping Up Political 
Commitment and Financing
In recent years high-level political commitment 
to address undernutrition has ramped up signifi-
cantly among international UN, donor, and NGO 
organizations as well as many donor governments. 
Nutrition is no longer in the wings of the inter-
national development stage. Policies and strategy 
documents on nutrition proliferated among devel-
opment agencies in this period, and overseas devel-
opment assistance rose markedly.

This ascendancy has been brought about by a 
number of factors. Some of the impetus undoubt-
edly stemmed from the original 2008 Lancet 
Series and the ensuing discourse and media 
attention. The food price spikes of 2007–2008 
also sparked renewed media and policy interest 

in undernutrition, and the 2008 Copenhagen 
Consensus (building on initial work in 2004 and 
later updated in 2012) concluded that nutrition 
interventions were among the most cost-effective 
in development.

One of the most important drivers, as well as 
beneficiaries, of the global momentum has been 
the Scaling Up Nutrition (SUN) Movement, 
launched in 2010, which now has membership from 
57 countries worldwide. Founded on the principle 
that all people have a right to food and good nutri-
tion, the SUN Movement seeks to “unite people—
from governments, civil society, the United Nations, 
donors, businesses, and researchers—in a collective 
effort to improve nutrition.”48 Although the SUN 
Movement includes businesses as partners, the 
role of private-sector engagement—four decades 
after “the baby food tragedy” article in the New 
Internationalist—is still being vigorously debated.

In 2013 a second Lancet Maternal and Child 
Nutrition Series widened the scope of the 2008 
series to review evidence and experience with 

“nutrition-sensitive” interventions from a range of 
sectors, including agriculture, social protection, 
education, and early childhood development.49 It 
did so in light of evidence that direct interven-
tions alone—if scaled up to 90 percent population 

HarvestPlus/E. Simpungwe

Consuming biofortified orange maize can help children 
meet their daily vitamin A needs.
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coverage—would address only about one-fifth of 
the burden of child stunting in the highest-burden 
countries. This second series included an article on 
the politics of addressing malnutrition that raised 
the issue of enabling environments and reviewed 
experience.50 The arena for nutrition-relevant 
action was broadening.

In the same year—2013—a major interna-
tional Nutrition for Growth (N4G) summit led to 
unprecedented pledges of US$23 billion to address 
malnutrition. This was followed in 2014 by the 
Second International Conference on Nutrition 
(ICN2) and the launching of an annual series of 
Global Nutrition Reports. The Global Nutrition 
Report has positioned itself as not just a report, 
but a global accountability intervention. It high-
lights progress toward meeting nutrition goals and 
describes innovative approaches to addressing mal-
nutrition and country experiences, but it also goes 
further to track the follow-up to the many pledges 
made at the 2013 N4G summit.

Such events, outputs, and policy windows have 
been underpinned and catalyzed by an interna-
tional nutrition community of academics and prac-
titioners that had been working in the background 
throughout nutrition’s lean period and were thus 
poised to make links and grasp opportunities to 
advance an important part of the development 
agenda. The nutrition community has become 
more effective and more politically “streetwise” in 
making the case for investing in nutrition. It has 
done so by using a range of rationales including 
human rights, economic, and human development 
arguments. Other development sectors and actors 
are also now increasingly embracing nutrition—
especially the agriculture community, which sought 
to put agriculture to work for better nutrition. In 
its reform process, the CGIAR network has placed 
a greater emphasis on nutrition than ever before, 
spearheaded by the Agriculture for Nutrition 
Health (A4NH) program, launched in 2010.

These international events and opportuni-
ties have also played out in national contexts. The 
emergence of a focus on how to implement, rather 
than simply what to implement, has led to a greater 
emphasis on the importance of political commit-
ment from national governments, to efforts to build 
and measure commitment in various forms, and to 
implementation and scaling up of nutrition-relevant 
actions. The notion of “scaling up”—which only 
really surfaced in the nutrition world in the late 
1990s (see Tom Marchione’s 1999 book Scaling Up, 
Scaling Down51)—is the SUN Movement’s raison 
d’être. The focus is now shifting toward scaling up 
impact on nutrition—that is, not simply increasing 
coverage of a nutrition program, but rather focus-
ing on what drives impact and then determining 
what mix of interventions must be applied to attain 
that impact.52 This in turn emphasizes the need for 
a multisectoral, multilevel, and multistakeholder 
approach to generate a significant impact on mal-
nutrition and to sustain it over time.

While high-level speeches in support of nutri-
tion have been forthcoming, more concrete forms 
of financial and institutional commitment have 
in most cases been slower to materialize. Most 
high-burden countries still face significant gaps in 
their technical and strategic capacity to conceive, 
run, and scale up effective nutrition policies and 
programs—and as yet, there are few tangible, long-
term plans or programs to strengthen capacity to 
improve nutrition.

But progress has been made and is being made. 
This book is intended to serve as a repository of 
experiences—to show what was done and how—in 
different contexts and at different times to address 
malnutrition and improve the lives of millions.

Structure of This Book
This overview’s historical walk through 50 years of 
thinking and action on nutrition provides context 
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for the stories that follow. The structure of the 
book, its themes, and the choice of chapters have 
been strongly influenced by, among other things, 
the Lancet 2013 Maternal and Child Nutrition 
Series’ framework for actions (see Figure 1.2, 
adapted from the UNICEF framework in Box 1.1) 
and inputs from the Nourishing Millions advi-
sory committee.

The stories in this book are divided into three 
sections, which correspond to the levels of response 
to malnutrition as shown in the Lancet frame-
work. The first section—“Transforming Nutrition 
Interventions”—focuses on nutrition-specific inter-
ventions and programs that directly address malnu-
trition and target its immediate causes (light blue 
boxes in Figure 1.2). The chapters in this section 
focus on community-led programming (Chapter 2), 
interventions to ensure optimal infant and young 
child feeding practices (Chapter 3), micronutrient 
supplementation and fortification (Chapter 4), and 
community-based management of acute malnutri-
tion (Chapter 5).

Section 2, “Transforming Sectoral Actions,” 
covers nutrition-sensitive programs and approaches, 
which address the underlying determinants of mal-
nutrition (green boxes). Nutrition sensitivity is not 
a new concept, but investment in developing, imple-
menting, and evaluating nutrition-sensitive pro-
grams has intensified in the past few years. This 
section includes chapters focusing on agriculture 

(Chapter 6), social protection (Chapter 7), and 
water, sanitation, and hygiene (Chapter 8), all 
of which offer huge potential contributions to 
addressing malnutrition at scale. The final chapter 
in this section is on obesity prevention and control 
(Chapter 9), reflecting this growing global problem.

The third section—“Transforming National 
Policy and Programming”—focuses on how stories 
of change in nutrition play out at the country level. 
This permits us to highlight the role of the enabling 
environment (at the base of Figure 1.2 framework) 
and to show how the different levels of policy and 
practice come together, in different contexts and at 
different times, to drive change. Case studies have 
been developed for Thailand, Brazil, Bangladesh, 
Nepal, Peru, Vietnam, Ethiopia and the state of 
Odisha in India (Chapters 10–17). These all rep-
resent contexts in which a significant political 
commitment emerged, and actions were taken, to 
address a high burden of undernutrition. The chap-
ters in this section attempt to unravel what hap-
pened and how change came about.

The choice of case studies highlighted within 
each chapter was determined by a set of criteria 
described in the Appendix.

Finally, before concluding, we devote a chap-
ter (Chapter 18) to understanding the pivotal and 
transformational issue of leadership, highlighting 
stories of individuals who have successfully champi-
oned the cause of nutrition in different countries.
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Figure 1.2 Lancet Nutrition Series framework for actions to achieve optimum fetal and child nutrition 
and development
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On the Front Line
Community Nutrition Programming
STUART GILLESPIE AND JUDITH HODGE

WHATEVER ADVANCES HAVE been made 
in terms of technologies, interventions, and their 
delivery platforms in recent decades, it is house-
holds and communities that remain on the front 
lines in combating malnutrition. During the past 
half century, several significant attempts have been 
made to initiate and implement community-based 
nutrition programs. This chapter assesses the evo-
lution and performance of such approaches, high-
lighting several case studies.

In what follows, we differentiate between com-
munity based (which refers to the location of the 
intervention) and community driven (implying 
an active involvement of community members 
in designing and/or implementing the interven-
tion). Several different communities may reside in 
any one village or urban slum—geography is only 
one of several factors that bring people together, or 
divide them. We also remind the reader that sev-
eral of the interventions described in the first two 
sections of this book can be combined and deliv-
ered within community nutrition programs. In this 
sense, this chapter focuses more on the how of local 

nutrition-relevant action than on any one type of 
intervention (the what).

The literature on community nutrition pro-
gramming includes various studies, evaluations, and 
reviews, with a particular concentration of scholarly 
studies in the 1990s. These include the following:

• three comprehensive reviews carried out by 
the United Nations Standing Committee on 
Nutrition, which attempted to unravel the dynam-
ics underpinning success in nutrition, either at the 
national level or with regard to a specific program1;

• a review of community-based programs that 
led to the formulation of the highly influential 
UNICEF nutrition strategy2;

• a World Bank review of another four 
African programs3;

• a questionnaire survey of 66 programs in Africa, 
also by the World Bank4;

• a UNICEF-led appraisal of 22 community- 
based nutrition programs in South Asia5;
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• a review of 8 effective programs in Africa6;

• a review of successful programs in Asia, under-
taken by the International Food Policy 
Research Institute (IFPRI) for the Asian 
Development Bank7;

• a USAID review of 10 community-based nutri-
tion programs carried out in Kenya, Tanzania, 
and Uganda8; and

• further analyses undertaken as part of a joint 
World Bank–UNICEF assessment of nutrition 
policy and practice that culminated in the 2003 
book Combating Malnutrition: Time to Act.9

The genesis of this 1990s attention to com-
munity nutrition in fact lay in experiments and 
experiences from the 1980s. Three of these were 
particularly influential: the Iringa program in 
Tanzania (see Box 2.1), the Tamil Nadu Integrated 
Nutrition Project (TINP) in southern India (see 
Box 2.2), and the Thai experience (described in 
Chapter 10).

In general, the assessments and evaluations 
listed above concurred in emphasizing the impor-
tance of four factors: the context, the process lead-
ing to the development of the program, the choice 
of activities, and the process adopted to manage 
and implement the program. Before highlighting 

Box 2.1 Iringa: Africa’s shining star
Tanzania’s Joint Nutrition Support Program in the country’s Iringa region was a landmark success story 
in community-based nutrition programming during the 1980s. A collaboration between the Swedish 
International Development Authority (SIDA), the Tanzanian Food and Nutrition Centre, and UNICEF/
WHO, the Iringa Nutrition Program was scaled up to cover more than 50 districts between 1983 
and 1989.10 The program emphasized social mobilization, local problem assessment and action 
planning, and tailor-made combinations of nutrition and food security interventions at the community 
level. Community workers monitored child growth to identify and assess families in which a child was 
malnourished and then worked with families to analyze possible causes and draw up an action plan 
in conjunction with local government organizations. Depending on the cause, interventions varied 
from counseling, to referral to the health service, to participation in a livelihood-creation, microcredit, 
or social protection program.11 

Such active community involvement at each stage of the nutrition improvement process was 
pioneering (reflected in the use of the “triple A approach”—assessment, analysis, and action) and 
addressed the human rights of individuals and vulnerable groups.12 In five years, the program almost 
eliminated severe child malnutrition (from 6.3 percent to 1.8 percent) and reduced moderate mal-
nutrition by half.13 Its dramatic success led to its national replication in the early 1990s as the Child 
Survival and Development Program, as well as to a number of lessons learned in terms of program-
ming concepts and practice and to participatory development in general.14 The program also became 
a leading community-based model, adopted in and adapted for many countries in Africa and Asia.

Aligning nutrition with community development, however, had a price. The Iringa experience 
was not sustained in Tanzania, and after a change in government in the late 1990s, it effectively fell 
through the institutional cracks.15 In the new era of reform and cost-cutting, the community mobiliza-
tion processes required for lasting change were considered too slow moving. Nutrition, increasingly 
equated with vertical micronutrient programs, was not considered an essential part of health reform.16 
Yet Iringa has had a lasting legacy by leading to the development of the hugely influential UNICEF 
conceptual framework of the causality of nutrition still in use today (see Chapter 1).
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Box 2.2 Community nutrition programming in India
In Indian nutrition programs, the practice of active community involvement has often lagged behind 
rhetoric—the programs may be community based, but few are community driven.17 India’s national 
Integrated Child Development Service (ICDS) scheme—the world’s largest nutrition program—was 
launched in 1975 to address the health and nutrition needs of children under the age of six years. 
The program, which incorporates health, nutrition, and education interventions, operates through a 
network of anganwadi centers (AWCs) to provide services for adolescent girls, pregnant and lactat-
ing women, and children aged six months to six years. Individual or group counseling is delivered by 
community health workers or anganwadi workers. There is one AWC per village or for a population 
of 1,000 (700 in tribal areas).18

Although the ICDS has the potential to reach even the most vulnerable communities, evaluations 
suggest that gaps in program implementation result from factors such as poor targeting, poor cover-
age, and poor quality of service delivery.19 Echoing findings across many evaluations of ICDS, a 2001 
ethnographic study20 found the ICDS to be concerned primarily with proper regulation, enumeration, 
and upward accountability rather than outcomes for children, and to be focused on delivering and 
documenting a narrow set of supplementary food outputs rather than the wider integrated services 
intended by the state.21

In sharp contrast, the Tamil Nadu Integrated Nutrition Project (TINP), launched in 1980 and devel-
oped alongside ICDS, achieved a significantly greater impact on child undernutrition than the national 
program. Between 1980 and 1989, the prevalence of children who were underweight dropped by 
approximately 1.5 percent a year in participating districts—twice the rate of nonparticipating ones.22 
The success of TINP was based on several factors, including selective feeding (the careful focus on 
supplementing the dietary intake of young children when their growth falters and until their growth 
resumes), favorable worker-to-supervisor ratios (see previous discussion of intensity), clear job descrip-
tions, and a highly focused monitoring system.

The second evolution of TINP (TINP-2, launched in 1991 in 318 of Tamil Nadu’s 385 rural blocks) 
sought to move beyond reducing severe malnutrition and to make a significant dent in the high prev-
alence of children suffering from moderate malnutrition by shifting toward a more preventive focus. 
Building on lessons learned from TINP-1, TINP-2 focused on strengthening local capacity, mobilizing the 
community, and targeting interpersonal communications, all aimed at improving home-based care and 
feeding of children younger than age 2 in order to prevent their becoming malnourished. This task was 
more difficult; some progress was made, but it was not as spectacular as that of TINP-1.23 Later on, the 
TINP model became subsumed within the national ICDS program as the central government pursued 
universalization. As with Iringa, this high-intensity, time-intensive community program—however effec-
tive—did not sit easily with those pushing for scaling up a centralized program nationally. In the process, 
the political incentive to scale up coverage—in other words, a focus on quantity—trumped quality.

Although the ICDS, a national program that has been active for more than 40 years, has had 
limited success at the national level, there are signs of what can be done with higher-level commitment 
and stronger incentives for implementation and achieving results on the ground. The states of Odisha 
(described in Chapter 17) and Maharashtra are recent examples. In Maharashtra, key drivers associ-
ated with the rapid improvement in child nutrition included a doubling of spending on nutrition and a 
focus on filling vacancies among frontline workers in the ICDS scheme. Stunting in children under age 
five declined from 36.5 percent to 24.0 percent between 2005–2006 and 2012, and access to the 
ICDS was one of the determinants that improved the most between surveys.24 Odisha, Maharashtra, 
and the earlier example of TINP show what can be achieved if community-based systems—supported 
by higher-level structures and incentives—are made to work effectively for communities.
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several case studies and experiences, we dig deeper 
into these factors, listing key lessons and recom-
mendations that emerged from these reviews.

Context
The degree to which program implementers can 
influence context is limited, at least in the short 
term. Several reviews have called for a two-pronged 
approach that involves catalyzing the development 
of programs where the context is favorable while 
promoting enabling environments through advo-
cacy and social mobilization at all levels. Many 
reviews converged on the following contextual fac-
tors as being important:

• Political commitment at all levels of society and 
a conducive policy environment with supportive 
structures and policies. For programs to succeed 
in the long run, a context or environment that 
is enabling must be in place or created. Some of 
these contextual factors (for example, high lit-
eracy rate, women’s empowerment, community 
organizational capacity and structures, appro-
priate legislation) may be particularly influ-
enced by policy, others less so;

• The presence of complementary ongoing 
nutrition-sensitive programs from other sectors 
and/or local government;

• A culture of participation, particularly with 
regard to women;

• Community awareness, either existing or cre-
ated, of the magnitude and consequences of 
malnutrition and a degree of commitment and 
knowledge to address them;

• Community organizations (such as women’s 
groups, people’s nongovernmental organiza-
tions [NGOs], credit associations, youth clubs, 
farmers’ associations) along with adequate 

infrastructure for delivering basic services, 
including committed and capable staff; and

• Charismatic community leaders who can mobi-
lize and motivate people to do more for them-
selves in a genuinely self-reliant way.

Process in Developing the Program
Community-driven programs are rarely initiated to 
improve nutrition alone (communities have broader 
priorities), so means must usually be found to fos-
ter multifaceted programs in which nutrition and 
health activities can be embedded (see the discus-
sion of Bangladesh’s SHOUHARDO program 
later in this chapter).

As mentioned, most reviews of community 
nutrition action cited have emphasized the pro-
cesses involved—that is, the how questions of pro-
gram development, implementation, and expansion. 
But what is a good process? Most reviews concurred 
that it is one in which participation, local owner-
ship, and empowerment are driving forces. A focus 
on process tends to align with the human rights 
rationale for action, wherein beneficiaries are con-
sidered subjects of their own growth and devel-
opment rather than passive recipients of transfers 
or handouts. In the past, top-down, outcome-fo-
cused service delivery or nutrition interventions 
(for example, the Integrated Child Development 
Service [ICDS] in the 1990s, discussed below) 
tended to dominate the field of nutrition. With 
limited community ownership and little attention, 
if any, to the strengthening of local nutrition-im-
proving processes, their long-term effectiveness was 
low. In contrast, process-focused development proj-
ects emphasize working from the bottom up on par-
ticipation and empowerment, are often supported 
by NGOs (as in the case of SHOUHARDO), and 
are often—at least initially—small scale.
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The reviews highlighted the following factors as 
important to program development:

• Promoting and supporting a process whereby 
individuals and communities participate in 
assessing the nutrition problem, analyzing its 
causes and their available resources, and acting 
in response. This three-step iterative cycle—the 

“triple A” approach of assessment, analysis, and 
action—emerged from the Iringa experience in 
Tanzania described below and became the cor-
nerstone of the UNICEF nutrition strategy25;

• Finding an appropriate entry point that is rele-
vant and responsive to the community’s wishes 
and needs;

• Clearly identifying and defining time-bound 
goals and targets (young children, pregnant and 
lactating women, and adolescent girls are nor-
mally the focus);

• Identifying and supporting appropriate num-
bers and ratios of facilitators and community 
mobilizers, thereby providing a sense of joint 
ownership of the program or project by the 
community and the government (see the discus-
sion of intensity under “Program Management 
and Implementation” below);

• Allocating adequate funding and time by donors 
and program managers to program development.

Program Design and Content
Community-based programs include a range of 
activities and interventions (see Chapters 3–5 in 
particular). For children, such programs could 
include any combination of the following: growth 
monitoring; infant and young child feeding; dis-
ease management, including feeding during and 
after diarrheal and oral rehydration therapy; micro-
nutrient supplementation, such as promoting 

consumption of iodized salt; deworming; and pos-
sibly targeted food supplementation. For women, 
activities included in ante- and postnatal care strat-
egies can encompass tetanus toxoid immunization, 
micronutrient supplementation (including iron and 
folic acid tablets for pregnant women and possibly 
a postpartum vitamin A megadose in cases where 
vitamin A deficiency is known to be a problem), 
iodized salt consumption, food supplementation 
during pregnancy, malaria chemoprophylaxis in 
endemic areas, and reproductive health education.

Along with program content, two key design 
considerations relate to program coverage and tar-
geting. Coverage relates to the percentage of the 
at-risk population participating in the program, 
while targeting concerns the degree to which this 
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A child is measured at a health clinic in Zimbabwe.
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coverage is oriented toward the neediest among 
potential responders. Well-conceived programs may 
be ineffective simply because their coverage is too 
narrow to have a broad impact on the problem, they 
do not reach those most in need, or both. Coverage 
and targeting often work in opposite directions: that 
is, large-scale programs might have wide coverage 
but be poorly targeted, whereas small-scale programs 
(often run by NGOs) may be well targeted but have 
limited impact owing to their limited coverage.

Other key findings of reviews of community 
nutrition action are as follows:

• The promotion part of growth monitoring and 
promotion programs is key. Growth monitoring 
and promotion works better when it is group 
based, when proper feedback and counseling 
are provided, and when information is used effi-
ciently at all levels;

• Nutrition education should be related to tan-
gible resources, conveyed as behavior change 
communication (as in participatory educational 
theater) and as positive deviance;

• Credit and income-generating activities should 
be provided for women;

• Care for women and children should be 
improved by reducing women’s workloads 
using appropriate technology, such as milling 
machines, solar dryers, and water wells; and

• A multisectoral approach should be adopted to 
maximize convergence with other relevant pro-
grams, such as those that deal with underlying food, 
health, and care-related causes of malnutrition.

Program Management and 
Implementation
The issue of intensity is key in program design 
and implementation. Intensity relates to resource 

use per participant, expressed either as dollars per 
participant per year or in population and worker 
ratios (for example, the number of children per 
community-level worker or mobilizer, or the num-
ber of facilitators or supervisors per mobilizer). Past 
experience suggests that effective programs require 
approximately $US5–15 per participant (at 1991 
rates) per year excluding additional food, which 
roughly doubles the cost.26

With regard to personnel ratios, the successful 
example of Thailand (see Chapter 10) adopted a 
benchmark ratio of 1:20—that is, one community 
mobilizer per 20 households with young children, 
and one facilitator/supervisor per 20 mobilizers. 
In contrast, in India’s ICDS in the 1990s, ratios 
approached 1:200—that is, one community-based 
anganwadi worker managed activities designed 
to cover approximately 200 households. Not sur-
prisingly, the ICDS program was center-based 
and oriented to handing out food to individuals 
who attended (see Box 2.2). The critically import-
ant human dimension of counseling to improve 
home-based care and nutrition, tailored to the spe-
cific needs of individual children, was relatively 
neglected. In Tamil Nadu, on the other hand, 
TINP adopted a two-worker model (as opposed to 
just one worker) to increase intensity, with the sec-
ond worker focusing primarily on home visits for 
the youngest growth-faltering children. Other key 
management and implementation factors underpin-
ning successful programs included:

• Community involvement in program plan-
ning and implementation using participatory 
processes such as the triple-A approach, partic-
ipatory rural appraisal, and community repre-
sentation and voice within program hierarchies;

• Capacity development and training for pro-
gramming staff and community members that 
is task oriented and part of the staff ’s profes-
sional development;
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• Strong leadership, training, and supervision 
of facilitators and mobilizers; an appropriate 
balance between top-down and bottom-up 
management; and links to effective community- 
based monitoring; and

• The involvement of local NGOs, which often 
provided excellent facilitators as well as cul-
turally relevant training. They were usually 
accountable to the community, which facili-
tated sustainability.

SHOUHARDO in Bangladesh
Bangladesh’s sustained success in reducing the prev-
alence of underweight and stunting among chil-
dren during the past two decades (see Chapter 12) 
has not been linked to any particular nutrition 

intervention but rather to multidimensional driv-
ers. Key likely contributors to this decline include 
improvements in household assets, parental educa-
tion (both maternal and paternal), sanitation cov-
erage, gender empowerment, and healthcare use.27 
Such a multipronged approach has been integral to 
the success of the SHOUHARDO (Strengthening 
Household Ability to Respond to Development 
Opportunities) community-based program.

SHOUHARDO I was a large-scale, five-year 
program (2004–2009) that aimed to reduce mal-
nutrition and chronic food insecurity in vulnerable 
households in 18 of the poorest and hardest-to-
reach districts of Bangladesh, serving a population 
of 2 million people.28 The program provided both 
direct nutrition interventions, such as food aid and 
maternal and child health activities, and services for 
improving water, sanitation, and hygiene (WASH) 
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Workers at an anganwadi center, which provides basic nutrition and health services, weigh an infant in Bihar, India.
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and homestead food production. But what differ-
entiated SHOUHARDO from other large-scale, 
community-based interventions was its use of a 
rights-based livelihoods approach for both address-
ing the conditions of poverty and promoting a “cul-
ture of equal citizenship rights.”29

SHOUHARDO (which means friendship in 
Bengali) targeted the poorest and most vulnerable 
households living in the most poverty-stricken and 
remote chars and haors (unstable islands and wet-
lands formed of silt deposits) as well as coastal and 
urban slums. Household targeting within each vil-
lage began with a participatory “well-being analy-
sis.” This involved grouping community members 
into economic categories based on criteria such as 
land ownership, income level, and food insecurity. 
The final participants chosen included 400,000 
households, representing about three-quarters of all 
households in project villages.30

The program implemented a wide range of 
activities, recruiting community members to be 
facilitators and trainers in agriculture, fisheries, 
livestock, and other income-generating activities 
often focused on economic activities around the 
homestead.31 A team of approximately 45 partner 
NGOs were responsible for implementing the pro-
gram, with CARE Bangladesh playing the supervi-
sory role.

Empowering Marginalized People
The program aimed to empower some of the most 
marginalized populations (women and adoles-
cent girls in particular) to realize their basic rights, 
directing them to existing social protection schemes 
and mediating their interaction with duty-bearers 
(usually government officials).32 This focus on rights 
was combined with a livelihoods approach, which 
takes a holistic view of people’s lives to inform pro-
gram design. The livelihoods perspective breaks 
down the traditional sectoral view that people’s lives 
are composed of unconnected pieces; instead, it 

looks for synergistic impacts from cross-sector com-
binations of interventions based on an understand-
ing of the strategies that households use to survive.33 
Within this model, SHOUHARDO also focused 
on factors that have a well-documented relationship 
with improved nutritional status and children’s sur-
vival. These factors included education of women 
and girls and women’s empowerment and control of 
resources.34

SHOUHARDO addressed not only the avail-
ability, access, and utilization issues that led to food 
insecurity but also the underlying structural issues 
that contributed to vulnerabilities specific to the 
population in its operational area.35 Structural causes 
of food insecurity included not only poverty, poor 
sanitation, and frequent natural disasters but also 
power inequalities between women and men and 
between economic classes—politically sensitive areas 
that development agencies often steer clear of but 
that are crucial for tackling malnutrition in a sus-
tainable manner. And such a radical departure from 
business as usual paid off. The program’s results 
showed exceptionally large reductions in stunting 
between 2004 and 2009: a decline from 56 percent 
to 40 percent among children aged 6 to 24 months in 
the program’s operational area. Furthermore, stunt-
ing reductions were far greater for the extreme-poor 
project households than for the poor (21.3 percent 
versus 12.7 percent). During the same period, levels 
of stunting remained unchanged in the country as 
a whole, and increases even occurred at some point 
owing to a food price crisis and extreme weather con-
ditions.36 So how did this community-based inter-
vention achieve such success?

Understanding Success
Analysis (using a mixed-method approach) of 
SHOUHARDO’s success highlighted the impact 
of various interventions. Improved nutritional sta-
tus of children was associated with a combination 
of nutrition-specific (direct) and nutrition-sensitive 
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(indirect) approaches. Direct interventions included 
food assistance (for children aged 6–24 months and 
lactating mothers) and health, hygiene, and nutrition 
support to mothers. SHOUHARDO’s courtyard 
sessions on health, hygiene, and nutrition appeared 
to have made a significant impact on mothers’ caring 
practices for their children and on their own ante-
natal care. More indirect interventions were those 
that improved households’ economic conditions (for 
instance, participation in core occupational groups) 
and provided WASH support (that is, assistance 
with tubewells, a type of well in which a tube or pipe 
is bored into an underground aquifer to obtain safe 
water, and access to safe latrines).37

Many of the improvements in women’s empow-
erment that occurred over the program’s duration 
could be attributed to SHOUHARDO initia-
tives. The degree to which women participated in 
Empowerment, Knowledge, and Transformative 
Action (EKATA) and other program groups was 
linked to significant improvements in their influ-
ence on household decisions, freedom of movement, 
and reportedly, in patriarchal attitudes. In gen-
eral, the more that household members had been 
involved in multiple SHOUHARDO interven-
tions, the better off they became in terms of food 
security status, equality of power between female 
and male household members, and the nutritional 
status of young children.38

Building on Success: SHOUHARDO II
The program’s second phase (SHOUHARDO 
II, 2010–2015) maintained a strong emphasis on 
improving livelihood security, food security, nutri-
tion, and women’s empowerment at the com-
munity level. However, this phase incorporated 
lessons learned from Phase I, with additional com-
ponents aimed at strengthening local governance 
and improving adaptation to climate change. The 
program reached a further 370,000 households 
in 1,573 villages in 11 districts, targeting poor and 

extreme-poor households.39 SHOUHARDO II 
prioritized community-based interventions, such 
as the capacity of village development committees 
to not only assess local factors constraining food 
security but to oversee program efforts to address 
them.40 A final impact evaluation report suggests 
that SHOUHARDO II was associated with reduc-
ing stunting prevalence among children under age 
five from 61.7 percent at the time of the project’s 
inception to 48.8 percent only four years later—a 
total reduction of 12.9 percentage points. Success 
was attributed to the program’s nutrition-specific 
maternal and child health and nutrition interven-
tions, as well as interventions designed to empower 
women, promote livelihoods, and improve health 
environments at the household level.41

Where Are We Now?
Compared with the 1990s, the importance 
of community-driven approaches in nutrition 
seems to have fallen behind in the wider lit-
erature on participation. While the Lancet 
Nutrition Series of 2013 discussed platforms at 
the community level for delivery, for example, 
it did not address community-driven approaches 
as they relate to active involvement of commu-
nity members in program design and implemen-
tation. SHOUHARDO may be an exception 
(albeit one that was initiated more from a food 
security than a nutrition perspective). It stands in 
contrast to the frequent application of participa-
tory approaches to livelihoods, agricultural devel-
opment, women’s empowerment, sanitation, and 
other sectors that only indirectly impact nutri-
tional status.

In the 2000s, increasing attention was paid to 
the concept of community-driven development 
(CDD), with the World Bank supporting and eval-
uating a range of CDD approaches in different 
countries.42 Reviews of these programs tended to 
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focus on the crucial need to adapt interventions to 
the local context (including community-level per-
ceptions of development) and on the importance 
of responsive state involvement in delivering public 
services and fostering downward accountability.43

While the issue of accountability in the deliv-
ery of public services has gained significant traction 
in recent years,44 it had been relatively neglected 
in nutrition until recently. In identifying this gap, 
Nisbett et al.45 pointed to the findings of a trial 
in Uganda that involved community meetings to 
reflect on scorecards of community healthcare pro-
vision in that country; the trial was associated with 
significant accelerations in decline in child mortal-
ity and wasting rates.46

Things are changing, however, and account-
ability in nutrition is moving to center stage. 
This trend was highlighted in a recent consulta-
tion among Scaling Up Nutrition (SUN) mem-
ber countries47 and through the way in which the 
annual Global Nutrition Report—in shining a 
light on the translation of stated commitments 
into action on the ground—positions itself as 
an accountability intervention, not just a simple 
report. Is community accountability for nutri-
tion (building on past lessons described here and 
in Chapter 10 on Thailand) the new window 
of opportunity to ensure that the voice of local 
people will help them achieve their own nutri-
tion security?
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Off to the Best Start
The Importance of Infant and Young Child Feeding
JUDITH HODGE

IN RECENT YEARS, nutrition interventions 
have focused on the critical first 1,000 days of life 
(from pregnancy up to the child’s second birth-
day), a period which has been identified as a win-
dow of opportunity for preventing child morbidity 
and mortality and ensuring adequate growth. 
During this time, children have higher nutritional 
needs to support rapid growth and development; 
if these are not met (and supported by adequate 
care and access to health services), loss in linear 
growth is largely irreversible and the potential for 
intervention to promote catch-up growth later 
on is minimal.1 Optimum nutrition in the first 
1,000 days is also important for preventing over-
weight. Evidence suggests that infants with growth 
faltering in early life, followed by rapid weight 
gain in later childhood, might be at increased risk 
of adult obesity and noncommunicable diseases 
(NCDs), such as cardiovascular disease and hyper-
tension.2 Strategies to improve infant and young 
child feeding (IYCF) are therefore a cornerstone 
for the child survival and development programs of 
many countries.

Evidence for recommended feeding practices 
and about barriers to appropriate feeding has grown 
steadily, as has knowledge about interventions that 
have effectively promoted improved IYCF. Best 
practices for IYCF focus on breastfeeding (initiat-
ing breastfeeding within one hour of birth, exclu-
sive breastfeeding (EBF)—only giving an infant 
breast-milk and no other food or water—for the 
first six months of life, and continued breastfeed-
ing up to the age of two and beyond); and comple-
mentary feeding (introducing safe, age-appropriate 
soft and solid food starting at six months of age).3 
The Lancet 2016 Breastfeeding series confirms that 
appropriate breastfeeding practices provide major 
protection against child morbidity from diarrhea 
and respiratory infections in countries affected 
by infectious diseases.4 One study estimates that 
improved breastfeeding practices worldwide could 
annually prevent the deaths of 823,000 children 
under five and the deaths of 20,000 mothers from 
breast cancer.5 Breastfeeding is further associated 
with increased intelligence in children, and thus 
with enhanced human capital in adulthood.6 A 
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recent economic analysis estimates that present low 
global levels of breastfeeding at six months could 
account for a global loss of gross national income 
(GNI) amounting to US$302 billion—about 
0.5 percent of world GNI.7 Poor complementary 
feeding practices have also been identified as a risk 
factor associated directly with stunting.8 Moreover, 
for the increasing number of countries now facing 
a double burden of malnutrition (both under- and 
overnutrition), optimal IYCF and early intervention 
are even more critical to ensure that investments are 
targeting children under two years to reduce their 
risk of becoming both stunted and obese.9

Developing a Global Strategy
For most of the past century, initiation and dura-
tion of breastfeeding have declined globally as a 
result of rapid social and economic change, includ-
ing increased urbanization, increased women’s 
employment, and marketing of breast-milk substi-
tutes.10 In the 1970s, a global coalition formed by 
civil society and other stakeholders campaigned 
against the unethical marketing strategies of infant 
formula companies that resulted in many infants’ 
becoming malnourished or dying from contami-
nated or diluted breast-milk substitutes (Box 3.1).11 
Key developments include the following:

• 1981: International Code of Marketing of Breast-
milk Substitutes12 (hereafter “the Code”) and 

subsequent relevant resolutions adopted by the 
World Health Assembly.

• 1990: Innocenti Declaration on the Protection, 
Promotion, and Support of Breastfeeding13 (devel-
oped by WHO and UNICEF policy mak-
ers) recommended establishment of national 
breastfeeding committees, national legislation 
to protect the breastfeeding rights of employed 
women, and implementation of the Code.

• 1991: Baby Friendly Hospital Initiative14 
launched to scale up “10 Steps to Successful 
Breastfeeding.” Maternity facilities achieve 
baby-friendly status when they adopt a policy of 
not accepting free or low-cost breast-milk substi-
tutes and have implemented the 10 steps. There 
are now more than 15,000 baby-friendly facili-
ties in 134 countries.

• 2002: WHO/UNICEF Global Strategy for 
Infant and Young Child Feeding15 galvanized 
world attention around the importance of IYCF 
for child survival, growth, and development. It 
also emphasized the need to strengthen breast-
feeding support at the community level and 
addressed the needs of children living in diffi-
cult circumstances, such as infants of mothers 
living with HIV, low birth-weight infants, and 
infants in emergency situations.

Box 3.1 Marketing of infant formula
Since its inception in 1981, enforcement of the International Code of Marketing of Breast-milk Substi-
tutes has been undermined by the active and aggressive marketing of substitutes by their manufac-
turers and distributors.16 Clear evidence of negative impact on breastfeeding is found when breast-
milk substitutes are provided for free in health facilities and promoted by health workers and in the 
media—practices in direct contravention of the Code.17 Less than a quarter of 199 countries have a 
robust implementation and monitoring system in place.18 Brazil’s breastfeeding success is due in part 
to its rigorous monitoring of compliance.19 Despite its progress, Brazil is the 10th-largest market for 
infant formula, a market expected to reach US$951 million by 2019.20
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• 2003: Pan American Health Organization/
WHO Guiding Principles for Complementary 
Feeding of the Breastfed Child21 proposes 10 
guiding principles for complementary feed-
ing, which cover areas such as meal frequency, 
energy density, and feeding during and after ill-
ness. Similar guiding principles are available for 
feeding of non-breastfed children.22

Breastfeeding initiatives have been the most suc-
cessful aspect of IYCF programs at scale to date. 
Stories of intervention effectiveness in improving 
complementary feeding come mainly from small-
scale programs. In Madagascar, a project to improve 
maternal nutrition and IYCF in a target popula-
tion of 6 million implemented a combination of 
health-worker training, community mobilization, 
and mass media to great effect. Results showed an 
increase in EBF in infants under six months from 
42 to 70 percent between 2000 and 2006.23 More 
widely, evidence indicates that countries with pol-
icies and programs most closely aligned to recom-
mendations from the WHO/UNICEF global 
strategy—a multipronged approach with both 
cross-cutting and targeted strategies at commu-
nity, health system, and national levels (Box 3.2)—
achieve the greatest impact.24

Breastfeeding—Best Progress in 
Developing Countries
Findings from the Lancet 2016 Breastfeeding series 
confirm that breastfeeding is one of the few pos-
itive health behaviors that is more prevalent in 
poor countries than in rich ones.25 Moreover, poor 
women breastfeed for longer than rich women in 
low- and middle-income countries. The reverse is 
true in high-income countries, suggesting that in 
low- and middle-income countries, breastfeeding 
contributes to reducing health inequalities between 
rich and poor children.26 Yet global progress has 

still been slow to date. In 2000, 37 percent of 
infants under six months were exclusively breast-
fed—by 2012 this had increased to just 41 percent.27 
However, 25 countries increased their rates of EBF 
by 20 percentage points or more after 1995; this 
puts these countries on track to achieve the World 
Health Assembly global nutrition target of increas-
ing the rate of EBF to at least 50 percent in the first 
six months by 2025.28 Although less than half of 
all infants worldwide (44 percent) were put to the 

Box 3.2 Key components and interventions of 
IYCF strategy

Legislation
 » Marketing of breast-milk substitutes
 » Maternity protection

Skilled support by the health system
 » Curriculum development for IYCF
 » IYCF counseling and other support services
 » Capacity development for health providers
 » Institutionalization of the Baby-Friendly 
Hospital Initiative

Community-based counseling and support
 » Established community-based integrated 
IYCF counseling services

 » Mother support groups

Communication
 » Community for behavior and social change

additional complementary feeding options
 » Improving the quality of complementary 
foods through locally available ingredients

 » Increasing agricultural production
 » Provision of nutrition supplements and foods
 » Social protection schemes

IYCF in difficult circumstances
 » HIV and infant feeding
 » IYCF in emergencies

Source: Adapted from UNICEF, Programming Guide: Infant 
and Young Child Feeding (New York, 2011).
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breast within the first hour after birth (first milk, 
or colostrum, is rich in antibodies and import-
ant for the baby’s immune system), 68 percent of 
infants were still being breastfed at 12–15 months.29

Key to success are national plans that create an 
enabling environment through elements such as the 
adoption of legislation on the marketing of breast-
milk substitutes (Box 3.1), baby-friendly maternity 
facilities, and skilled support by health provid-
ers and community workers. Education interven-
tions increased EBF by 43 percent at day one, by 
30 percent at one month, and by 90 percent from 
one to five months, with a combination of individ-
ual and group counseling found to be more effec-
tive than either intervention on its own.30 However, 
more progress needs to be made in addressing the 
barriers presented by work environments. Nearly 
all countries have maternity protection legislation, 

but only half (98 out of 185 countries) provide 
the recommended 14 weeks of maternity leave.31 
Moreover, hundreds of millions of working women 
in informal work sectors, mostly in Africa and Asia, 
have either no maternity protection or inadequate 
protection.32

Success Stories in Boosting 
Breastfeeding
Brazil made impressive strides in improving breast-
feeding practices beginning in the mid-1970s.33 
Between 1974/1975 and 2006/2007, the median 
duration of breastfeeding increased from about 
2.5 months to 14 months.34 There was also a steep 
rise in EBF rates from a low of about 4 percent 
in 1986 to 48 percent by 2006/2007.35 Brazil 
launched its National Program for the Promotion 
of Breastfeeding in 1981 through a mass media 
campaign to sensitize decision makers and the pub-
lic about the urgent need to improve breastfeeding 
rates.36 Targeted communication strategies were 
developed, using multiple channels and messages 
tailored to the local context and to the specific bar-
riers to breastfeeding, such as the belief that women 
do not produce enough milk for EBF.37

Brazil’s success was not instant. There was a 
time lag of approximately six years before signifi-
cant increases in breastfeeding duration began to 
be detected. Analysis of the program identifies 
a number of threats to breastfeeding, including 
free formula distribution, unethical advertising by 
infant formula companies, and medical education 
biases. For the first three to four years of the pro-
gram, these negative influences were much stronger 
than breastfeeding promotion and advocacy efforts. 
But barriers declined over time as Brazil’s institu-
tional capacity increased and the country reduced 
its reliance on foreign aid to sustain the program.38 
Brazil’s achievements in improved breastfeeding 
do not exist in isolation—they are part of a broader 
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Exclusive breastfeeding—giving an infant only breast milk 
and no other food and water—for the first 6 months is 
linked with lower mortality of children and mothers.
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expansion in access to maternal and child health 
and nutrition services and pro-poor policies such 
as targeted cash transfer programs.39 The Brazilian 
government has also shown regional leadership 
through its support of human-milk banks in neo-
natal intensive care units in nearly all countries in 
Latin America, which not only provide human milk 
for critically ill newborns but also foster a culture of 
breastfeeding in the hospital.40

Bangladesh was motivated to re-evaluate its 
breastfeeding promotion efforts when EBF rates 
remained static. From 1994 to 2007 the EBF 
rate hovered between 42 and 46 percent.41 The 
Bangladeshi program included successful imple-
mentation of the Code, the introduction of mater-
nity leave legislation, and promotion of major 
investment in Baby Friendly Hospital Initiative 
efforts, but it had failed to engage a key target audi-
ence, namely women who still had little contact 
with health sector maternity services.42 Lessons 
learned led to the piloting of innovative communi-
ty-based breastfeeding promotion approaches, such 
as community nutrition promoters and mother-
to-mother support groups. Subsequent scale-up of 
these new IYCF practices through Alive & Thrive’s 
program (2010–2014) paid huge dividends—an 
increase in EBF from 48 percent to 88 percent in 
intervention areas.

In contrast, Sri Lanka is a country where 
95 percent of women attend prenatal care and give 
birth in healthcare facilities. Between 1995 and 
2007, the average rate of EBF among infants up 
to six months of age increased from 17 percent to 
76 percent, an annual increase of roughly 6 percent-
age points a year.43 The country’s breastfeeding 
program was characterized by extensive training 
in lactation support both for the vast majority of 
health workers based in hospitals and field clinics 
and for public health midwives making home vis-
its within the first 10 days after delivery.44 The Sri 
Lankan experience underlines the need to engage 

women at both health-facility and community lev-
els, with outreach to extend breastfeeding into the 
community.45

Complementary Feeding
Feeding with appropriate, adequate, and safe com-
plementary foods from six months onward con-
tributes to better health and growth outcomes, 
although breast milk remains an important source 
of nutrients until children reach two years of age.46 
Complementary feeding is the period of transi-
tion from breast milk (or breast-milk substitutes) 
to the gradual introduction of new foods until a 
baby is eating the same foods as the rest of the fam-
ily.47 The timing of complementary feeding, usually 
between 6 and 23 months of age, is the most nutri-
tionally vulnerable period for young children. And 
in developing countries, this period coincides with 
a rapid acceleration in the incidence of stunting, 
particularly among children age 6 to 12 months.48 
Inappropriate complementary feeding (such as 
poor-quality food, inadequate practices, and poor 
hygiene and food safety) has been strongly linked 
with undernutrition, growth faltering, diarrhea, 
increased rate of infections, vitamin-mineral defi-
ciency, poor cognitive development, and increased 
mortality among children.49

Most examples of successful complementary 
feeding programs are at the community level rather 
than at scale (one exception is Alive & Thrive’s 
multiple-country intervention).50 This may be due 
to the fact that although complementary feeding is 
practiced worldwide, it is a complex set of behaviors, 
comprising food choices and preparation, active 
feeding or responsiveness to infant cues, and so 
on, and practices vary greatly across cultures, indi-
viduals, and socioeconomic classes.51 Moreover, 
indicators for measuring complementary feeding 
(Box 3.3) were not in place until 2008.52 In the 
Indian state of Maharashtra, one study suggests 
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that improvement in child-feeding practices was 
one of the key determinants in reducing stunting, 
which declined from 36.5 percent to 24 percent 
between 2005/2006 and 2012.54 Between these 
two surveys, the percentage of children 6 to 
23 months old who were fed a required minimum 
number of times per day increased from 34 to 
77 percent, although less than 7 percent received a 
minimum acceptable diet in 2012.55

High-quality counseling of mothers or care-
givers and appropriate behavior change communi-
cation are essential for improving complementary 
feeding practices. In addition, provision of com-
plementary foods offering extra energy (with or 
without added micronutrients) and fortification of 
complementary foods may be needed to fill nutrient 
gaps when locally available foods alone cannot sat-
isfy nutritional requirements.56

Approaches to improve complementary feeding 
in different contexts may also encompass various 
social protection measures, such as cash transfers, 
and nutrition-sensitive measures in the agriculture 
sector. The Enhanced Homestead Food Production 

(E-HFP) model in Burkina Faso used an agricul-
tural platform to improve nutrition during the first 
1,000 days, combining home gardening and small 
animal production with behavior change commu-
nication over two years (see Chapter 6 for more on 
this intervention). An impact evaluation found that 
program beneficiaries showed a marginally statis-
tically significant increase in dietary diversity and 
intake of nutrient-rich foods, with improvements 
in IYCF knowledge. Children (aged 3–12 months) 
showed statistically significant reductions in ane-
mia (14.6 percent) and diarrhea (15.9 percent) and 
a marginally statistically significant reduction in 
wasting (8.8 percent) between 2010 and 2012.57

Alive & Thrive
The Alive & Thrive multistakeholder program 
(2009–2014) aimed to improve IYCF practices at 
scale in three very different contexts: Bangladesh, 
Ethiopia, and Vietnam. The initiative sought to 
address the dearth of field-tested, documented exam-
ples of large, multicomponent IYCF programs.58

Box 3.3 Indicators for measuring complementary feeding
In 2008 the WHO issued the following indicators for measuring complementary feeding53:

 » Dietary diversity: Proportion of children 6–23 months of age who receive foods from four or more 
food groups daily (out of the following seven food groups: (1) grains, roots, and tubers; (2) legumes 
and nuts; (3) dairy products (milk, yoghurt, cheese); (4) flesh foods (meat, fish, poultry, and liver/
organ meats); (5) eggs; (6) vitamin A–rich fruits and vegetables; and (7) other fruits and vegetables).

 » Minimum meal frequency: Proportion of breastfed and non-breastfed children 6–23 months of age 
who receive solid, semi-solid, or soft foods (but also including milk feeds for non-breastfed children) 
the minimum number of times per day: 2 for 6–8 months, 3 for 9–23 months, 4 for 6–23 months (if 
not breastfed).

 » Minimum acceptable diet (composite indicator): Proportion of children 6–23 months of age who 
meet both minimum meal frequency and dietary diversity criteria (in both breastfed and non-breast-
fed children).

 » Consumption of iron-rich or iron-fortified foods: Proportion of children 6–23 months of age who 
receive an iron-rich food or iron-fortified food that is especially designed for infants and young 
children or that is fortified in the home.
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Preliminary findings from the 2015 endline 
survey report impressive results in changing feed-
ing behavior and diets (although no results were 
reported on stunting and wasting). This suggests 
that effective interventions can be delivered at scale 
to improve infant and young child nutrition. In 
Bangladesh, Alive & Thrive’s program of advo-
cacy, community mobilization, and mass media 
is reported to have led to rapid improvements in 
breastfeeding and complementary feeding behav-
iors. From 2010 to 2014, the percentage of infants 
under six months who were exclusively breastfed 
increased from 49 percent to 86 percent in places 
that received the comprehensive intervention pack-
age. Additionally, the proportion of children who 
consumed a diverse diet increased by 30 percent-
age points. In Vietnam, EBF prevalence (initially 
lower than 20 percent) nearly tripled in areas where 
Alive & Thrive initiated high-quality interpersonal 
counseling services in health facilities in addition 
to a mass media campaign. The Vietnam program 
introduced an innovative social franchise model 
for delivering infant and young child nutrition 
counseling services, which was successfully inte-
grated into the health system. In the two countries 
(Bangladesh and Vietnam), Alive & Thrive con-
ducted an estimated 3.3 million counseling sessions 

with mothers of children under two years of age, 
making it the first project of its kind to implement 
IYCF interventions at scale. National mass media 
campaigns allowed both countries to reach millions 
more mothers in a relatively short period of time.

Preliminary results from Alive & Thrive’s 
Phase 1  (2009–2014) in Ethiopia suggest that is 
possible to effect change in complementary feed-
ing practices. The proportion of children who met 
minimum dietary diversity and minimum ade-
quate diet, while still extremely low, doubled in the 
program evaluation areas. In addition, minimum 
meal frequency increased by more than 20 percent-
age points (from 46 to 70 percent).59 These gains 
were all achieved against a backdrop of high lev-
els of food insecurity in Alive & Thrive’s interven-
tion areas.

In response to the continuing complementary 
feeding challenges in Ethiopia, Alive & Thrive’s 
Phase 2 (2014–2017) is building on its learning from 
Phase 1. Data identified gaps between health-educa-
tion workers trained by the program and community 
volunteers and mothers, highlighting the need for 
more frequent and better quality interactions with 
mothers and family members. To support and sus-
tain behavior change at the household level, the new 
phase is emphasizing frequent interpersonal contacts 
between caregivers and frontline workers at criti-
cal points during a child’s first two years, providing 
age-specific messages and counseling.60

Conclusion
IYCF interventions have a crucial role to play in 
successful nutrition programming, particularly in 
the critical first 1,000 days. Breastfeeding promo-
tion has shown the most promise at scale to date in 
improving nutrition, but recent multi-component 
initiatives such as Alive & Thrive are breaking new 
barriers in addressing complementary feeding prac-
tices for millions of infants and young children.

Panos/G. Pirozzi

A health education mural in Mozambique reads, 
“Mother’s milk is best for baby.”
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Hidden Hunger
Approaches to Tackling Micronutrient Deficiencies
JUDITH HODGE

AROUND THE WORLD, more than 2 billion 
people are thought to be affected by an often invis-
ible form of malnutrition: micronutrient malnutri-
tion, commonly known as hidden hunger.1 Vitamin 
and mineral deficiencies—at least in mild to mod-
erate forms—may not be as observable as wasting or 
obesity, but their effects are far-reaching. Globally, 
vitamin A deficiency (VAD) is the leading cause 
of blindness in children.2 Iodine deficiency causes 
18 million babies to be born mentally impaired each 
year.3 And severe anemia caused by lack of iron is 
associated with the deaths of 115,000 women annu-
ally during childbirth.4 Vitamin A, iodine, and iron 
are classified as “the big three,” but deficiencies of 
other micronutrients, such as folate, zinc, vitamin 
B12, and vitamin D, are also important.

Many people in developing countries lack the 
means to grow or buy micronutrient-rich foods, 
such as animal-source foods (meat, fish, poultry, 
eggs, milk, and dairy products) and fruits and veg-
etables. Instead, they rely on nutrient-poor staples, 
such as rice and maize. Their lack of dietary diver-
sity is exacerbated by poor access to healthcare and 

a high burden of disease. Certain deficiencies, such 
as those of iron, iodine, and vitamin D (due to low 
exposure to sunshine), are also public health issues 
in industrialized countries, despite their higher 
incomes and better health services. In those coun-
tries, food high in micronutrients is more expensive 
than the cheaper, processed foods consumed more 
frequently in poorer households.5

Strategies to combat micronutrient malnu-
trition generally focus on pregnant and lactating 
women, infants, and young children—those most at 
risk from micronutrient malnutrition because they 
have a relatively greater need for micronutrients. 
Targeting these populations achieves higher rates of 
return by improving health, nutritional status, and 
cognition later in life.6 The main approaches to pre-
venting and treating micronutrient malnutrition 
typically include exclusive breastfeeding (breast 
milk provides the main source of micronutrients 
during the first six months of life, apart from 
iron), dietary diversification to include foods with 
highly absorbable vitamins and minerals, fortifi-
cation of staple and complementary foods, control 
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of parasitic infections, and provision of nutritional 
supplements.7 Because vitamin and mineral defi-
ciencies often exist together, newer interventions 
have focused on multiple micronutrients.

This story focuses on three interventions: uni-
versal salt iodization in China, vitamin A programs, 
and the development of micronutrient powders or 

“Sprinkles.” All of these interventions have experi-
enced varying degrees of success and hold lessons 
for the future.

Success in a Pinch of Salt: Universal 
Salt Iodization in China
Humans require iodine for their health and their 
cognitive and physical development, and they can 

get it naturally in their diets if they eat enough sea-
food, or crops and livestock grown in areas with 
adequate iodine in the soils. But people whose 
diets do not contain enough iodine are suscepti-
ble to iodine deficiency disorders (IDDs). These 
can include goiter (a swelling of the thyroid glands 
in the neck) and cretinism (severely stunted 
physical and mental growth caused by maternal 
iodine deficiency).

Universal salt iodization (USI)—in which all 
salt for human and livestock consumption is forti-
fied with iodine—is recognized as the most effec-
tive and cost-efficient strategy to eliminate iodine 
deficiency. Estimates for salt iodization suggest 
that every dollar invested generates up to US$81 in 
benefits.8

EU/ECHO/A. Delafortrie

Fruits and vegetables, like the ones being sold here at a market in Niger, supply essential vitamins and minerals.
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The spread of USI is widely viewed as a shining 
public health success. Before 1990, only a few coun-
tries—including Canada and the United States—
were sufficient in iodine, and 130 countries were 
iodine deficient. Worldwide, fewer than one in five 
households used iodized salt. By 2011, thanks to 
global efforts to ensure access to iodized salt for 
more than two-thirds of the world’s population, the 
number of iodine-deficient countries had plum-
meted to 32.9

China’s experience is part of this larger story. 
The country’s consumption of iodized salt climbed 
from 20 percent in 1990 to more than 97 percent of 
salt consumed in 2005.10 How did the world’s most 
populous country turn a patchy program of imple-
mentation into a successful scaling up of USI?

Threat to IQ Levels
Iodine deficiency is a longstanding and wide-
spread problem in China. Goiter was first doc-
umented in Chinese medical literature as early 
as 3000 BCE. About 60 percent of China’s land 
is low in iodine, especially mountainous areas 
where soil leaching occurs, and many communi-
ties in western China were affected by a high prev-
alence of goiter and cretinism. A national survey 
in 1970 estimated that 35 million people had vis-
ible goiter, there were 250,000 affected by cretin-
ism, and 720 million people were at risk for severe 
or moderate IDD.11 Subsequently the country’s 
iodized salt program was expanded to all IDD-
endemic areas, and by the 1980s rates of goiter 
had decreased and few cretins were being born. 
However, IDD was still not completely under 
control because of a combination of irregular salt 
iodization, ineffective monitoring systems, and 
lack of political will.12 And studies in different 
parts of China showed that the effects of iodine 
deficiency went even further: IDD was associ-
ated with IQs that were significantly lower, by an 
average of 11 points. In many IDD-endemic areas, 

5–15 percent of children had mild mental retarda-
tion, with an IQ of 50–69.13

This was the insight that made the differ-
ence. The recognition that iodine deficiency was 
damaging children’s intelligence—and the impli-
cations for human and economic development—
had an impact on China’s political leadership at 
the highest level. Organized by the World Health 
Organization (WHO), UNICEF, the World Bank, 
and others, a high-level meeting in 1993 brought 
together national and provincial representatives 
from different sectors. Among the attendees was 
then–Vice Premier Zhu Rongji, an economist, who 
became convinced of the potential benefits of USI 
and stimulated action on this front. This meeting 
offered key lessons on advocacy: the importance 
of presenting a persuasive argument to policy mak-
ers—in this case, the high cost of lower intelligence 
rather than high rates of goiter—and of defining a 
clear and feasible solution such as USI.14

From 1993 onward, China showed leadership 
at both the international and the national level 
that would pave the way for USI’s global uptake. In 
1994 the State Council (the highest national pol-
icy-making body, headed by Madam Peng Peiyun, 
the premier’s wife) approved a new National IDD 
Control Program, which introduced mandatory salt 
iodization and formed a working partnership with 
the Ministry of Health and the salt industry to 
make it happen.

Ramping Up Production
At the start of the program, China had the capac-
ity to produce only 40 percent of the iodized salt 
needed for USI.15 Much of the salt consumed by 
households was raw and unprocessed. To ensure 
an adequate supply of properly iodized salt, China 
needed substantial funding, technical assistance, 
and an industry commitment to iodization.

The State Council made two key moves. 
First, it set up a special fund for USI, with a total 
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investment of US$125 million to upgrade pro-
duction facilities. Second, it recentralized the salt 
industry as a state monopoly, reversing the move 
toward privatizing the salt industry that had started 
in the mid-1980s.16

These two moves set in motion a series of 
changes. With the establishment of the national 
monopoly—the China National Salt Industry 
Company—China prohibited the sale of non- 
iodized edible salt. It set up legal enforcement sys-
tems, and by 2000, 25,000 salt police were playing 
a major role in stopping the transport and sales of 
illegal salt.17 It made substantial investments in tech-
nology and equipment, modernizing 115 salt plants. 
And it used health education and IDD Days to raise 
the public’s awareness of the adverse effects of iodine 
deficiency (May 15 is national IDD Day in China).

Thanks to these steps, China’s annual pro-
duction and distribution rose from 5 million tons 
of salt—not all of it iodized—to 8 million tons 
of iodized salt in less than seven years.18 By 2000, 
China had achieved USI (in other words, more 
than 90 percent of household salt consumption 
was iodized), and it had virtually eliminated IDD.19 
This remarkable feat confirmed the program’s sta-
tus as one of the most successful in the world.

Sustaining Success
Although China achieved consistent success on a 
national level, certain counties in Hainan, Qinghai, 
Tibet, and Xinjiang—particularly in rural areas 
with hard-to-reach populations—remained below 
90 percent household consumption of iodized salt. 
International partners such as UNICEF were also 
raising concerns that China might not achieve com-
plete coverage of iodized salt and might even regress. 
Their concerns were based on factors such as the 
country’s large size, anticipated privatization of the 
salt sector, and the technical and behavioral chal-
lenges inherent in the USI effort, including ongo-
ing issues with leakage of cheaper, non-iodized salt.20

Monitoring and evaluation are an integral part 
of China’s national IDD surveillance plan: as they 
develop policies and implement programs, Chinese 
officials are guided by, for example, an annual sur-
vey on the household coverage of iodized salt and a 
survey of iodine status—measured through urinary 
iodine concentration in school-age children—every 
two to three years. New surveys in the 2000s high-
lighted areas at high risk of both iodine deficiency21 
and iodine excess, which has been linked with thy-
roid disease.22 In 2005 an investigation identified 
regions in the former flood plain of the Yellow 
River with high levels of iodine in drinking water.23 
Two years later, a survey identified 249 new cases 
of cretinism and a more than 5 percent goiter prev-
alence in 40 counties caused by access to raw salt 
from local salt lakes.24 Clearly, Chinese policy mak-
ers needed to adjust the country’s USI program to 
meet these new and continuing challenges.

In response, China has developed a multi-
pronged approach. Since 2007, central and local 
administrations have implemented both an iodized 
oil supplementation program for targeted popula-
tions in remote areas (including children and repro-
ductive-age, pregnant, and lactating women) and 
subsidies for iodized salt, which has significantly 
increased consumption.25 For areas at risk of exces-
sive iodine intake, non-iodized salt has been made 
available. And in 2012 China introduced new stan-
dards that both lowered the amount of iodine in 
salt and reduced the range of salt allowed, and it 
instructed each province to choose its own iodine 
content (within the permitted range) to match the 
needs of the local population.26 This move from 
national to provincial standards is designed to pre-
vent the reemergence of both iodine deficiency and 
iodine excess.27

Challenges Ahead
The program context for USI has altered signifi-
cantly in the last 25 years. China was able to chalk 
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up early and rapid success in scaling up USI partly 
because of its focus, its vertical approach, and its 
state monopoly. For countries without this central 
control, strong political will and a flexible strategy 
are keys to success in tackling IDD. The Scaling 
Up Nutrition (SUN) Movement and other relevant 
movements have proposed a new, more integrated 
approach to addressing iodine deficiency, one in 
which iodine programs are embedded in micronu-
trient policies and strategies rather than serving as 
standalone interventions.28

Despite substantial progress, an estimated 
1.88 billion people globally, including 241 million 
schoolchildren, still have inadequate iodine 
intakes.29 Even countries with successful USI 
programs such as China struggle to reach disad-
vantaged and marginalized populations, and in 
industrialized countries mild to moderate iodine 
deficiency is a forgotten problem.30

Vitamin A: A Changing Story
For decades, vitamin A supplementation has been 
the recommended approach to treating and pre-
venting vitamin A deficiency, but new thinking 
is now emerging about how best to reach vari-
ous populations.

The Spread of Supplementation
Supplementation emerged as the most effective 
short-term measure for vitamin A deficiency in 
the mid-1980s to 1990s, when population-based 
trials in areas of endemic vitamin A deficiency 
showed impressive results in reducing child mor-
tality by 23–34 percent.31 For the past 25 years 
WHO has recommended universal supplemen-
tation programs of twice-yearly doses of vitamin 
A, striving to achieve more than 80 percent cover-
age of children aged 6–59 months. (Although the 
goal is universal coverage, a coverage threshold of 
at least 70 percent is needed to achieve reductions 

in child mortality comparable with large-scale vita-
min A trials.) Despite its low cost, the intervention 
was facing poor coverage rates in the late 1990s. 
Global partners—including WHO, UNICEF, 
the Micronutrient Initiative, and the Canadian 
International Development Agency—focused 
attention on the issue, helping national govern-
ments to scale up vitamin A supplementation 
through a public-sector approach with free distri-
bution.32 The efforts paid off: global coverage rates 
of children improved from 16 percent in 1994 to 
77 percent in 2009.33

Success stories from this era include coun-
tries such as Mozambique and Zambia with high 
vitamin A supplementation coverage (99 and 
93 percent, respectively).34 These countries suc-
ceeded at scaling up by integrating child survival 
interventions and linking vitamin A supplemen-
tation to people’s other contacts with the health 
sector. In 2008, Mozambique introduced Child 
Health Weeks, which offered vitamin A sup-
plements alongside other interventions such as 
deworming, mosquito net distribution, and mea-
sles vaccination. By offering services closer to peo-
ple’s homes, these events could serve hard-to-reach 
populations. Zambia was able to scale up combined 
vitamin A and deworming coverage to more than 
80 percent in all but two provinces through simi-
lar child health events and innovations such as text 
messages encouraging parents and caregivers to par-
ticipate.35 These types of events need a large amount 
of planning and logistical support, but the pay-off 
is that they are effective in reaching the majority of 
children targeted.

Bihar—one of the India’s poorest states—has 
achieved 95 percent coverage of vitamin A supple-
mentation (in sharp contrast to India’s 54 percent 
countrywide coverage) through a partnership 
between the Government of Bihar, UNICEF, 
and the Micronutrient Initiative. Bihar’s pro-
gram is designed to target children from scheduled 
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castes and minority groups, who are traditionally 
excluded from services. The state has strengthened 
implementation through a combination of detailed 
district planning, training of frontline health and 
nutrition workers and community volunteers to 
administer vitamin A syrup and nutrition counsel-
ing on vitamin A–rich foods, and intensive social 
mobilization and communication. The program 
has mobilized more than 11,000 health centers; 
80,000 anganwadis, or child development centers; 
and 3,400 temporary sites in isolated communities 
as distribution sites for vitamin A supplements.36

Looking at Alternatives
Recently, concerns have been expressed that since 
the 1990s, twice-yearly, high-dose vitamin A sup-
plementation has largely displaced alternative 
ways of addressing vitamin A deficiency, includ-
ing opportunities to deal with mild to moderate 
vitamin A deficiency in women and children.37 
Supplementation programs for vitamin A were orig-
inally intended to be a short-term solution to be 
phased out and replaced by more sustainable food-
based or fortification measures. Moreover, changing 
disease patterns—particularly reductions in mea-
sles and diarrhea—may have made periodic high-
dose vitamin A capsules less relevant today (vitamin 
A deficiency is a risk factor for measles- related mor-
tality and diarrhea-related mortality).38 Critics 
claim that only one large-scale program evalua-
tion—the DEVTA trial, ending in 2003, in Uttar 
Pradesh, India39—has ever been published, and 
it showed no impact on the mortality of children 
aged 1–6 years (although inclusion of the DEVTA 
data with results from previous trials still showed a 
significant effect on mortality from vitamin A sup-
plementation, albeit reduced from 20–30 percent 
to 11 percent).40 An analysis of recent randomized 
controlled trials suggests that high-dose vitamin A 
supplementation may even have harmful effects in 
some subgroups.41 Options are now being sought to 

both expand on the current “one-size-fits-all” sup-
plementation approach and reduce disparity in 
vitamin A status using creative local solutions that 
directly confront nutrition and dietary conditions.42 
For example, unlike high-dose vitamin A capsules, 
daily or weekly supplements are safe for reproduc-
tive-age women.

Supplementation is probably the most wide-
spread intervention, but other successful strategies 
for increasing people’s vitamin A intake, partic-
ularly food-based approaches, are now coming to 
the forefront. Dietary diversity programs such as 
Bihar’s combine supplementation with counseling 
on vitamin A–rich foods. A number of countries 
have implemented mass fortification of staple foods 
with vitamin A at the national level, including edi-
ble oil (Morocco), wheat flour (Philippines), and 
sugar (Guatemala and Zambia).43 Some studies have 
found fortification to be cost-effective but lacking 
sufficient coverage since it left “too many” micronu-
trient-deficient people.44 Biofortification programs 
promoting consumption of crops high in vitamin A, 
including orange-fleshed sweet potatoes, are being 
scaled up in countries such as Mozambique and 
Uganda (see Chapter 6 on agriculture).

A Sprinkle of Success
Iron-deficiency anemia (IDA) is the most prev-
alent form of micronutrient deficiency: WHO 
estimates that IDA affects about 47 percent of pre-
school-aged children and 42 percent of pregnant 
women, mostly in Africa and Asia.45 Young chil-
dren are particularly vulnerable because they have 
high iron needs (their fetal iron stores are depleted 
four to six months after birth) and the cereal-based 
diets they are typically weaned on are low in iron.46 
Historically, children at risk for anemia were given 
iron syrups and drops, but they often do not adhere 
to these because these supplements can have a 
strong metallic taste and lead to teeth staining and 
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abdominal discomfort.47 Moreover, the supple-
ments have a short shelf life and, because they are 
heavy, high transportation costs.

Inventing Sprinkles
In the late 1990s, the search for a more palatable 
alternative led a Canadian doctor, Stanley Zlotkin, 
to invent micronutrient powders (MNPs), fre-
quently referred to by the brand name Sprinkles. 
MNPs come in single-serving, one-gram packets—
inspired by ketchup sachets—containing premea-
sured vitamins and minerals, including specially 
coated iron. These powders can be mixed into a 
child’s usual foods at home for instant fortifica-
tion. They require minimal behavior change and 
no additional work for women. Two common prod-
uct formulations are currently in use: one contains 

5 micronutrients (initially called “anemia formu-
lation”), and the other has 15 micronutrients (con-
sidered optimal for complementary feeding). A 
standard course of treatment is 60 sachets.48 A 
review of eight trials found Sprinkles to be effec-
tive—home use of MNPs was associated with a 
reduced risk of anemia and iron deficiency in chil-
dren under two.49

MNPs were first endorsed by WHO in 2007 to 
improve the iron and anemia status of populations 
affected by emergencies and strongly recommended 
in 2011 as a public health intervention.50 Mongolia 
was the first country to pilot Sprinkles, and it 
scaled up their use to the national level in three 
phases over a 10-year period. The country’s story 
and the challenges it faced are both generic to the 
intervention and context-specific, but all of them 

Micronutrient Initiative

A Pakistani mother pours micronutrient powder, commonly known as Sprinkles, onto her child’s food to help prevent 
micronutrient deficiencies.
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provide food for thought on how to tackle hidden 
hunger, and IDA in particular.

Mongolia’s interest in the intervention began in 
1997, when a national survey of iron and vitamin 
D deficiency in Mongolia generated alarming find-
ings: among children 6–59 months old, 46 percent 
had anemia and 28 percent had rickets—a painful, 
bone-deforming disease caused by lack of vitamin 
D (one symptom is bowed legs).51 In response, the 
Ministry of Health collaborated with World Vision 
to deliver an integrated nutrition package targeted 
to pregnant and breastfeeding women and children 
under age five in underdeveloped areas. As part 
of this package, Sprinkles were distributed free of 
charge to more than 14,000 children 6–36 months 
old.52 The sachets contained powders specially for-
mulated to address the high levels of anemia and 
rickets in Mongolia, wrapped in culturally accept-
able packaging bearing local-language instructions 
and artwork.

Success in Addressing Anemia: The Mongolia 
MNP Pilot
The pilot phase of Mongolia’s Sprinkles project in 
2002–2004 faced several obstacles. Advocates had 
gained the support of a key Ministry of Health sec-
retary, but otherwise the project had little political 
support. The country’s public health care system 
had limited capacity, so the delivery system relied 
on World Vision’s resources, undermining the proj-
ect’s sustainability. And the Sprinkles were origi-
nally more expensive than supplementation.53

But the pilot phase achieved promising results. 
Sprinkles were distributed to more than 88 percent 
of children 6–36 months old in the program areas, 
and the prevalence of anemia fell from 55 percent 
in 2002 to 33 percent in 2004 (although rickets 
did not decline). The program had other compo-
nents, such as prenatal iron supplements and activ-
ities encouraging consumption of iron-rich foods, 
that may have contributed to this result. But an 

evaluation showed that 93 percent of children 
6–36 months old who used Sprinkles did so at least 
three times a week, and this group had a lower prev-
alence of anemia (31 percent) than those who used 
Sprinkles less often (52 percent).54

The success of this pilot approach proved to be 
a powerful advocacy tool, winning new support-
ers and paving the way for scaling up from scat-
tered communities to an entire province. From 
2005 to 2010 the intervention was scaled up in 
Selenge province in northeast Mongolia, with fund-
ing secured from a Canadian mining company 
with operations in the province. The project part-
ners—the Ministry of Health and World Vision—
incorporated lessons learned from the pilot phase. 
They sought technical expertise to help adjust the 
amount of vitamin D in the Sprinkles, provided 
vitamin D supplements, and launched additional 
behavior change initiatives. They also found ways 
to produce the Sprinkles more cheaply. There was 
still no network of community nutrition work-
ers in this phase, so the partners raised awareness 
through leaflets and televised educational messages 
and improved delivery by distributing Sprinkles at 
health posts during immunizations. Finally, they 
recruited volunteer mothers to help mobilize com-
munities and monitor the use of Sprinkles.55

Again, the results for this phase were convinc-
ing: the intervention reached 7,000 children under 
5 years old and 1,300 pregnant women and new 
mothers in the province. The prevalence of rickets 
fell the most, from 62 to 25 percent between 2005 
and 2010, but the prevalence of anemia in children 
also declined from 26 percent to 22 percent, and 
stunting levels fell from 26 percent to 9 percent in 
the same period.

Part of National Health Policy
The phased approach allowed Mongolians to 
determine that the innovation was appropri-
ate and successful in their own context,56 and 
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the government accepted Sprinkles as an effec-
tive tool in its battle against childhood anemia. 
In 2009, the Ministry of Health launched Phase 
III, a national program targeting 50,000 children 
6–24 months old in certain provinces based on 
poverty levels, health indicators, and geographi-
cal access. Ongoing technical and financial sup-
port was provided by the Asian Development 
Bank, World Vision, and UNICEF.57 The estab-
lishment of Micronutrient Working Groups at 
national, provincial, and district levels was essen-
tial to both the provincial and national scale-up.58 
The partners have worked to build the capacity 
of existing systems and programs to ensure that 
Sprinkles are delivered through the public health 
care system and integrated within current mother 
and child health programs.59 The Mongolian story 
shows that scale-up is feasible: the government 
went from being a detached observer at the pilot 
stage to taking ownership of the intervention, and 
Sprinkles have now become part of Mongolia’s 
national health policy.

Despite the evidence on impact60 and cost 
effectiveness (MNPs cost about US$0.03 per 
sachet, or US$1.80 per 60-sachet course, to pub-
lic sector buyers),61 just a handful of countries to 
date have implemented large-scale distribution. 
These include Bangladesh, Bolivia, Dominican 
Republic, Kyrgyzstan, and Mongolia. There are 
pilot programs in about 55 other countries,62 and 
Afghanistan, Cambodia, and Tanzania are using 
MNPs in pilot school-feeding programs targeting 
children and adolescents.63 The number of sachets 
distributed by UNICEF and the World Food 
Programme (WFP) rose from 50 million in 2008 to 
about 350 million in 2010,64 but this intervention 

reaches only about 13.6 million children—less 
than 5 percent of anemic children globally. The role 
played by Sprinkles in tackling Mongolia’s micronu-
trient deficiencies offers a success story from which 
other countries can take inspiration.

Lessons Learned
While it is not possible to generalize about what 
works in scaling up micronutrient interventions 
from a few case studies, the experiences described 
here share some common elements. Both universal 
salt iodization in China and the Sprinkles inter-
vention in Mongolia relied on a staged approach—
from pilot to district to national level—that 
afforded opportunities to iron out issues such as the 
levels of micronutrients required by different pop-
ulations. In both countries, nutrition champions 
in influential positions, secured through effective 
advocacy, ensured support and government buy-in 
for the interventions. Micronutrient programs such 
as vitamin A supplementation and Sprinkles are 
often led by donors initially, but integrating these 
interventions into existing broader health programs 
and training community volunteers can help make 
them more sustainable. This shift occurred in the 
merging of vitamin A supplementation with Child 
Health Weeks in Mozambique and Zambia and the 
adoption of micronutrient powders into Mongolia’s 
national health policy. Ongoing monitoring and 
evaluation of such programs are crucial for gaug-
ing whether interventions are still relevant: today’s 
micronutrient success stories such as universal salt 
iodization and vitamin A supplementation may be 
eclipsed by other strategies in the near future, such 
as fortification or food-based initiatives.
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Addressing a Neglected 
Problem
Community-based Management of Acute Malnutrition
JUDITH HODGE AND JESSICA WHITE

SEVERE ACUTE MALNUTRITION (SAM)—
extremely low weight for one’s height—is a 
life-threatening condition affecting mostly chil-
dren under five years of age. It is caused by a com-
bination of infection, such as diarrheal disease, and 
poor diets that are inadequate for nutritional needs.1 
SAM is one of the top three nutrition-related causes 
of death in children under five, according to the 
Lancet 2008 Maternal and Child Nutrition Series.2 
A child with SAM is 11 times more likely to die 
than a well-nourished child.3

Recent global estimates suggest that 52 million 
children suffer from moderate to severe malnutri-
tion, and 17 million of those are estimated to be 
severely malnourished or wasted, based on national 
prevalence data (see Box 5.1 for definitions).4 Africa 
is home to 5.6 million children with SAM, but 
the majority of all moderately (69 percent) and 
severely (71 percent) wasted children live in Asia: 
India alone has more than 8 million children with 
SAM—nearly half of the world’s wasted children.5 
Moreover, current global estimates may well under-
estimate the actual annual burden, because they 

may miss a sizable proportion of new cases of wast-
ing occurring over time. Depending on the timing 
of the survey on which they are based, estimates 
may also miss seasonal peaks.6

Despite the size of the problem, until the early 
2000s SAM appeared to be a so-called neglected 
condition: little support went to large-scale treat-
ment programs targeted toward children with SAM. 
Few countries—even among those with a high prev-
alence of malnutrition—had a clear national pol-
icy for detecting and treating SAM children.7 The 
development and adoption of a new approach—the 
community-based management of acute malnutri-
tion (CMAM)—was to change the public health 
nutrition landscape by bringing treatment out of 
hospitals and into the community.

Dramatic improvements in identifying, rehabil-
itating, and curing children with SAM have been 
made in recent years—and CMAM lies at the heart 
of this story. Although accurate coverage data on 
the proportion of SAM children receiving treat-
ment are difficult to obtain, global treatment of 
SAM is estimated to have more than doubled from 

Chapter 5

45



1 million children in 2009 to more than 2 million 
in 2011.8 Moreover, policy formulation at the coun-
try level has progressed rapidly; by 2012, 95 percent 
of countries had national guidelines and proto-
cols for acute malnutrition, with 60 countries 
implementing CMAM programs, and an addi-
tional seven countries in the planning stages.9 Still, 
although certain countries have made progress, cov-
erage levels of treatment programs remain low. In 
the 2013 Lancet series, Bhutta et al.10 estimated that 
scaling up SAM management to 90 percent cover-
age through a package of key interventions could 
save 285,000–482,000 lives annually.

Birth of the CMAM Approach
Until the early 2000s, case-fatality rates for SAM in 
developing countries had remained unchanged for 
more than 50 years. About 20–30 percent of chil-
dren with marasmus (wasting malnutrition) and 
up to 50–60 percent of children with kwashiorkor 
(malnutrition with edema) died.11 Children were 
treated as inpatients in district hospitals or clin-
ics, often based in towns far from where families 
lived. Treatment involved long stays of between five 
and eight weeks for both child and carer—difficult 
for mothers who had other children at home and 

whose labor may have been vital to the household’s 
economic survival.12 These high costs of obtain-
ing transport to treatment centers and being away 
from home for long periods were barriers to access 
to care, leading to low coverage.13 Admission for 
treatment was also limited by bed availability, with 
each center typically treating fewer than 30 cases 
at a time. Unsurprisingly these centers served only 
4–10 percent of the affected population.14

Over the past 50 years, humanitarian agencies 
had been scaling up SAM treatment during emer-
gencies (such as Ethiopia’s famines in the mid-1970s 
and mid-1980s) with inpatient feeding centers to 
care for large numbers of children. While these cen-
ters reduced mortality rates among those treated 
to less than 10 percent, coverage rates were still low, 
and the infrastructure costs were not sustainable 
beyond the crisis situation.15 In addition, given that 
the majority of acutely malnourished children live 
outside of the emergency context, this inpatient 
model, while successful in improving recovery rates, 
failed to tackle SAM as a public health problem in 
the wider development context.

Emergencies—A Chance for Change
In the early 2000s, the relief agencies tried a rad-
ically new approach, working with national 

Box 5.1 What is acute malnutrition?
The World Health Organization (WHO) classifies acute malnutrition (also known as wasting) in chil-
dren as severe or moderate, according to WHO growth standards16:
 » Severe acute malnutrition (SAM) is visible severe wasting—that is, very low weight-for-height—in 
children 6–60 months old. It may or may not occur with nutritional edema (a form of swelling 
caused by insufficient intake of certain nutrients). One way of measuring it is mid-upper-arm circum-
ference (MUAC); a MUAC of less than 115 millimeters indicates SAM.17

 » Moderate acute malnutrition (MAM) is moderate wasting, indicated by a MUAC greater than or 
equal to 115 millimeters and less than 125 millimeters.18

 » Global acute malnutrition (GAM) is the combined prevalence of severe and moderate acute malnu-
trition in a population. A prevalence of 10–14 percent is classified as serious, and a rate of more 
than 15 percent is considered an emergency.
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governments in Ethiopia and Malawi to move 
treatment of SAM from inpatient hospitals and 
feeding centers into community-based programs 
in resource-poor settings.19 NGOs, donors, and 
governments, in collaboration with other relevant 
authorities, were willing to depart from existing 
protocols, often because of the urgency of the situa-
tion and the inadequacy of existing approaches.20

The community-based approach, or CMAM, 
trained volunteers and mothers to detect SAM 
early by using plastic strips to measure children’s 
mid-upper-arm circumference (MUAC). By actively 
finding cases and training community members to 
refer themselves, CMAM allowed for more timely 
presentation of cases at new, more decentralized 
outpatient clinics. More serious cases were referred 
to inpatient care (see Box 5.2 for more detail on the 

CMAM model). Evidence suggests that most chil-
dren with SAM—more than 85 percent in most 
settings—can be treated as outpatients through 
CMAM programs.21 The other key innovation 
underpinning CMAM was the development of 
ready-to-use therapeutic foods (RUTFs) for use in 
treatment in the community (see Box 5.3 for more 
information). As a result of this approach, people 
presented for treatment at a time when their condi-
tion was still treatable at home.

The outcomes for CMAM were impressive. The 
Sphere project, a joint project of the International 
Red Cross and Red Crescent Movement and other 
nongovernmental organizations, specifies inter-
nationally recognized standards for humanitarian 
responses related to food and nutrition. It calls for 
a recovery rate of more than 75 percent, a death 
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Training community members to measure a child’s mid-upper-arm circumference improves timely identification of chil-
dren at risk of acute malnutrition.

ADDrESSING A NEGlECTED prOblEm 47



rate of less than 5 percent, and a default rate of less 
than 15 percent (default occurs when a beneficiary 
is admitted to a program but leaves without being 
formally discharged).23 Among 23,511 severely mal-
nourished children treated from 2001 to 2005 in 
21 community-based programs in Ethiopia, Malawi, 
and Sudan, death rates were 4.1 percent, recov-
ery rates were 79.4 percent, and default rates were 
11.0 percent. Moreover, 74 percent of these children 
were treated solely as outpatients.24

Global Endorsement
In 2007, based on evidence from operational 
research, CMAM was officially endorsed by 
the United Nations and the World Health 
Organization.25 Global endorsement paved the way 
for international agencies, donors, and governments 
to begin scaling up CMAM programming at the 
national level and to start viewing community-based 
management of SAM as integral to routine health 
activities.26 While direct action by NGOs remains 
critical in a number of humanitarian contexts, a 
child suffering from SAM today is more likely to 
be treated by national health staff in a government 
health facility than by any other service provider.27

The transition to a community-based approach 
continues to deliver success: a recent review found 
that the CMAM model performed consistently 
well in a variety of contexts, achieving high recov-
ery rates (more than 90 percent) and low rates 
of death (less than 2 percent) and default (less 
than 10 percent).28 Despite increased treatment 
in Africa south of the Sahara (which accounts for 
80 percent of all children treated for SAM),29 less 
than 15 percent of the global SAM population is 
currently receiving treatment.30 Reducing the over-
all burden of wasting globally will require that 
key high-burden countries in South Asia—partic-
ularly India—commit to launching CMAM ser-
vices at scale and that current and future CMAM 
programs strengthen their links with wider stunt-
ing-reduction efforts.31

A Story of Three Countries: CMAM in 
Ethiopia, Malawi, and Niger
In Ethiopia, Malawi, and Niger, it was the onset of 
a large-scale nutrition emergency—when programs 
identified large numbers of children with SAM—
that provided an opportunity to introduce CMAM 

Box 5.2 The CMAM model
The CMAM approach has three main components22:

1. Community outreach and mobilization: Community members screen and actively find cases of 
children with SAM by measuring mid-upper-arm circumference (MUAC).

2. Outpatient therapeutic program (OTP): Children with SAM who have no medical complications are 
referred to an OTP. The program monitors the child’s response to treatment and provides additional 
medical treatment as required before sending children home with enough ready-to-use therapeutic 
food to last until the following visit, allowing recovery to take place in the community.

3. Inpatient care: Children with SAM who have medical complications and/or poor appetite are re-
ferred for inpatient treatment at a health facility. These children are also linked to an OTP to allow 
them to be discharged and undergo continued treatment within the community when possible.

In some countries, there is a fourth CMAM component: supplementary feeding for children with 
moderate acute malnutrition (MAM). Children identified with MAM during community outreach and 
mobilization are referred to a supplementary feeding program where the family receives food rations.
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pilots or to scale up existing ones. These three early 
adopters of the community-based approach have all 
achieved high geographic coverage of SAM treat-
ment: in Malawi, an estimated 84 percent of health 
care facilities deliver SAM treatment; in Niger, 
78 percent; and in Ethiopia, 75 percent.32 Each 
country has charted a different path to success, 
facing challenges in attempting to scale up while 
addressing issues of cost and capacity.33

From Start-up to National Level: CMAM’s 
Beginnings and Scale-up
Both Ethiopia and Niger have a long history of 
recurrent droughts and frequent food insecurity, 
but Malawi’s food crisis of 2001/2002 took pol-
icy makers by surprise. The country had been con-
sidered food secure for a number of years and was 
even exporting agricultural products, such as beans 
and maize.34 A sharp shortfall in the maize harvest 
in 2001/2002 led to widespread hunger and a food 
emergency. Initiated in response to the 2001 crisis, 
CMAM was driven from the start by champions 
within the Ministry of Health who had been con-
vinced of its potential impact by NGOs and inter-
national experts.35 Although NGOs played a major 
role in supporting CMAM scale-up in Malawi, 
it was the district health officers who demanded 
CMAM programs in their districts following a 
2004 Ministry of Health workshop presenting suc-
cessful results from two district pilots, including 
death rates of 1.7 percent.36

Further impetus for expanded CMAM cover-
age in Malawi was provided by another food emer-
gency in 2005. Rates of global acute malnutrition 
reached 6.2 percent in the country and surpassed 
10 percent in four districts.37 In 2006 the com-
munity-based model was adopted as a national 
strategy. Between 2004 and 2013, program per-
formance rates exceeded the recommended Sphere 
standard of 75 percent of treated children recov-
ered from acute malnutrition.38 Today, Malawi has 

achieved the highest level of CMAM scale-up of 
any country. Following a process of gradual scale-up 
and integration into the primary-health-care sys-
tem, Malawi now has programs in all 28 districts 
and health facilities, 98 percent of hospitals pro-
vide inpatient care (100 of 102), and 82 percent 
of health centers act as OTPs (512 of 624).39 This 
scale-up likely contributed to the dramatic declines 
in under-five mortality rates in Malawi, from 174 
deaths per 1,000 live births in 2000 to 71 deaths 
per 1,000 live births in 2012.40

In Ethiopia, CMAM programs started rela-
tively slowly. They were first piloted in 2000 in two 
sites, but a drought and food crisis in 2002–2003 

Panos/S. Torfinn

A child at a refugee camp in Kenya eats Plumpy’Nut, a 
nutritious peanut-based paste that has revolutionized care 
for acutely malnourished children.
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served as a catalyst for scale-up. NGOs shifted from 
therapeutic feeding centers for treatment of SAM 
into community-based management of wasting.41 
Initially, coverage was low, with a maximum num-
ber of 24,600 admissions in 44 inpatient units.42 
Between 2004 and 2008, inpatient facilities and 
OTPs in Ethiopia were scaled up to 165 hospitals 
and health centers. Until 2008, there was a period 
of slow expansion when OTPs were established and 
ran parallel to the national health system rather 
than integrated, in contrast to Malawi, although 
both countries depended heavily on external 
resources and expertise.43

In 2008, though, a sea change in Ethiopia’s pol-
icy environment led to a period of rapid expansion. 
Another drought, compounded by increases in food 
prices, caused a spike in SAM cases. The Federal 
Ministry of Health decided to rapidly scale up 
CMAM, making it a key component of the coun-
try’s National Nutrition Strategy and its Health 
Sector Development Plan, which guides investment 
in the health sector.44 After 2008, the government, 
with support from development partners, exten-
sively decentralized treatment services to trained 
health extension workers (frontline health work-
ers) based in health posts to ensure wider access 
to, and coverage of, services to treat SAM.45 In the 
four years between 2008 and 2011, the number of 
children treated for SAM rose 12-fold to 230,000. 
During 2013—a year of good harvest—a total 
of 267,500 children were admitted for therapeu-
tic care (250,000 to OTPs and 17,500 to inpatient 
care). Results continually exceed Sphere standards, 
with a recovery rate of 86 percent reported for 2014. 
As of 2013, more than 10,000 facilities offered 
CMAM services.46 This mass decentralization 
of treatment services may well have contributed 
to Ethiopia’s dramatic decline in child mortality: 
between 2000 and 2012, mortality rates for chil-
dren under five fell by more than half, from 146 to 
68 deaths per 1,000 live births.47

Niger, which ranked 187th out of 187 countries 
in the 2014 UN Human Development Index,48 has 
been plagued for years by high levels of malnutri-
tion due to drought, recurring food crises, poor 
feeding practices, and inadequate access to health 
services. In 2005, nutrition surveys showed that 
in several regions the prevalence of global acute 
malnutrition was above the emergency thresh-
old of 15 percent, triggering a major emergency 
response by the government and the international 
community.49 Before this, treatment of SAM had 
been restricted mainly to NGO programs out-
side of Ministry of Health facilities.50 The 2005 
emergency catalyzed the development of national 
CMAM guidelines by the government. The 
CMAM approach in Niger included treatment of 
children not only with SAM but also with MAM, 
in contrast to Ethiopia and Malawi, which used 
CMAM to treat SAM exclusively. Once the guide-
lines had been developed, many NGOs rapidly 
expanded community-based services, but the result 
was a patchwork of CMAM programs with varying 
degrees of quality and staff training.51 Government-
run facilities continued to operate using the tra-
ditional approach, treating all cases as inpatients. 
However, the CMAM approach gained momen-
tum in Niger following a government directive 
calling for all stakeholders involved in managing 
SAM to integrate their operations into the national 
health system and waiving health service fees for 
children under five and pregnant women.52 In 2011, 
the launch of the newly elected president’s “3N” 
initiative (Nigeriens Nourish Nigeriens) heralded 
a new era for nutrition—and was a far cry from 
the days when aid agencies were expelled from the 
country for daring to admit the existence of a food 
crisis.53

Niger has moved from a position of negligi-
ble nutrition programming in 2005, when the 
whole country had only one therapeutic feeding 
center, to treating 1 million children with acute 
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malnutrition—both SAM and MAM—in 2014.54 
In 2010, Niger was again faced with food insecurity 
following a poor 2009 rainy season, adding further 
impetus for scale-up. During this crisis, 330,000 
children aged 6–59 months were treated for SAM 
(with a further 257,000 treated for MAM). By 
2011, inpatient care for SAM was available in all 50 
national, regional, and district hospitals, 772 of the 
850 integrated health centers offered OTP services, 
and both inpatient and OTP treatment exceeded 
the minimum Sphere standard for recovery.55 These 
centers also offer treatment for children with MAM 
with a range of products, including traditional for-
tified blended flour. Although the country’s under-
five mortality rate halved from 227 to 114 deaths 
per 1,000 live births between 2000 and 2012,56 and 
significant progress has been made in Niger’s ability 
to treat acutely malnourished children, prevalence 
of acute malnutrition remains high.

Success Factors and Challenges to 
Sustainability
In all three countries, increased political commit-
ment to tackling malnutrition has galvanized adop-
tion of the CMAM model. For both Malawi and 
Niger, this commitment is linked to initiatives 
at the very top level. In Malawi, the Office of the 
President/Cabinet assumed responsibility for coor-
dinating nutrition in 2005, and in Niger, the Prime 
Minister’s Office took over leadership of emergency 
nutrition response in 2011, although the Ministry 
of Health retains responsibility for managing acute 
malnutrition (both SAM and MAM). In Ethiopia, 
the government ensured that nutrition became a 
cross-cutting issue with its multisectoral approach 
and National Nutrition Strategy (2008), in which 
CMAM was embedded. It was, however, Ethiopia’s 
push to decentralize treatment services to health 
extension workers at the community level that facil-
itated the rapid scale-up of the community-based 
approach to SAM.57

Ministry of Health Support
In Malawi, the push to scale up came from advo-
cates of CMAM within the Ministry of Health 
from the outset, whereas in Ethiopia and Niger 
adoption by the health ministries was more gradual. 
In Niger, the Ministry of Health has taken the lead 
in managing the expansion of CMAM through the 
work of its Nutrition Directorate, with NGOs sup-
porting the program in terms of surge capacity and 
quality assurance.58 All three countries have bene-
fited from dedicated services underpinning CMAM 
delivery, though this is most developed in Malawi, 
whose CMAM Advisory Service provides advice 
on scale-up, integration, and quality service delivery. 
NGOs have played a crucial role by offering tech-
nical support and helping expand CMAM services, 
but the extent of their combined coverage is unlikely 
to ever match that of a government health service—
even an underresourced one—over time.59

Yet only Malawi’s government has committed 
to take over the financing of the CMAM program 
by developing a costed CMAM operational plan for 
integrating the approach into Ministry of Health 
services—a stand-out success compared with other 
countries.60 Niger’s Ministry of Health has yet to 
integrate nutrition into its annual planning or bud-
geting, leaving NGOs to fund doctors and nurses 
who work in the field, and UNICEF picks up the 
bill for 80 percent of RUTFs.61 Like many other 
countries, Ethiopia has relied on short-term fund-
ing from donors in “non-emergency” periods. As 
a result, it has scaled up CMAM and integrated it 
into the national health system without a central 
plan.62 Costed plans like Malawi’s are particularly 
important because treatment of SAM is often rele-
gated to emergency budgets rather than being seen 
as part of routine health care.

Reducing CMAM Costs
Local production of RUTF is one way governments 
can reduce the cost of CMAM programs, although 
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there are caveats to this approach (see Box 5.3 on 
RUTF). Both Malawi and Ethiopia have estab-
lished facilities to produce therapeutic food locally 
in conjunction with NGOs. Two companies in 
Malawi produce RUTF locally and even supply 
Zambia’s CMAM program.63 Ethiopia produces 
less, and it also faces challenges related to its lack of 
logistical capacity to store and transport large quan-
tities of RUTF and difficulties forecasting the need 
for therapeutic food. During the 2009 food emer-
gency, stock-outs were a serious problem, with a 
wait of up to eight weeks for supplies from France.64 
Niger has established in-country RUTF production, 
but the Ministry of Health reports that a key threat 
to the sustainability of the program is the difficulty 
of sustaining adequate supplies of expensive thera-
peutic products.65

Weak Health Systems
All three countries face challenges in supervising 
and monitoring CMAM treatment because of their 
generally weak health systems. This weakness is 
especially pronounced in the community compo-
nent, where outreach to identify those most at risk 
of malnutrition remains limited, particularly in 
Niger. Unlike Ethiopia, Malawi and Niger rely on a 
network of volunteers that is often undermined by 
retention problems. CMAM programs struggle to 
maintain high-quality care in all treatment centers; 
in Niger, the decentralization of services is hindered 
by the limited capacity of the health system at the 
health-post level.66 Even with Ethiopia’s measures 
to extend its health services, NGOs have raised con-
cerns about supervision structures; monitoring has 
revealed quality issues and a need to give health 
extension workers more training to ensure that 
they are fully competent with CMAM protocols.67 
However, better use of data from monthly CMAM 
reporting at both the district and federal level in 

Ethiopia enabled organizations to detect an increas-
ing trend in CMAM admissions and to distribute 
CMAM supplies to the most affected areas during 
the 2010/2011 emergency in a timely response.68

Lessons Learned and Looking Forward
The move from centralized, inpatient care for 
SAM to a community-based model was argu-
ably one of the most important paradigm shifts in 
public health nutrition within the past decade.69 
Countries such as Ethiopia, Malawi, and Niger that 
have adopted the CMAM approach have all relied 
on political will to enable scale-up. Engaging the 
ministries of health in these countries was critical 
to success, particularly in the handover from NGO-
run pilots to national programs, and so was the rec-
ognition that SAM is a broad problem outside of 
emergencies that needs to be built into health and 
nutrition plans. But until governments are able 
to incorporate the cost of the program into their 
health budgets, CMAM sustainability remains 
vulnerable to changes in donor priorities. To date, 
Malawi is the only case study country to address 
this. In countries with high caseloads like Ethiopia 
and Niger, this goal may remain out of reach until 
the incidence of wasting declines countrywide.

Progress on reducing wasting depends not only 
on scaling up interventions to treat SAM, but 
also on the strength and effectiveness of preven-
tion strategies, such as promotion of improved 
infant and young child feeding, promotion of good 
hygiene and sanitation, and better social protec-
tion policies and programs (for more information 
on these interventions, see Chapters 3, 7, and 8). 
Looking forward, one priority is to better integrate 
activities for preventing wasting with treatment of 
MAM, particularly through incorporating MAM 
treatment within the community-based approach.
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Box 5.3 Ready-to-use therapeutic foods: The Plumpy’Nut debate
Ready-to-use therapeutic foods (RUTFs) are energy-dense, micronutrient-enhanced pastes made from 
peanuts, milk powder, oil, sugar, and vitamin and mineral supplements. Developed for therapeutic 
feeding of children suffering from SAM, RUTFs contain the necessary nutrients for recovery, have a 
long shelf-life, are safe to use without refrigeration (there is limited risk of bacterial growth since the 
product is oil-based with low water activity), and can be used in combination with breastfeeding and 
other appropriate infant and child feeding practices.70 By providing a therapeutic food that is safe to 
use in outpatient settings, RUTFs revolutionized the treatment of SAM, but their production and use are 
also subject to controversy.71

Before the development of RUTFs, children with SAM were admitted to inpatient facilities and treat-
ed with a strict regimen of specialized therapeutic milk. However, it was difficult for children in areas 
with limited health infrastructure—often in the most marginalized populations—to reach these treat-
ment facilities and remain there for the entire treatment period, which was often several weeks. When 
RUTFs were adopted for treating SAM, outpatient care expanded and coverage of CMAM increased 
dramatically: in 2011, about 1.96 million SAM children (10 percent of the estimated 20 million suffer-
ing globally) were treated with RUTFs.72

The predominant RUTF product, Plumpy’Nut, was invented by scientist André Briend and is 
produced by the France-based company Nutriset. Until 2002, Nutriset was the only producer of 
Plumpy’Nut, at a cost of approximately US$3,500 per ton, not including the cost of transporting the 
product from Europe.73 The high cost of Plumpy’Nut—which accounts for about half of all CMAM 
costs—resulted in a push for local production, not only to reduce costs but also to contribute to the 
local economy. But this move has been challenging. So far, Nutriset has patented Plumpy’Nut in about 
35 countries, where local producers must essentially operate as local franchises for the French com-
pany. The development community has argued that these patents keep the cost of production prohibi-
tively high. Nutriset claims that the patents protect the quality of the product and the interests of local 
producers because if more advanced economies were to produce RUTFs, they risk flooding the market 
and pushing local producers out of business.74

Moreover, producing RUTFs locally is not always cheaper than purchasing imports. In addition 
to facing patent difficulties, local producers can find it hard to source ingredients. Milk powder is 
expensive and often not locally available; for local producers in Malawi, for example, imported milk 
powder represents more than half of the cost of the product.75 And peanuts can be contaminated with 
aflatoxin. In turn, the quality control procedures necessary to ensure a safe product can drive up the 
cost of production.76

Despite these challenges, local production of RUTFs is increasing. In 2012, local production met 27 
percent of need, and African-produced RUTFs represented 45 percent of the total RUTFs purchased by 
UNICEF, the world’s largest RUTF purchaser and distributer.77 Nevertheless, the procurement of com-
mercially or locally produced RUTFs is still almost exclusively financed by development agencies. In 
fact, in 73 percent of countries operating CMAM programs, UNICEF still provides 100 percent of the 
RUTFs. This overreliance on development partners raises questions about the sustainability of scaled-up 
support.78

In addition to criticism surrounding the cost and production of RUTFs, there are also concerns about 
the use of RUTFs over traditional local foods. For example, India banned the import of Plumpy’Nut in 
2009 over concerns that importing packaged foreign foods could result in dependence on a “prod-
uct”—rather than locally available foods—for treatment. Alternative RUTF recipes produced from 
locally available foods could greatly reduce the cost of production and make local production, even 
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at a subnational level, more feasible.79 Recent evidence has also found no discernable difference in 
treatment outcomes between RUTFs and local foods (in this instance, flour porridge).80

Despite the ongoing controversy over production, cost, and appropriateness of RUTFs, the product 
has undeniably contributed immensely to the scaling up of CMAM and the treatment of millions of 
children worldwide.

(Box 5.3 continued)
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Part II: Transforming Sectoral Actions 





From the Ground Up
Cultivating Agriculture for Nutrition
SIVAN YOSEF

FEW SECTORS HAVE clearer links to nutrition 
than agriculture. Most simply, of course, agricul-
ture is a source of food. Because many poor house-
holds around the world grow food that they both 
consume and sell for income, agricultural interven-
tions can have a massive effect on the lives of people 
in developing countries. Through the decades, and 
most famously in Asia’s Green Revolution, devel-
opment projects have sought to boost agricultural 
production of staple foods as a way of improving 
people’s nutrition.1 Yet, while consuming a suffi-
cient quantity of calories is important, especially 
among undernourished populations, quality mat-
ters too. Thus, the traditional focus on produc-
ing enough food to meet people’s calorie needs 
has evolved into a deeper understanding that to 
improve nutrition, we also need people to con-
sume balanced, high-quality, and diverse diets that 
contain enough essential nutrients to meet their 
daily requirements.

Beyond food production, agriculture is linked 
to nutrition in a host of other ways, both positive 
and negative. Agriculture employs the majority 

of the world’s rural poor people, who can use the 
income they earn to purchase more nutritious and 
diverse foods or to invest in education, health, or 
water and sanitation—all of which are crucial for 
improving nutrition. National and global agricul-
tural policies also affect nutrition. Policies on sub-
sidies, taxes, and trade determine the prices of food 
and nonfood crops, which in turn affect the income 
of net sellers and the purchasing power of poor con-
sumers. Growth in agriculture as a sector has been 
projected to have benefits for nutrition: a simula-
tion model suggests that an additional US$8 billion 
invested annually in agriculture would, by the year 
2050, reduce the number of hungry people in the 
world by 210 million and the number of under-
weight children by 10 million.2 At the same time, 
agriculture can expose farming households to 
hazards that can harm people’s nutrition, such as 
vector-borne diseases from irrigation or zoonotic 
diseases from animal husbandry.3

Gender roles also link agriculture and nutrition. 
Women play a pivotal role in agricultural liveli-
hoods and in most regions of the world make up the 
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majority of agricultural laborers—up to 80 percent 
in Africa, for example.4 Agricultural investments, 
when implemented in a gender-sensitive way, can 
improve female farmers’ control over resources 
and assets and increase their power to make deci-
sions about household investments in food, health, 
and education. Research has shown that women’s 
control of resources is linked to a larger share of 
the household budget allocated to food as well as 
greater height-for-age Z-scores (reduced stunting). 
It has also found that greater female empowerment 
in agriculture (defined as having decision-making 
power over agricultural production and productive 
resources, control over use of income, leadership 
in the community, and time for work and leisure) 
is linked to higher per capita calorie availability 
and household dietary diversity and overall better 
maternal nutrition.5 On the flip side, however, the 

time women spend on agriculture is also time they 
cannot spend feeding and caring for their children 
and themselves.

These many links between agriculture and 
nutrition are complex, and research is currently 
under way to build up and improve the evidence 
base so that we can gain a better understanding of 
them, especially in developing countries. Even so, a 
number of experiences offer lessons that can already 
be gleaned. This chapter focuses on two promis-
ing stories in the world of agriculture and nutri-
tion. The first is homestead food production—an 
approach that combines home gardens and ani-
mal husbandry with information to help people 
adopt better agriculture, health, nutrition, and 
hygiene practices, as well as with actions that give 
women more control over resources and decision-
making authority in their households. This case 

HarvestPlus

Children in Mozambique enjoy beta-carotene-rich orange sweet potatoes that can improve their vitamin A status.
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study was first highlighted in the book Millions 
Fed: Proven Successes in Agricultural Development 
and is updated here with emphasis on its potential 
when implemented alongside interventions that 
emphasize behavior change communication and 
gender. The second is biofortification, in which 
plant scientists breed micronutrients into the staple 
crops that poor people commonly eat. The chapter 
also touches on the potential of another new way 
of thinking about agriculture and nutrition: the 
value- chain approach, which involves finding ways 
to maintain or boost the nutritional value of foods 
as they move along the different stages of the value 
chain from farmers’ fields to consumers’ tables. 
While these stories focus on big, scaled-up initia-
tives, they also illustrate the potential of agricul-
tural interventions, both small and large, to address 
malnutrition in all its forms.

Roots at Home: Enhanced Homestead 
Food Production
In the early 1980s, two national nutrition sur-
veys in Bangladesh revealed a worrying trend: 
3.6 percent of preschool-age children, or 1 million 
children, suffered from night blindness.6 Caused 
by severe vitamin A deficiency, the night blindness 
was higher in households without home gardens. 
In response, Helen Keller International (HKI), an 
international nonprofit organization, decided to 
test a new concept: homestead food production 
(HFP). The HFP model encouraged women to 
grow gardens of vitamin A–rich fruits and green 
leafy vegetables for their households, building on 
existing local practices and using local varieties. 
The focus on women was not a coincidence: rural 
Bangladeshi women have historically been responsi-
ble for homestead food production and distribution 
in households.7

In 1990 HKI launched two small pilots cover-
ing 1,000 households.8 The pilots aimed to increase 

households’ consumption of home-grown vegeta-
bles and fruits rich in vitamin A, provide nutrition 
education, and improve the health and nutri-
tional status of women and children. As the proj-
ect expanded over time to address deficiencies of 
multiple micronutrients, including iron and zinc, 
it integrated animal husbandry into the model, 
since the iron and zinc in animal-source foods are 
more bioavailable, or easily absorbed by the human 
body. By 2003, the project was reaching more than 
870,000 households, or half of the country’s subdis-
tricts, and partnering with more than 70 local non-
governmental organizations and the government of 
Bangladesh.9

In the late 1990s and early 2000s, researchers 
began documenting the impact of home gardens 
and homestead food production, which had now 
expanded to other countries.10 Research suggested 
that these programs were generally successful in 
increasing households’ production of beneficial 
foods, such as vegetables, eggs, lentils, and animal 
products. Poorly designed evaluations, however, 
meant that it was impossible to determine whether 
HFP improved the participants’ consumption of 
nutritious foods and micronutrients and contrib-
uted to dietary diversity.11 Additionally, no one 
studied the cost-effectiveness of the approach com-
pared with other interventions.12 Just as import-
ant, there was little evidence that these programs 
affected mothers’ or children’s nutrition status 
(anthropometry or micronutrient status).13 Vitamin 
A intake and status was a possible exception, with 
a review showing a serum retinol (the predomi-
nant form of vitamin A in the blood) improvement 
of 2.42 micrograms per decaliter (µg/dl) in young 
children (a serum retinol level of less than 20 [µg/
dl] is usually used to determine vitamin A defi-
ciency among preschool-aged children).14

HKI responded to these findings by collabo-
rating with researchers to improve the interven-
tion model. It combined the gardening and animal 
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husbandry intervention with better communica-
tion about optimal agriculture, health, nutrition, 
and hygiene practices as well as a stronger empha-
sis on the role of women, by providing them with 
training on best HFP practices, and enlisting other 
women to impart knowledge on health and nutri-
tion.15 A 2012 evaluation of this Enhanced HFP 
(E-HFP) model in nearly 30 villages in Burkina 
Faso suggested that the combined model was more 
promising, leading to reported increases in vege-
table production and intake among participants. 
Results also suggested improvements in women’s 
status: women gained control over the gardens and 
profits from surplus sales. More work was needed 
to address looming challenges, such as scarce water 
for gardening, lack of home visits for beneficiaries, 
sparse knowledge in some areas of nutrition, and 
limited adoption of nutrition-related practices.16

Another recent evaluation of a variation of the 
model in Burkina Faso showed a wide array of 
results. This E-HFP model was targeted solely to 
women and children in the first 1,000 days of life, 
and it integrated strong health behavior change 
communication and women’s empowerment activ-
ities, such as building up assets and knowledge of 
optimal agriculture, health, nutrition, and hygiene 
practices. Among children, researchers found a 
marginally statistically significant 0.5–0.7 g/dL 
increase in mean hemoglobin levels (levels less than 
11 g/dL in children aged 6 months to 6 years indi-
cate anemia) and an 8.8 percentage-point reduc-
tion in wasting (low weight-for-height), as well as 
a statistically significant 15.9 percentage-point 
decrease in diarrhea and a 14.6 percentage-point 
decrease in anemia.17 New findings also suggest 
that the program decreased the prevalence of 
underweight among mothers by 8.6 percentage 
points and increased their intake of fruits, as well 
as raising their meat intake and dietary diversity 
by marginally statistically significant amounts.18 
Results suggest that beneficiary mothers gained 

control over their produce, agricultural assets, 
small animals, and profits from surplus sales and 
expanded their power in healthcare and purchas-
ing decisions. There were also potentially positive 
spillover effects on indicators for other members 
of the household two years after the end of the 
program, including children’s weight-for-height 
Z-scores and prevalence of wasting and mothers’ 
body mass index and prevalence of underweight.19 
There were no significant impacts on the preva-
lence of stunting or underweight among children.20 
This evaluation represents one of the first studies 
to provide rigorous evidence that agriculture, cou-
pled with behavior change communications and 
women’s empowerment activities, can improve 
maternal and child nutrition during the first 
1,000 days. Given the importance of this 1,000-day 
window for lifelong health,21 this model of HFP 
shows potential.

Around the world, the HKI model has inspired 
countless interventions based on home gardening, 
either used alone or combined with education or 
behavior change communication initiatives around 
the world. The Sustainable Cocoa Production 
Program in Indonesia, for example, has provided 
21,000 cocoa farmers, 80 percent of whom are 
women, with nutrition education and gardening 
skills, setting up more than 1,000 vegetable demon-
stration plots.22 The project has self-reported mod-
est increases in dietary diversity. More research 
is needed to document nutritional impacts from 
these and other similar initiatives, to generate 
more lessons, and to help improve the design of 
future enhanced homestead food production mod-
els. Furthermore, ultimate judgment on the viabil-
ity of the home garden model of intervention will 
depend on proving the cost-effectiveness of this 
approach relative to other kinds of nutrition inter-
ventions and on documenting sustainability over 
time. These aspects have not been extensively stud-
ied so far.
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Breeding for Nutrition: Biofortification
What if an extra boost of much-needed minerals 
and vitamins could be bred into widely consumed 
food crops, without negatively affecting their 
appearance, taste, or smell? What if, for example, 
rice and wheat seeds could be bred to contain extra 
iron and zinc that were undetectable to farmers or 
consumers but able to improve public health in a 
big way?

In 1993, this idea was posed by a group of scien-
tists from CGIAR (then the Consultative Group 
on International Agricultural Research). At the 
time, many economists held firmly to the idea that 
global malnutrition could best be addressed by 
ensuring that people consume adequate calories. 
But burgeoning research showed otherwise—it sug-
gested that good nutrition, as reflected by greater 
height and less illness, requires not only energy, but 
also vitamins and minerals. These extra vitamins 
and minerals could come from a diverse diet, rich in 
more nutritious staple and nonstaple foods and ani-
mal products.

Initially, the development community was skep-
tical. The prevailing thought was that a crop with 
higher levels of vitamins and minerals would also 
be lower yielding, making it unappealing to farm-
ers.23 Researchers soon showed that wheat seeds 
with higher levels of zinc actually used that zinc 
to improve their productivity and yields. Armed 
with this new evidence, CGIAR scientists secured 
initial funding to screen germplasm and prove 
that high-yielding and high-nutrient crop varieties 
could be achieved through conventional breeding.24 
A few years later, other donors came on board with 
major funding, and the Biofortification Challenge 
Program, later renamed HarvestPlus, was born 
in 2004.

Biofortification must go through a number 
of steps before it can be considered successful in 
reducing micronutrient malnutrition. An accept-
able level of micronutrients must be bred into 

and retained by the crop, and it must be bioavail-
able. The biofortified crop must then be accepted 
and adopted by farmers on a large scale, as well as 
accepted and consumed by target populations.25 
HarvestPlus and its alliance of more than 70 part-
ner organizations have applied some of these steps 
to three micronutrients (vitamin A, zinc, and iron) 
in seven crops (cassava, maize, sweet potato, bean, 
pearl millet, rice, and wheat). In Brazil, China, and 
India, where these targeted crops are produced and 
eaten in significant amounts, the alliance sponsors 
country programs.

Two decades after the initial idea, there is con-
vincing evidence that breeding biofortified crops is 
possible and that the micronutrients are retained 
and bioavailable. People who consume iron-bio-
fortified rice and beans, for example, have shown 
improved iron status. A study in the Philippines 
showed a 20 percent increase in serum ferritin and 
body iron among women consuming high-iron 
rice.26

And researchers have begun to probe the effec-
tiveness of biofortified crops—that is, the extent 
to which farmers and consumers actually adopt 
or consume them. Effectiveness trials on the pilot 
distribution of biofortified orange sweet potato 
to farmers and consumers in Mozambique and 

HarvestPlus, Neil Palmer (CIAT)

Some farmers in Rwanda now grow beans bred with high 
iron content.
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Uganda have shown a great level of success, with 
farmers adopting the beneficial crop and con-
sumers significantly increasing their vitamin A 
intake. In Uganda, vitamin A status among chil-
dren improved.27 In Mozambique, biofortification 
reduced the prevalence of diarrhea in children 
under age 5 by 11.4 percent and the duration of 
diarrhea by 10 percent.28 As part of an integrated 
agriculture and nutrition intervention there, 
orange sweet potato reduced the prevalence of vita-
min A deficiency among children by 15 percent.29 
Estimates of the cost-effectiveness of vitamin A–
biofortified orange maize in Zambia suggest that it 
would save US$24 per DALY (disability-adjusted 
life year or the number of years lost due to ill-health, 
disability, or early death), with additional cost sav-
ings when biofortification was combined with for-
tification interventions.30 Whether these successes 
can be scaled up remains to be seen as HarvestPlus 
embarks on the third phase of its program.

New Directions in Nutrition and 
Agriculture: Value Chains
A value chain refers to the path that a food takes 
from the farm to the table. The journey begins with 
production—and even the inputs that go into pro-
duction, such as water, soil, and technologies—and 
continues through processing, distribution, retail-
ing, promotion, labeling, and finally consumption. 
As the commodity goes through the various stages 
of the value chain, it gains value. This value has tra-
ditionally been defined in economic terms, but in 
recent years, nutritionists and development pro-
fessionals have explored the idea of expanding the 
concept of value to mean enhancing or retaining 
the nutritional value of foods, especially micronu-
trient-rich foods that poor people find difficult to 
access because of their cost and perishability, such 
as fruits, vegetables, dairy, meat, and seafood.31 A 
pro-nutrition value chain might find ways to 

improve the incentives and coordination among dif-
ferent actors along the chain to make foods more 
available, affordable, acceptable, nutritious, and safe.

The effectiveness of a value-chain approach to 
improving nutrition has not yet been studied exten-
sively; research is currently limited to case stud-
ies.32 One area where value chains could potentially 
make a contribution is through school-feeding pro-
grams, which have had some small nutrition wins. 
For example, a review of 18 studies suggests that 
children in school-feeding interventions in various 
low-income countries gained an average of 0.39 kilo-
grams more than the control group over an average 
of 19 months when looking at higher-quality stud-
ies, or 0.71 kilograms over 11.3 months when look-
ing at lower-quality studies.33 Another meta-analysis 
found similar results: an average weight gain of 0.37 
kilograms per school year but no significant effects 
on height.34 A more integrated approach—home-
grown school feeding—uses value chains to con-
nect schools with local farmers and in turn boost 
the local economy and improve the nutritional sta-
tus of school-age children and their families. This 
approach has been used by high- and middle-income 
countries such as Brazil (see Chapter 11), Chile, and 
the United Kingdom and is now at various stages 
of implementation in low-income countries such as 
Ghana and Nigeria.35 The success of these initiatives 
will depend on many factors, including the ability 
to ensure a continuous supply of food throughout 
the year. If successful, these initiatives would fulfill 
two different policy objectives—child welfare and 
pro-poor agricultural development—while poten-
tially increasing farm productivity in some cases, in 
regions such as Africa south of the Sahara, to effec-
tively meet the demand from schools.36

Lessons Learned
The stories in this chapter highlight a few les-
sons and challenges. First, long-term impact is a 
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challenge. While homestead food production, for 
example, had spillover effects on some indicators 
of children’s and women’s health two years after 
the end of the program, preliminary analyses sug-
gest that it had no impacts on children’s anemia 
or diarrhea, household assets and livestock owner-
ship, dietary diversity, or food security.37 To ensure 
a long-term impact on nutrition, homestead food 
production and biofortification programs will 
need to depend on many local partners around the 
world to help design, implement, and evaluate pro-
grams, to build up local capacity, and to share exist-
ing local tools and practices. This can also help 
ensure that agricultural projects and policies do no 
harm to people’s health and nutritional status or to 
the environment.

Second, research is key. Enthusiasm for 
biofortification intensified after research showed 
that the concept was feasible and effective. Rounds 
of evaluation of the homestead food production 
model have underscored the finding that combin-
ing agricultural programs with behavior change 
communication and a focus on gender may have 
larger impacts than stand-alone home gardening 
initiatives. In general, the relationship between agri-
culture and nutrition deserves far more analysis and 

research to generate, for example, stronger program 
designs and in-depth analyses and understanding of 
program impact pathways. 38 Analyses of the cost-
effectiveness of different approaches, which have 
so far been rather scarce, would also be useful for 
guiding public investment decisions. Large research 
partnerships such as the CGIAR Research Program 
on Agriculture for Nutrition and Health (A4NH) 
and the Leveraging Agriculture for Nutrition in 
South Asia (LANSA) consortium are making 
strides in these areas.

The intersection of nutrition and agriculture 
will certainly continue to yield even greater insights 
in the years to come. Research advances can be 
used to make programs and policies more nutri-
tion sensitive and in some cases to overhaul entire 
food systems. Investments in agriculture have high 
economic returns compared with other economic 
investments.39 That 75 percent of the world’s poor 
people live in rural areas—and depend on agricul-
ture40—means that integrated agriculture-nutrition 
interventions have the power to improve not only 
the nutrition and health, but also the livelihoods 
and overall well-being, of the poorest and most vul-
nerable populations living in the world today, a 
truly exciting prospect.

FrOm thE GrOuNd up 63





Reducing Risk, Strengthening 
Resilience
Social Protection and Nutrition
SCOTT DRIMIE AND SIVAN YOSEF

IN THE MID-1990S, governments and research-
ers in three countries from very different parts 
of the world—Bangladesh, Brazil, and Mexico—
began moving toward a new type of poverty 
alleviation program. Struggling to meet the 
needs of their poor populations through vari-
ous poverty-reduction initiatives, they wondered 
whether attaching conditions to those programs 
would make a difference. What if in exchange for 
receiving a food basket or a cash voucher, program 
beneficiaries were asked, for example, to bring their 
infants to the local health clinic for growth mon-
itoring, or enroll their older children in second-
ary school? Such a change could not only meet the 
immediate needs of citizens, but also help improve 
their longer-term welfare and development, all of 
which affect nutrition.

Social protection has been around for mil-
lennia, but this “conditional transfer” approach 
goes beyond welfare per se to address human 
development. Today, social protection is gen-
erally understood to encompass three types 
of public intervention: (1) social safety nets; 

(2) state-contingent insurance; and (3) social-sector 
policies.1

Social safety nets are targeted, noncontributory 
programs that transfer resources to poor house-
holds that are deprived owing to their income, 
social status, or nutritional status. These programs 
include cash transfers through welfare payments, 
in-kind transfers such as food aid or school feeding 
programs, allowances or pensions to aid children, 
subsidized products that are purchased or produced 
by poor populations, and public works or workfare 
schemes. In some regions, such as Latin America, 
cash and food transfers are increasingly linked with 
nutrition-, health-, or education-related condition-
alities, such as requirements to take children for 
regular health checkups, attend nutrition education 
workshops, administer nutritional supplementation, 
or maintain children’s attendance in primary or sec-
ondary schooling.

A second component of social protection is 
publicly provided state-contingent insurance that 
depends on the occurrence of an adverse event such 
as illness, drought, or loss of employment. Such 
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insurance-based programs pool contributions from 
individuals or households to protect them against 
risk and include social insurance (for example, pen-
sions and unemployment programs) or health insur-
ance. These instruments are needed to fill the gaps 
left by missing insurance markets or market failures 
in savings and credit markets for the poor.

The third component consists of social-sector 
policies, including, for example, waived fees for 
health care facilities; free primary schooling; and 
preventative malnutrition interventions targeted 
to poor, pre-school-aged children. These policies 
originate in the health and education sectors while 
also complementing social safety net interventions, 
especially when they are means tested to ensure 
they provide assistance exclusively to low-income 
individuals and households.2

Although countries around the world use social 
protection programs, populations in industrial-
ized countries have more comprehensive coverage, 
usually through social security. Seventy-three per-
cent of the global population has only partial or no 
access to social protection coverage.3

There are many pathways through which social 
protection can have a positive impact on people’s 
nutrition. Some pathways are direct, encompass-
ing nutrition-specific interventions that address 
the immediate determinants of nutrition. For 
example, social protection instruments such as 
food transfers can raise people’s overall food con-
sumption and provide them with more diverse 
diets. If social protection is linked to condi-
tionalities such as behavior change communica-
tion on nutrition or supplementation, it can also 

Panos/A. Trayler-Smith

A woman in the Guerra region of Chad carries a bag of food aid—a form of social protection that can be made more effec-
tive in improving people’s nutrition.
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directly influence people’s nutrition behaviors 
or knowledge.

Other critical pathways are more indirect, 
addressing the underlying determinants of malnu-
trition, such as poverty, through nutrition-sensitive 
interventions. Arguably, the goal of most social pro-
tection interventions is to increase income, enabling 
families to pay for everyday needs and services and 
allowing them to spend more money not only on 
more food and but also on nonstaple foods, includ-
ing fruits, vegetables, and animal food products 
(see, for example, Box 7.1). Research suggests that 
cash, food vouchers, and food transfers significantly 
improve the quantity and quality of food people 
consume. The relative impact of cash and vouchers 
is context specific.

Social protection instruments can also help 
households become more resilient, and thus 
improve their nutrition, by building up assets, sav-
ings, or investments in human capital such as edu-
cation that can help them weather future shocks.4 
When households are more food secure, they are 
better able to cope with seasonal fluctuations in 
food security or shocks due to natural or manmade 
disasters.5 By strengthening income security and 
investing in rural livelihoods, social protection can 
also help improve agricultural productivity, stim-
ulate local economic development, build resilience, 
encourage sustainable natural resource use, and 
promote social inclusion. It can help reduce child 
mortality, particularly deaths associated with pov-
erty-related causes, such as malnutrition and diar-
rhea. Further, if properly designed, social protection 
can benefit women by promoting their economic 
and social empowerment.6

The evidence of the impact of social protec-
tion programs on nutrition is mixed. A 2013 sys-
tematic review of 15 conditional cash transfer 
(CCT) programs around the world found on aver-
age nominally positive but insignificant effects 
on nutritional status, in particular on children’s 

height-for-age, verifying previous researchers’ obser-
vation that such programs have inconsistent effects 
on child nutritional status.7 These programs have 
achieved success on many other fronts such as 
improving education, decreasing child labor, and 
increasing access to health care (such as vaccina-
tions). Another systematic review of 16 studies of 
CCT programs, mostly in Latin America, found 
that such programs can have a positive impact on 
access to health care, child and maternal nutrition, 
morbidity risk, immunization rates, and household 
poverty, particularly in middle-income countries.8 
These results should be interpreted with some cau-
tion, however. Another review, for example, found 
mixed results on whether cash transfers have a pos-
itive impact on growth-related outcomes among 
children, particularly in Africa south of the Sahara: 
some studies in the review had small but positive 
effects on child weight and height, while several 
others were found to have no significant impacts on 
child nutritional status.9

This chapter focuses on two interventions: 
PROGRESA/Oportunidades/Prospera in Mexico 
and various initiatives in Bangladesh that have 
made measurable improvements in people’s nutri-
tion. These stories illustrate how social protection 
can be part of a multisectoral effort to address both 
nutrition directly and the key underlying determi-
nants of malnutrition.10 The PROGRESA results 
and the Bangladesh experience suggest that social 
protection may work effectively when twinned with 
nutrition behavior change communication.

PROGRESA/Oportunidades/Prospera 
in Mexico
The Programa de Educación, Salud y Alimentación 
(PROGRESA)—the Education, Health, and 
Nutrition Program—is a social protection and pov-
erty alleviation program initiated in 1997 by the 
Mexican federal government.11 In 2002, the name 
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of the program was changed to Oportunidades, and 
it was later changed again to Prospera. This pro-
gram forms part of an integrated, multisectoral pov-
erty alleviation plan aiming to increase the health, 
nutritional, and educational status of the coun-
try’s poorest households by helping parents invest 
in their children in order to break the intergenera-
tional transmission of poverty.12

The program intervenes at each of the three 
core levels of determinants of malnutrition—
basic, underlying, and immediate—as outlined 
by UNICEF’s conceptual framework of malnutri-
tion. It does so by addressing household financial 
resources and food security, maternal and child 
care and education, child feeding practices, and 
maternal and child undernutrition. The nutri-
tion-specific intervention consists of a CCT tar-
geting mothers, because research shows that when 
resources are given to mothers rather than fathers 
a higher percentage of investments goes toward the 
health and nutrition of children.13 The program 
aims to increase the nutritional quality and diver-
sity of children’s food intake by providing food sup-
plements, as well as by using cash transfers to boost 
families’ ability to buy more nutritious foods, such 
as meat, eggs, dairy, fruit, and vegetables. This 
pathway was enhanced by early intervention in 
cases of child growth faltering as well as continued 
health and nutrition education for parents. This 
education component may be key; new research 
from Bangladesh suggests that social protection 
may work best when combined with nutrition-ori-
ented behavior-change communication.

Eligible households, selected from rural areas 
in most states of Mexico, were those considered 
most marginalized owing to socioeconomic fac-
tors or remoteness, although the communities 
had to have primary and secondary schools and a 
health clinic to maintain eligibility. The initial pro-
gram covered 140,500 households in 3,400 areas. 
In 2000, the program expanded to urban areas, 

covering 2.6 million households in 72,300 areas 
in all states. By 2008, the program covered approx-
imately one-quarter of the Mexican population.14 
Since its inception, the model has been replicated in 
52 countries around the world.

After the initial phase of the PROGRESA pro-
gram, a 2001 evaluation established that after just 
one full year, the program had a significantly posi-
tive impact on nutritional status for those children 
who also received supplementary food.15 This result 
was demonstrated by a one-sixth increase in average 
annual growth in children between the ages of 12 
and 36 months; for children who received the sup-
plements, the probability of stunting was one-third 
that of children in control groups. The effect was 
larger for children from poorer communities whose 
mothers were literate. This result alone has been 
estimated as increasing subsequent adult lifetime 
earnings by 2.9 percent.16 Another study found no 
significant impact on growth outcomes on chil-
dren aged 6 to 24 months. It did, however, find 
that children younger than 6 months at baseline 
grew a statistically significant 1.5 centimeters taller 
and gained a significant 0.76 kilogram more than 
their nonbeneficiary peers after two years.17 The 
researchers could not isolate which component of 
the program caused this effect but concluded that 
the provision of fortified food was not the main 
determining factor because the level of food pro-
vided was too low.

Other studies also documented nutritional ben-
efits. One compared a group that had benefited 
from PROGRESA for two years with a group that 
had participated for only one year. Children ages 0 
to 6 months from the first group were taller (with 
a 1.1 centimeter greater height-for-age) and had a 
lower prevalence of anemia (44.3 percent compared 
with 54.9 percent).18 Another assessment found 
that PROGRESA boosted intake of iron, zinc, and 
vitamin A among beneficiary children who con-
sumed a program-provided micronutrient-fortified 
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food, but the rate of use of the fortified food was 
not high enough to have more than a small effect 
on the children’s mean hemoglobin levels or rates of 
anemia reduction.22

Doubling cash transfers to mothers was associ-
ated with a substantial 0.20 higher height-for-age 
Z-score among their children and a lower preva-
lence of both child stunting and overweight. Citing 
insufficient data, the researchers recommended 
future research to explore the pathways by which 
additional income positively affects child develop-
ment. The same study found that mothers spent 
70 percent of the cash transfer they had received on 
a higher-quality diet for their children consisting of 
meat, fruits, and vegetables.23

According to other studies, mostly non- 
 refereed, there were other nutrition-related health 
impacts, which provide tentative results. After six 
months of implementation of Oportunidades, cov-
erage of vaccines against tuberculosis among chil-
dren less than 12 months old may have increased 
by 4 percentage points (88 to 92 percent) compared 
with 2 percentage points among the control groups 

(91 to 93 percent).24 During the first six months 
of implementation of PROGRESA, measles vac-
cination coverage may have increased from 92 to 
96 percent and in low-coverage communities from 
75 to 92 percent after 12 months of implemen-
tation.25 Findings also suggest that PROGRESA 
reduced the morbidity, or the rate of illness, among 
children under 5 years of age by 12 percent, though 
with no impact on older children.26 After one year 
of PROGRESA, beneficiary children under 5 years 
of age were estimated to be 32 percent less likely 
to be sick with diarrhea than their control peers.27 
Finally, PROGRESA may have also affected the use 
of health services, increasing growth monitoring 
and promotion visits by 30 to 60 percent for chil-
dren up to 2 years of age and 25 to 45 percent for 
children between the ages of 3 and 5.28

Social Protection in Bangladesh
Bangladesh has been home to many social protec-
tion initiatives. The SHOUHARDO (Strengthen 
Household Ability to Respond to Development 

Box 7.1 Ethiopia’s Productive Safety Net Programme
The Productive Safety Net Programme (PSNP) is one of the largest social protection interventions in 
Africa, reaching 8 million food-insecure Ethiopians in 2011 through two components: public works 
(temporary employment) for households with labor capacity and direct support (unconditional cash 
or food transfers) to labor-constrained households (see Chapter 16). The overarching objective is to 
reduce Ethiopia’s dependency on annual emergency food aid appeals by building community assets 
such as roads through public works and providing predictable transfers to households over multiple 
years. A recent evaluation uses a generalized propensity score method to examine the impact of the 
duration of PSNP participation. When the program began in 2006, participating households report-
ed, on average, 3.6 months of food insecurity; that number fell to 2.2 months in 2008, representing 
an improvement of 39 percent. Further, PSNP protected food security and asset levels in the presence 
of repeated shocks.19 One study tentatively concluded that the program improved the diet of 75 
percent of participants in both quantity and quality; beneficiaries were more likely to consume the re-
quired 1,800 calories per day than nonbeneficiaries.20 Preliminary findings show that PSNP improves 
diet quantity, quality, and diversity by providing additional resources for families to pay for everyday 
needs and services, allowing them to spend more money on nonstaple foods, including fruits, vegeta-
bles, and animal food products.21
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Opportunities) program, for example, is one of the 
world’s largest nonemergency food security pro-
grams. During its first phase from 2006 to 2010, 
it served 2 million people (see Chapter 2 on com-
mmunity nutrition and Chapter 12 on Bangladesh). 
Another example is the Food for Asset Creation 
(FFA) program, a component of Bangladesh’s 
Integrated Food Security program. FFA pays bene-
ficiaries a daily wage in food plus cash (2 kilograms 
of wheat plus 20 taka) in exchange for labor on pub-
lic works.29 Aligned with the Rural Maintenance 
Programme (RMP), these programs have contrib-
uted to the construction and maintenance of rural 
infrastructure, particularly feeder roads that con-
nect remote villages to major highways. Because 

these roads were built at an elevation, they are not 
washed out by floods and rains, and the govern-
ment and donors have used this road network to 
move food to needy communities during emergen-
cies. Preliminary findings show that participation 
in FFA and RMP increased households’ per capita 
food consumption by a statistically significant 194 
and 271 kilocalories per person per day, respectively, 
relative to matched control groups. Yet another 
example of a social protection program with a 
potential for a positive impact on nutrition can be 
found in the Chars Livelihoods Programme, which 
works with ultra-poor households in northwest-
ern Bangladesh, reaching more than 1 million peo-
ple. Women who earned money from the program 

Reuters/A. Soomro

A Pakistani man displays a cash transfer disbursed from the government to internally displaced families.
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reported spending it on nutrient-rich food such as 
eggs, meat, fish, pulses, green leafy vegetables, milk, 
and fruit. After 10 weeks, their children younger 
than 5 years were a statistically significant 0.7 mil-
limeter taller on average than nonbeneficiaries, 
were 210 grams heavier, and had a 1.39-millimeter 
greater circumference of their mid-upper arm.30

One of the more recent social protection 
research projects coming out of Bangladesh ran 
in 2012–2014. The Transfer Modality Research 
Initiative (TMRI), undertaken by the International 
Food Policy Research Institute (IFPRI) and the 
United Nations World Food Programme (WFP), 
investigated how effective various forms of social 
protection intervention were in improving income, 
food security, and maternal and child nutrition sta-
tus. Under the initiative, 4,000 ultra-poor women 
and their 21,600 family members in the northwest-
ern and southern regions of Bangladesh received 
five modalities of social protection: cash trans-
fers only, food transfers only, 50 percent food and 
50 percent cash transfers, cash transfers and nutri-
tion behavior change communication, and food 
transfers and nutrition behavior change commu-
nication. The nutrition behavior change commu-
nication consisted of conveying information to 
households on the importance of nutrition and 
diet diversity for health, hand-washing and hygiene, 
diversifying diets with micronutrients, infant 
and young child feeding practices, and mater-
nal nutrition.

Preliminary results presented in 2015 suggested 
that all forms of transfer in both the northwestern 
and southern regions caused meaningful improve-
ments in nearly all measures of consumption: 
spending on food and nonfood consumption, calo-
rie intake, and diet quality. Adding nutrition  
behavior- change communication to transfers 
may have led to much larger improvements than 
transfers alone. In the northwest, cash trans-
fers combined with nutrition behavior-change 

communication may have led to a decrease of 
7.3 percentage points in child stunting over the two 
years of the study—an achievement almost three 
times the national average decline. Other forms 
of transfer had no impact on any measure of the 
anthropometric status of children.31 These results 
suggest that social protection may be most effective 
at improving nutritional status when it is combined 
with behavior change communication.

Lessons Learned
The array of social protection programs around the 
world demonstrates the potential for great syner-
gies between social protection and nutrition. Social 
protection interventions, perhaps when combined 
with behavior change communication, can not 
only improve food security but also go further to 
address dietary diversity, child growth and health, 
illness, and a plethora of other nutrition- and 
health- related indicators, such as the use of health 
services and nutrition education. Social protec-
tion interventions are especially useful in times of 
crisis and shocks, to which the poor are particu-
larly vulnerable. They can help smooth volatility in 
food security throughout a crisis, ensuring that the 
nutritional and health status of vulnerable house-
holds is not compromised and thereby helping pre-
vent a downward cycle of poverty and malnutrition.

One lesson that emerges clearly from these sto-
ries is that nutrition needs to be explicitly woven 
into social protection programs. This approach 
might mean “sensitizing” a program to add nutri-
tion-related components such as supplementation, 
behavior-change communication, or nutrition edu-
cation–related conditionalities. Or it might mean 
changing the entire focus of a program, such as 
looking beyond individuals engaged in productive 
labor—the target of many social protection pro-
grams—to ensure that young children are also pro-
tected. At the same time, it should also be noted that 
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integrating nutrition into social protection programs 
can generate unintended consequences unless care is 
taken in their design. Mexico’s Programa de Apoyo 
Alimentario (PAL), a CCT and in-kind transfer 
program, was found not only to improve household 
dietary quality, but also—owing to the food basket’s 
provision of energy-dense staple and basic food prod-
ucts—to increase total energy consumption among 
populations that already had a high prevalence of 
female overweight and obesity.32

Social protection now features as one of the 
proposed targets of the Sustainable Development 

Goals (SDGs). Target 3.1 in SDG 1 calls for coun-
tries to “implement nationally appropriate social 
protection systems and measures for all, including 
floors, and by 2030 achieve substantial coverage 
of the poor and the vulnerable.”33 This inclusion 
underlines the growing importance of social protec-
tion in the post-2015 development agenda. It is now 
up to policy makers, researchers, program designers, 
and implementers to integrate nutrition into social 
protection, turning it into a transformative tool 
that can address both the immediate and underly-
ing causes of malnutrition. 
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Clean Is Nourished
The Links between WASH and Nutrition
SIVAN YOSEF

MORE THAN 660 million people lack access 
to an improved water source and 2.4 billion peo-
ple lack access to improved sanitation.1 Growing 
awareness of the global challenge we face in improv-
ing water, sanitation, and hygiene, widely known 
as WASH, has won the problem a prominent place 
on global nutrition and health agendas. And an 
expanding body of research points to the great 
potential of WASH, as a set of interventions, to 
improve nutrition and health. For example, system-
atic reviews have shown that improving water qual-
ity can reduce the risk of diarrhea by 17 percent2; 
and introducing hand hygiene interventions can 
reduce gastrointestinal illness by 31 percent and 
respiratory illness by 21 percent.3

WASH comprises three very different sets of 
interventions that address similar environmen-
tal barriers to good nutrition. The synergistic rela-
tionships between low quality or quantity of water, 
poor sanitation facilities (or lack thereof), and 
poor hygiene practices have complex links with 
nutrition. Aside from the indirect ways in which 
WASH affects nutrition, such as the time taken 

away from food production or childcare to collect 
clean water, there are at least three direct pathways 
between WASH and nutrition outcomes. The first 
is through diarrhea, the leading cause of mortality 
and morbidity among children under five. Diarrhea 
impairs appetite, the absorption of nutrients, the 
immune system, and physical and cognitive devel-
opment.4 In 2013, 578,000 children under five died 
from diarrhea globally, despite a 6.5 percent annual 
decline in these rates from 2000 to 2013.5 Evidence 
shows some links between poor WASH condi-
tions and diarrhea.6 For example, research provides 
strong evidence that better water quality reduces 
reported diarrhea, but finds a lack of high-quality 
evidence on the effects of water quantity, especially 
on handwashing practices.7 There is also substantial 
evidence of the association between diarrhea and 
nutrition. In 2010, children in low- and middle-
income countries each experienced nearly three 
episodes of diarrhea annually, on average, increas-
ing their risk of stunting during the first two years 
of life, the most critical window for development.8 
Every five diarrheal episodes puts a child of two 
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years at a 13 percent greater risk of being stunted, 
and diarrheal illnesses during this period may lead 
to an average growth shortfall of 8.2 centimeters.9 
Nevertheless, more rigorous research is needed 
on the entire impact pathway, from water quality, 
access to sanitation, and hygiene practices, to the 
prevalence of diarrhea, to final impact on nutri-
tional status. Recent estimates suggest that access to 
different WASH interventions, especially safe and 
reliable pipe water supply (improvements in water 
quality) and sewer connections, could prevent more 
than 360,000 diarrhea-related deaths among chil-
dren under five in low- and middle-income settings, 
a 5.5 percent reduction in deaths in that age group.10

A second link is through other types of infec-
tion. Poor sanitation, for example, can increase the 
risk of infestation of soils by the eggs and larvae of 
helminth (parasitic worms). When humans ingest 

contaminated water and food or walk barefoot on 
contaminated soil, these helminth and fomites 
(objects or substances that can carry germs or par-
asites) can cause parasitic infections such as round-
worm, whipworm, and hookworm.11 Infections in 
turn impede the absorption of nutrients and impair 
growth.12 Hookworm infections also cause anemia 
in children and pregnant women, which increases 
the risk of preterm delivery and low birth weight.13 
Again, there is substantial research on the impact 
of various WASH conditions on infections (for 
example, the availability and usage of sanitation 
facilities is associated with a 46–78 percent reduc-
tion in soil-transmitted helminth infections14), but 
not enough data on the entire WASH–infection–
nutrition pathway.

A third possible link is through environmental 
enteropathy. Poor sanitary environments contain 
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A billboard in Liberia suggests one way to prevent diarrhea, a leading cause of illness and death in children under five.
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high levels of pathogens. When ingested by chil-
dren, these may damage the gut and lead to poor 
absorption of nutrients, a condition known as envi-
ronmental enteropathy or environmental enteric 
dysfunction (EED).15 While diarrhea is episodic, 
EED can be a chronic condition: a study from 
the Gambia showed that while children had diar-
rhea 7.3 percent of their first two years of life, they 
had EED during 76 percent of that period.16 Most 
research on the impact of improved WASH on 
EED is limited to animal-based studies; human-fo-
cused research is currently limited to observational 
studies that can only establish associations rather 
than attribution.17 An observational study from 
Bangladesh, for example, found that children from 
physically clean households had less severe EED 
and higher height-for-age Z-scores (and 22 percent 
lower stunting prevalence) than their peers from 
contaminated households.18

What is the impact of WASH conditions on 
nutrition outcomes? While the literature on each 
condition—poor quality of water, poor sanitation, 
and poor hygiene—is vast, there are few studies 
that look at their impact on nutrition. An ecologi-
cal study of 140 Demographic and Health Surveys 
suggested that over half, or 54 percent, of the 
variation in average child height in 65 poor and 
middle-income countries could be attributed to fre-
quency of open defecation. When open defecation 
occurred in densely populated areas, it accounted 
for 65 percent of the variation in child height.19 
A study of 112 districts in India found that a 
10 percent increase in open defecation was associ-
ated with a 0.7 percentage point increase in both 
stunting and severe stunting.20

Research on the impacts of WASH interven-
tions on nutrition is also scarce. A systematic review 
of 14 studies with varying study designs produced 
a meta-analysis of five randomized controlled trials, 
the gold standard in research. The analysis found 
no evidence of an effect of WASH interventions on 

weight-for-age and weight-for-height Z-scores. It did 
find a borderline statistically significant effect of 
water quality and hygiene interventions on height-
for-age, with the strongest effects in children under 
24 months of age.21 Research focusing on low- and 
middle-income countries showed that access to 
improved sanitation was associated with lower 
child mortality and lower diarrhea.22 No study to 
date has looked at the impact of simultaneous water, 
sanitation, and hygiene interventions on nutrition, 
suggesting a need to probe the synergistic effect 
of these three types of interventions on nutrition 
(Box 8.1).23

Useful lessons can be drawn from two recent 
experiences in WASH: community-led total san-
itation in Mali and an array of promising WASH 
interventions in Bangladesh. These cases offer a 
glimpse of the great potential of WASH interven-
tions to change behaviors in target populations, and 
thus contribute to improvements in indicators of 
nutrition such as child growth.

Community-led Total Sanitation in Mali
Community-led total sanitation (CLTS) is a partic-
ipatory approach, initiated in Bangladesh in 1999, 
aimed at the complete elimination of open defeca-
tion. In contrast to supply-driven sanitation pro-
grams, CLTS relies on communities, usually in 
rural, homogenous villages of less than 2,000 peo-
ple or 200 households, to take the initiative in tack-
ling open defecation, without financial or capital 
assistance.24 Research has suggested that provid-
ing subsidies to construct in-home sanitation facili-
ties is not effective as a stand-alone intervention for 
curbing open defecation and is best combined with 
behavioral change. This finding supports the tenets 
of CLTS.25

The CLTS process begins with a public com-
munity meeting, where education and awareness 
activities regarding open defecation are undertaken 
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in an attempt to invoke disgust and shame, a con-
troversial approach. Participants then commit to 
using proper defecation facilities. Monitoring is a 
key component of the CLTS approach, with fol-
low-up visits conducted by program implement-
ers. However, monitoring and evaluation need 
to be improved across many CLTS interventions. 
Reportedly, only one in ten organizations that pro-
moted monitoring of CLTS worldwide has actually 
followed through.29

CLTS has been implemented in an estimated 
66 countries but is extremely diverse in practice.30 
The approach also suffers from a lack of rigorous 
evidence, with purported problems in verifying the 
number of open-defecation-free (ODF) communi-
ties in countries such as Bangladesh and Indonesia, 
and corruption in certifying villages as ODF in 
India as a way of qualifying for awards.31 With 
this disclaimer in mind, encouraging results have 
been reported from Ethiopia, Kenya, and Zambia, 
where sanitation coverage, defined as the ratio of 
number of toilets to number of households, in 12 

pilot villages was reported to have increased from 
23 percent to 88 percent in three months.32

One particular success with CLTS can be 
found in Mali. The country’s CLTS campaign 
was spearheaded by the government with sup-
port from UNICEF and the Bill & Melinda Gates 
Foundation in 2009. The intervention followed 
the common practice of CLTS but went further to 
motivate participants to construct private latrines 
themselves. Follow-up visits were conducted for 
up to three months; once it was deemed that all 
households had properly-equipped latrines and had 
eliminated open defecation, a celebration event 
was held.33 Following an apparently successful 
pilot in 15 villages (preliminary findings suggest 
that all pilot villages became fully ODF, bring-
ing the percentage of families with latrines from 
30 to 100 percent), Mali’s National Directorate 
of Sanitation incorporated CLTS in its National 
Strategy for Rural Sanitation, leading the way for 
scaling up the initiative throughout the coun-
try.34 The implementation of CLTS is ongoing and 

Box 8.1 WASH-nutrition research on the horizon
This is an exciting time to be studying the links among water, sanitation, and hygiene, and their syner-
gistic effect on nutrition. A number of high-profile studies are underway that are helping to generate 
rigorous evidence on these relationships:

The WASH Benefits study is conducting trials in Bangladesh and Kenya with six different combi-
nations of sanitation, water quality, handwashing, and nutrition treatments, looking at whether these 
interventions impact diarrhea, markers of environmental enteropathy, and growth and development in 
the first years of life.26 The study is expected to be completed in 2016.

The MAL-ED Project (Interactions of Malnutrition & Enteric Infections: Consequences for Child 
Health and Development) is conducting WASH-nutrition research in eight countries that have espe-
cially high rates of undernutrition and diarrhea: Bangladesh, Brazil, India, Nepal, Pakistan, Peru, 
Tanzania, and South Africa. The project focuses on the impact of enteric infections on gut integrity, 
and subsequent physical and cognitive development during the first 1,000 days.27 It is expected to be 
completed in 2017.

The SHINE Trial (Sanitation Hygiene Infant Nutrition Efficacy) is a Zimbabwe-based study investi-
gating the effects of WASH and/or improved infant feeding on stunting and anemia among children 
0–18 months of age who may have been exposed to high levels of mycotoxins, through possible 
ingestion of fecal microbes from, for example, open defecation or chicken droppings.28 It is expected 
to be completed in 2017.
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seems to have continued through political insta-
bility, including a military coup in 2012. The gov-
ernment is developing a national CLTS plan for 
2015–2024, as well as a post-ODF strategy, CLTS 
implementation guide, and training manual. As of 
2024, 1,400 villages had reportedly achieved ODF 
status, contributing to a 1 percent reduction in the 
national prevalence of open defecation.35

A cluster-randomized controlled trial among 
121 villages conducted in 2011–2013 showed that 
the CLTS campaign in Mali had a positive impact 
on improving access to latrines and decreasing 
open defecation.36 Participating villages enjoyed 
65 percent coverage of private, household latrines, 
compared to 35 percent in control villages. Open 
defecation, as reported by participants, decreased 
by 71 percent among adults; 49 percent among 
children of 5–10 years of age; and 51 percent 
among children younger than 5.37

Impacts on health and growth outcomes were 
also positive. Young children (under five years) 
in participating villages had statistically signifi-
cant 0.18 higher height-for-age Z-scores and were 
13 percent less likely to be stunted. The effects 
were even larger (height-for-age Z-scores of 0.29) 
when restricting the sample to approximately 800 
children younger than one year, signaling an impact 
within the critical 1,000-day window.38 However, 
there were no significant impacts on the reduc-
tion of the proportion of children underweight or 
improvements in child weight.39

WASH in Bangladesh
In 1995, 35 percent of people in Bangladesh def-
ecated in the open. By 2012, that number had 
dropped to 2.5 percent.40 Many lessons can be 
derived from Bangladesh’s experiences in tackling 
poor sanitation and hygiene, a journey that con-
tinues today. The Government of Bangladesh has 
passed a number of policies and plans directed at 

the water and sanitation sector, including the Water 
Act of 2013; the Sector Development Plan of 2010–
2021, which calls for an integrated water and san-
itation strategy; and, most notably, the National 
Water Supply and Sanitation Strategy 2014, which 
aims to increase WASH interventions and improve 
sector governance.41 In 2003, the government 
launched a National Sanitation Campaign, which 
aimed to achieve 100 percent sanitation coverage 
by 2010, later revised to 2013. The campaign used 
many of the principles of CLTS and emphasized 
the containment of feces, rather than pressure to 
build a sanitary latrine. To implement the program 
at scale, the government earmarked 20 percent of 
local development funds, most of which was spent 
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An anganwadi worker helps a child properly wash her 
hands at a village center in Andhra Pradesh, India.

ClEAN IS NOurIShEd 77



on procuring sanitation facilities and supplies for 
the ultra-poor, mostly in rural areas. (The interven-
tion has failed to reach rural growth centers, urban 
slums, and remote areas.) An incentive scheme 
was also implemented: villages verified to have 
100 percent household latrine coverage became eli-
gible for cash grants of US$3,000.42 Regional and 
local governments, as well as nongovernmental 
organizations, also joined the effort to mobi-
lize communities to become ODF, as well as to 
help develop a decentralized sanitation model.43 
Sanitation coverage in the country increased by 
9 percent annually, and by 2014, 57 percent of the 
population had access to improved sanitation facil-
ities.44 Research has suggested that the rapid reduc-
tion in open defecation is among the factors that 
are associated with long-term improvements in 
average child height, possibly through reduced inci-
dence of EED.45

Evidence on the impact of other WASH inter-
ventions in Bangladesh is now being weighed. 
The first phase of the SHOUHARDO Project 
(Strengthening Household Ability to Respond 
to Development Opportunities, funded by the 
US Agency for International Development and 
designed and implemented by CARE and the 
Government of Bangladesh), for example, served 
2 million people between 2006 and 2010 (see 
Chapters 2 and 12). SHOUHARDO promoted 
WASH actions such as handwashing, food prepa-
ration, latrine use, and hygiene practices, combined 
with health education, exclusive breastfeeding, 
and supplementation.46 A mixed-methods non- 
and quasi-experimental study found that during 
this first phase, the percentage of households 
with access to a sanitary latrine increased from 
13.8 percent to 54.6 percent.47 Chronic malnutri-
tion among children 6–24 months of age in proj-
ect areas declined from 56 percent to 40 percent; 
in contrast, in rural Bangladesh as a whole during 
this period there was no decline in stunting, and 

even an increase in later years, although many con-
founding factors are possibly at play. For house-
holds in the project, dietary diversity also increased 
by 25.7 percent.48 Isolating the effect of sanitation 
alone on children’s height-for-age Z-scores revealed 
no significant difference between the participating 
and control groups. However, the impact on chil-
dren’s height seemed to double when sanitation was 
combined with other maternal and child health 
and nutrition interventions, suggesting that sanita-
tion and direct nutrition interventions had strong 
synergistic impacts.49 The project’s second phase 
(2010–2015) is due to release its findings soon.

Lessons Learned
These experiences from Mali and Bangladesh high-
light a few lessons. First, all levels of government 
and civil society, notably the communities them-
selves, played key roles in many of these initiatives. 
Both government and civil society are likely inte-
gral to success, with government providing strate-
gic direction, funding, and coordination among 
multiple actors, and communities adapting models 
such as CLTS to their own unique environments, 
improving sustainability.

Second, behavior change is critical for the suc-
cess of WASH (see Box 8.2). Improved hygiene 
and sanitation practices in particular (unlike water 
quality improvements) are difficult to achieve 
without appealing to individuals, households, and 
whole communities to change. Behavior change 
communication that can deliver WASH messages, 
while highlighting the positive impact of WASH 
on nutrition and health, is thus integral to bet-
ter outcomes.

At the same time, there are some challenges. 
The fact that WASH depends on behavior change 
makes measuring its impact on nutrition difficult. 
Evaluations rely on the ability of interventions to 
change behavior, first and foremost—only after this 
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has been achieved can interventions’ specific impact 
on nutrition be measured.51 Apart from a few recent 
exceptions, most large-scale WASH interventions 
have achieved only small improvements in sanita-
tion behavior, making research conclusions difficult 
to derive.52 Even when behavior has successfully 
been altered, nutrition and health outcomes are 
rarely the focus of WASH program evaluations.

The different objectives of WASH and nutri-
tion interventions creates another challenge. 
WASH aims for universal application: universal 
access to water, sanitation, or hygiene. Nutrition 
interventions, on the other hand, are more var-
ied. Some, such as exclusive breastfeeding or 
fortification, are universal; but others, such as 
supplementation in young children, are more 

targeted.53 Development practitioners and local 
communities must take these differences into 
account when designing effective programs 
and interventions.

WASH and nutrition are both high on the 
global political agenda. The Rome Declaration 
on Nutrition and the Framework for Action, 
adopted at the second International Conference 
on Nutrition in November 2014, recommends 

“actions on water, sanitation and hygiene.” And the 
Sustainable Development Goals, adopted by the 
United Nations in 2015, identify the clear goal of 

“ensur[ing] availability and sustainable management 
of water and sanitation for all.”54 The time is ripe to 
collaborate across sectors and bring past lessons to 
bear on future WASH-nutrition interventions.

Box 8.2 An unexpected entry point for WASH
The Alive & Thrive Project, which operated in Bangladesh in 2011–2014, aimed to reduce child stunt-
ing and anemia among 8.5 million households with children under 2 years of age. Initially, the project 
focused its intervention and media campaign on improved infant and young child feeding practices 
(see Chapter 3). But in light of research that uncovered high rates of child diarrhea and poor hygiene 
practices, it soon integrated handwashing with soap, training community workers to communicate 
the importance of WASH for health and nutrition. Project results suggested a 67 percentage point 
increase in improved handwashing behavior by mothers before food preparation and child feeding, 
with nearly two-thirds of participating households installing soap and water near food preparation 
and feeding areas.50 However, participants were also observed using the handwashing materials for 
other purposes, making the long-term benefits of the project difficult to assess. Nevertheless, these 
results highlight the importance of behavior change communication to both WASH and nutrition.
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Malnutrition’s New Frontier
The Challenge of Obesity
JUDITH HODGE, ROOS VERSTRAETEN, AND ANGÉLICA OCHOA-AVILÉS

OVERWEIGHT AND OBESITY prevalence 
has increased substantially over the past decades, 
affecting 2.1 billion people worldwide and causing 
3.4 million deaths globally.1 Currently, 42 million 
children are overweight or obese—the result of a 
staggering 47.1 percent rise in prevalence between 
1980 and 2013.2 No longer exclusive to affluent 
societies, obesity has reached alarmingly high lev-
els in many low- and middle-income countries 
(LMICs).3 In fact, the number of individuals who 
are overweight or obese has now surpassed the 
794 million people who do not get enough calories.4 
Nearly half of all overweight children under 5 years 
of age now live in Asia, and a further 25 percent are 
found in Africa.5

Unhealthy body weight carries significant 
health risks for lifestyle-related noncommunicable 
diseases (NCDs), including type 2 diabetes, hyper-
tension, dyslipidemia (defined as abnormal levels 
of lipids, such as triglycerides or cholesterol, in the 
blood), and various cancers. This unhealthy body 
weight is of particular concern in children, as it 
exacerbates risk factors for developing NCDs in 

adulthood,6 especially in those who have poor lin-
ear growth.7

Although the rate of increase in overweight 
prevalence has apparently slowed in some high-in-
come countries (HICs), it is expected to continue 
increasing in LMICs.8 Obesity and diabetes are 
complex, multifactorial problems with genetic, life-
style, cultural, medical, and social causes.9 Their 
rise in LMICs has been fueled by rapid economic, 
societal, and cultural changes, including such fac-
tors as urbanization, altered food patterns, physi-
cal inactivity, and sedentary behaviors, previously 
described as a global “nutrition transition.”10 
Furthermore, the complexity of the problem is 
reflected in its increase in both urban and rural set-
tings and across all levels of socioeconomic groups, 
including the poorest.11

No country to date has reversed its obesity epi-
demic; therefore few, if any, success stories exist, 
and none has succeeded on a large scale. Isolated 
pockets of “progress” have stemmed mainly from 
the plateauing of childhood obesity levels in some 
cities and countries where prevalence was high.12 
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Even so, preventing obesity in LMICs is a chal-
lenging but not impossible problem. Analysis of 
population-based strategies employed in LMICs 
with a high burden of obesity and diabetes shows 
that multi-intervention packages (which include 
fiscal and regulatory measures and health infor-
mation and communication strategies) can deliver 
large and cost-effective health gains.13 Consensus is 
beginning to emerge about which actions can best 
promote healthy diets.14 Promising interventions, 

such as targeted food taxes and subsidies, nutrition 
labeling, regulation of food nutritional quality and 
availability in schools, and mass media campaigns, 
are already being successfully implemented in some 
countries (see Box 9.1 on interventions and case 
studies).15 However, despite official commitments 
to global action,16 Lachat et al. reported that cur-
rently only 82 of 140 LMICs have policies in place 
to tackle at least one risk factor for NCDs17 (see 
Box 9.2). LMICs could dramatically reduce illness 

Table 9.1 World Cancer Research Fund International NOURISHING framework
Domain Policy area Examples of potential policy actions

Food environment

N
Nutrition label standards and regulations 
on the use of claims and implied claims 
on foods

Nutrient lists on food packages; clearly 
visible “interpretive” and calorie labels; 
menu, shelf labels; rules on nutrient and 
health claims

O
Offer healthy foods and set standards 
in public institutions and other specific 
settings

Fruit and vegetable programs; standards 
in education, work, health facilities; award 
schemes; choice architecture

U Use economic tools to address food afford-
ability and purchase incentives

Targeted subsidies; price promotions at 
point of sale; unit pricing; health-related 
food taxes

R Restrict food advertising and other forms of 
commercial promotion

Restrict advertising to children that 
promotes unhealthy diets in all forms of 
media; sales promotions; packaging; 
sponsorship

I Improve the nutritional quality of the whole 
food supply chain

Reformulation to reduce salt and fats; elimi-
nation of trans fats; reduce energy density 
of processed foods; portion size limits

S Set incentives and rules to create a healthy 
retail and food service environment

Incentives for shops to locate in under-
served areas; planning restrictions on food 
outlets; in-store promotions

Food system H
Harness the food supply chain and actions 
across sectors to ensure coherence with 
health

Supply-chain incentives for production; 
public procurement through “short” chains; 
health-in-all policies; governance structures 
for multisectoral engagement

Behavior-change 
communication

I Inform people about food and nutrition 
through public awareness

Education about food-based dietary guide-
lines, mass media, social marketing; com-
munity and public information campaigns

N Nutrition advice and counseling in health-
care settings

Nutrition advice for at-risk individuals; 
telephone advice and support; clinical 
guidelines for health professionals on 
effective interventions for nutrition

G Give nutrition education and skills
Nutrition, cooking/food production skills 
in education curricula; workplace health 
schemes; health literacy programs

Source: World Cancer Research Fund International. Reproduced with permission.
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and death from NCDs by investing just US$1–3 
per person per year—a global cost of $11.2 billion 
per year. Conversely, cumulative costs due to NCDs 
are estimated to reach $7 trillion between 2011 and 
2025 if countries take no action.18

A “Systems Approach” to Preventing 
Obesity
It can be a challenge for programs and policies to 
address food insecurity and hunger without add-
ing to the burdens of obesity and NCDs. In Egypt, 
for example, subsidies for bread, wheat flour, sugar, 
and cooking oil are thought to have contributed 
to excessive energy intake and to have been partly 
responsible for the country’s high prevalence of 

overweight and obesity.19 In contrast, a “systems 
approach” to tackling obesity requires the cre-
ation of wide-ranging and enabling environments—
social, economic, and policy as well as physical 
environments.20 The World Cancer Research 
Fund’s NOURISHING framework draws together 
core policy actions to promote healthy diets using 
the consensus on “what works”’ based on both 
research and practice (see Table 9.1).21 (See Box 9.1 
for examples of interventions in LMICs and case 
studies.) Furthermore, controlling nutrition pol-
icy and the food supply is important for preventing 
both stunting and obesity, in light of their coex-
istence within the same population or even in the 
same individual.22 This type of control requires a 
coherent nutrition policy to address malnutrition 

box 9.1 Some NOURISHING interventions in low- and middle-income countries
Monitoring and evaluation of these types of interventions in low- and middle-income countries (LMICs) 
are urgently needed to show evidence of impact.

Nutrition labeling: In 2014, Ecuador’s Ministry of Public Health implemented “traffic-light” labeling on 
packaged foods to indicate levels of fats, sugar, and salt (red for high, orange for medium, and green 
for low).

Offer healthy foods in specific settings (for example, schools): Schools in Costa Rica are permitted to 
sell only food and drink that meet specific nutritional criteria (policy implemented in 2012 and upheld 
following a challenge from the Costa Rican Food Industry Association).23

Use economic tools: See the discussion of Mexico’s soda tax in this chapter.

Restrict food advertising: Since 2003, 20 countries globally (including Malaysia and Thailand) have 
developed or are developing policies to restrict TV advertising of unhealthy foods to children.24

Improve nutritional quality of whole-food supply chain: Forty percent of manufacturers in Hungary 
changed their product formulas to reduce taxable ingredients, following a 2011 law taxing food and 
drink components that pose a high risk to health, such as sugar, salt, and caffeine. A year later, sales 
had fallen 27 percent and people consumed 25–35 percent fewer such products.25

Harness food supply chains across sectors (agriculture and food systems): Brazil’s “home-grown” 
school feeding program legally stipulates that 30 percent of the national school meals budget 
be spent on healthy foods from family farms. Strong government leadership, an intersectoral 
decision-making process, and political pressure from civil society organizations were key factors in 
achieving this integrated approach. However, there is currently little evidence available on the specific 
impacts of school feeding on schoolchildren’s diet and nutrition.26

Give nutrition education and skills: See the discussion of Ecuador’s ACTIVITAL program in this chapter.
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in all its forms, without too much emphasis on 
overweight but with a focus in the early years on 
healthy growth so that children do not become 
either stunted (low height-for-age) or overweight27 
(see Chapter 3 on infant and young child feeding).

Sweet Success for Mexico’s Soda Tax
With one of the highest rates of diabetes, overweight, 
and obesity in the world, Mexico is in urgent need 
of strategies to tackle the obesity epidemic. Nearly 
70 percent of the population is overweight (body 
mass index [BMI] ≥ 25 kg/m2), 9 percent of chil-
dren are overweight, and approximately 1 in 3 adults 
are obese (BMI ≥ 30 kg/m2).28 Each year, approx-
imately 70,000 deaths in Mexico are attributed to 
diabetes (now the third leading cause of death), for 
which obesity is a significant risk factor.29 One pol-
icy action is to use economic tools such as taxation 
to improve food environments.

Taxing sugary drinks in Mexico is an obvious 
policy choice, since the country’s population drinks 
more than 160 liters per person per year (among 
the top global consumption levels), and 80 percent 
of teenagers and 71 percent of adults drink at 
least one full-calorie soda each day.30 In 2013, the 
Mexican government passed an excise duty of 
1 peso ($0.080) per liter on sugary drinks and a tax 
of 8 percent on foods with high caloric density. The 
sugar-sweetened beverage tax applies to any bever-
ages with added sugar, such as sugar-sweetened car-
bonated drinks (soda or soft drinks), energy drinks, 
and bottled teas and coffees.

Raising Taxes Equals Lowering Consumption
The World Health Organization (WHO) claims 
that soda taxes are the most effective strategy for 
improving diet, along with subsidizing fruit and 
vegetables.31 Evidence that taxing sugar-sweetened 
beverages can reduce obesity and chronic disease 
comes primarily from theoretical models, because 

it is difficult to isolate the taxes’ effects since most 
countries tax a large number of foods. It is also dif-
ficult to determine the taxes’ impact on obesity and 
disease, partly because so few sugar-sweetened-  
beverage taxes have been implemented.

When Mexico’s sugar-sweetened-beverage tax 
went into effect on January 1, 2014, it increased 
the average price of a liter of soda by about 
10 percent. During the first year, the average vol-
ume of taxed beverages purchased monthly was 
6 percent lower than would have been expected 
without the tax.32 The decline started slowly 
but accelerated; by December 2014 soda sales 
were down 12 percent from December 2013 lev-
els. Moreover, the reduction was greatest among 
households of low socioeconomic status, which 
by December were buying 17 percent fewer sugary 
drinks. Purchases of untaxed beverages (mainly 
bottled water) rose by 4 percent, with households 

box 9.2 Barriers to progress
Why has progress been so slow toward 
developing large-scale preventive policies 
and regulations to address global obesity and 
related NCDs? One of the greatest barriers is 
the increased access in LMICs to cheaper pro-
cessed, energy-dense foods and beverages—
also known as “junk food” or ultra-processed 
food.33 Participants in a recent international 
symposium on obesity argued that this access 
is reinforced by concerted efforts by the large 
transnational food and drink manufacturers 
of these products (collectively known as “Big 
Food”) to undermine and defeat many public 
policies to prevent obesity.34 Other barriers 
include the restricted ability or unwillingness 
of governments to implement policies, lack 
of pressure from civil society for political 
action (particularly in LMICs), and too few 
evidence-based evaluations of the effects of 
many programs and policies that have been 
implemented.35
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of middle socioeconomic status increasing their 
purchases the most.36

The Road to Success
The release of the country’s 2006 National Survey 
of Health and Nutrition was a wake-up call. 
Between 1999 and 2006, obesity in children aged 
5–11 years rose by 40 percent—no other country 
in the world had experienced a rise in obesity of 
that magnitude within a similar time frame.37 The 
health secretary at the time called on Juan Rivera, 
founding director of the Center for Research in 
Nutrition and Health at Mexico’s Institute of 
Public Health, to come up with some urgent rec-
ommendations. Rivera responded with a compre-
hensive program to which the politician’s pragmatic 
reply was, “It’s too complicated; choose one thing!” 
Rivera chose reduction of soda consumption, but 

modest health promotion efforts (to put a poster 
in every health center of a jug illustrating the ideal 
balance for daily beverage intake) came to nothing 
in the face of overwhelming industry opposition.38 
With such formidable—and well-financed—oppo-
nents, how did the soda tax come into force less 
than 10 years later?

Passage of the sugar-sweetened beverage tax 
occurred quickly after President Enrique Peña 
included it within his September 2013 economic 
package, but the broad-based coalition proposing 
the bill had already developed a well-planned and 
coordinated strategy many years before the tax dis-
cussions. Each part of this alliance has played its 
role: researchers provided objective scientific evi-
dence, lobbyists analyzed the political context and 
identified legislative allies, and consumer advocates 
fielded a strong media campaign.39

Reuters/E. Garrido

When Mexico, which has high rates of obesity and diabetes, initiated a soda tax in 2014, consumption of sweetened bever-
ages started to fall. 
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Twelve Spoonfuls of Sugar
One influential nutrition champion was Alejandro 
Calvillo (formerly of Greenpeace Mexico), who 
started the organization El Poder del Consumidor 
(Consumer Power), an informal network of groups 
working on health and environment issues (the 
Nutritional Alliance). The alliance succeeded in 
influencing government recommendations to keep 
junk food out of schools and to limit advertising on 
children’s television. The soda tax (part of a broader 
policy agenda) was chosen as a high-priority goal, 
and a $10 million three-year fund from Bloomberg 
Philanthropies leveled the playing field against 
the food industry, enabling the alliance to create a 
high-impact media campaign and engage lobbyists.40 
The advertisement that came to symbolize the cam-
paign was titled “12 spoonfuls of sugar” and drew 
attention to the amount in a bottle of soda, link-
ing its consumption to diabetes. When television 
stations refused to carry the advertisements (citing 
concerns about loss of industry advertising revenue), 
advocates used social media, such as YouTube and 
Twitter, to highlight the censorship.41

Timing It Right
Political changes in 2013 (a newly elected presi-
dent and legislature) presented the alliance with 
a window of opportunity, and its members knew 
that the government’s priority of raising revenue 
had focused its interest on new taxes.42 Initially, 
a 20 percent tax—the minimum recommended 
to theoretically have an effect on health out-
comes—had been proposed,43 with the expecta-
tion that this would be watered down. Efforts to 
tie some of the new revenue raised by the soda 
tax to installing water fountains in schools and 
public spaces garnered crucial public support; 
thanks to further advocacy, the senate passed 
a resolution to use part of the taxes to provide 
potable water to public schools, particularly in 
low-income areas.44

Key Lessons from Mexico
Although success depends on the social and politi-
cal context of different countries, some features of 
Mexico’s sugar-sweetened-beverage advocacy cam-
paign could be adapted to other settings45:

1. engage organizations that have a strong back-
ground in media advocacy and strategic cam-
paign development and that are recognized as 
legitimate defenders of the public’s interest;

2. develop an understanding of the scientific liter-
ature and focus on how evidence can be used to 
defend policy measures and craft messages for 
media advocacy and lobbying;

3. understand and use the political context 
to effectively influence policy at oppor-
tune moments (seize the right window 
of opportunity).

ACTIVITAL: Evidence for Success in 
Promoting Child Health in Ecuador
An estimated 25 percent (51.8 million) of Latin 
American children and adolescents are overweight 
or obese, with adverse consequences for their health 
and their lives.46 The rapid increase in unhealthy 
body weight has been fueled by poor diets (such as 
diets low in fruits and vegetables) and low levels 
of physical activity.47 Ecuador—where 26 percent 
of adolescents aged 12–19 years are overweight or 
obese and have other equally worrisome risk fac-
tors48—is no exception to this general trend in 
Latin America.49 Despite the high burden of child-
hood obesity in Ecuador, it remains mostly under-
appreciated as a public health issue, as shown by 
the absence of adequate intervention strategies and 
multisectoral public health policies. Preventive 
school-based interventions promoting a healthy 
diet and an active lifestyle are a promising means of 
improving child and adolescent health and curbing 
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the rise of the obesity burden.50 Most of the evi-
dence on effective, well-documented, and properly 
evaluated interventions, however, originates from 
HICs.51 Strong evaluation designs, documented 
pathways through which such interventions have 
their effect, and process evaluations are urgently 
needed to strengthen the evidence base in LMICs.52

A School-Based Health Promotion Program
This case study describes the participatory theory- 
and evidence-based ACTIVITAL program 
(Health Promotion Intervention in Ecuadorian 
Adolescents to Promote Healthy Dietary and 
Physical Activity Patterns), a school-based health 

promotion program aimed at improving dietary 
and physical activity behaviors among Ecuadorian 
adolescents aged 11–15 years. The intervention was 
implemented among 1,430 school-going adoles-
cents in 20 schools in the urban area of Cuenca over 
three years from 2009 to 2012.

The intervention consisted of two compo-
nents: one directed toward changing individual 
behavior and the other aimed at changing the envi-
ronment. The individual strategy consisted of an 
interactive toolkit taught by schoolteachers on 
healthy eating and physical activity. The environ-
mental strategy comprised participatory workshops 
with parents and food service staff (on topics such 

ACTIVITAL

Ecuador’s ACTIVITAL program included education on healthy eating and physical activity for adolescents in 20 schools 
in the Cuenca metropolitan area.
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as healthy eating, physical activity, portion sizes, 
and food safety), social events such as preparing 
healthy breakfasts, motivational talks by famous 
local athletes, and the creation of walking trails in 
the schools. These strategies were implemented in 
10 intervention schools, while the normal curric-
ulum was maintained in the remaining 10 schools. 
The primary indicators used to measure program 
performance were the nutritional value of dietary 
intake, physical activity, physical fitness, and screen 
time. Body mass index (BMI), waist circumference, 
and blood pressure were among the secondary indi-
cators. An in-depth process evaluation was also car-
ried out.

The program effectively decreased added sugar 
and processed food intake during snacks, waist cir-
cumference, and blood pressure among members 
of the intervention group. The intervention also 
weakened the trends toward lower fruit and vege-
table intake, less physical activity, and more seden-
tary behavior.53 Furthermore, the intervention had 
no adverse effects, did not result in stigmatization, 
did not increase undernourishment, and benefited 
socioeconomic groups equally.

Lessons Learned
The results of ACTIVITAL add to the available 
evidence on the effectiveness of school-based health 
promotion interventions in the wider context of 
obesity prevention in LMICs. One key lesson of 
ACTIVITAL was the importance of integrat-
ing this health promotion intervention within a 
broader structural platform to amplify its success. 
Recommendations for future studies include:

1. incorporating these types of programs into 
the standard educational curriculum (no 
support from government was obtained 
for ACTIVITAL);

2. integrating health education activities with 
environmental changes (for example, chang-
ing food offerings at school needs to go 
hand in hand with regulating food vendors 
in the immediate area of the school; see the 
NOURISHING framework); and

3. contextualizing intervention strategies.

On a positive note, political processes pri-
oritizing chronic diseases and the obesity cri-
sis in Ecuador are beginning to emerge, resulting 
in changes in nutrition labeling (see Box 9.1). 
Discussions have been initiated with the govern-
ment to scale up the ACTIVITAL intervention to 
the national level.

Looking Ahead
Obesity and related NCDs are complex, multi-
faceted problems facing all countries. Although 
individual behavioral changes are important, indi-
viduals have little influence over factors such as 
globalization that have profoundly altered food 
systems. Success in addressing the “obesogenic 
environment” created by these changes requires 
a whole-society approach and the involvement of 
multiple actors. These include different govern-
ment departments (not just health, but agriculture, 
education, food production, trade, taxation, and 
urban development), civil society organizations, 
the media, the food industry, healthcare providers, 
transport providers, and urban planners.54 Much 
can be learnt from the well-documented story of 
the battle against the tobacco industry, such as the 
need to use the power of the media and to make 
data politically relevant, as well as the importance 
of community action in galvanizing the political 
will to intervene in market practices.55
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Local to National
Thailand’s Integrated Nutrition Program
STUART GILLESPIE, KRAISID TONTISIRIN, AND LAURA ZSELECZKY

THAILAND REDUCED CHILD under-
nutrition by more than half within one decade—an 
achievement recognized by the nutrition com-
munity as one of the best examples of a successful 
national nutrition program.1 Underweight rates 
among children under five decreased from more 
than 50 percent to less than 20 percent from 1982 
to 1991, and severe and moderate underweight 
rates were nearly eliminated.2 The underweight 
rate was further reduced to 10 percent by 19963 
and to 9 percent4 by 2012. Maternal care interven-
tions were also successful. Thailand improved the 
reach of antenatal care—coverage increased from 
35 percent in 1981 to near 95 percent in 2006.5 And 
iron-deficiency anemia prevalence among pregnant 
women was reduced from nearly 60 percent in the 
1960s to 10 percent in 2005.6

Thailand’s gains in nutrition were driven in 
large part by strong political will, clear goals, effec-
tive strategic and program planning, and sustained 
integrated action and systematic monitoring. Most 
notably, this success was fueled by widespread 
mobilization of volunteers and by community 

ownership. Nutrition was recognized as a funda-
mental element of development at all levels of soci-
ety and across sectors ranging from health and 
agriculture to education and rural development. 
Communities were supported by government offi-
cials and professional experts in assessing their 
basic needs and creating development plans based 
on their priorities. Ongoing monitoring increased 
community awareness about the importance of 
nutrition and fed back to policies and programs at 
district and national levels.

This chapter explores the evolution of 
Thailand’s approach to nutrition programming in 
the 1970s and 1980s, examining the factors that 
made it a success and lessons learned from the coun-
try’s experience.

Tackling Undernutrition as a Symptom 
of Poverty
Nutrition was first integrated into Thailand’s five-
year national development plans in the 1970s and 
gained increasing importance in the country’s 
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efforts to address poverty in subsequent plans. In 
the 1960s and early 1970s, Thailand’s National 
Development Plans focused primarily on expand-
ing agricultural area to increase production, not 
on nutritional challenges.7 Yet a Department of 
Health survey from 1960 revealed a 57 percent 
rate of anemia in pregnant women, national defi-
ciencies in vitamin B1 (23 percent) and vitamin 
B2 (47 percent), and 29 percent of school children 
experiencing goiter.8 At the time, nutrition was con-
sidered the purview of the health sector. While an 
Applied Nutrition Program with a focus on pro-
duction and consumption of protein-rich foods 
was piloted in the poorest region of the country, 

nutrition was not viewed as a major development 
issue in terms of national planning.9

By the late 1970s, understanding of the role of 
nutrition had increased, and experts recognized 
the need to combat and prevent undernutrition 
through a multisectoral approach. The fourth 
National Development Plan in 1977 included the 
country’s first Food and Nutrition Plan, which 
sought to provide health services and address key 
nutrition issues, including protein-energy malnu-
trition, iron deficiency anemia, iodine deficiency, 
bladder stones, and vitamin A, B1, and B2 defi-
ciencies.10 Interventions were targeted to pregnant 
women and young children, especially those under 
five, as well as economically disadvantaged groups.11

As undernutrition persisted, Thailand’s 
approach evolved to meet the challenge. With the 
fifth national plan in 1982, undernutrition was 
not only recognized as a development issue but also 
as a symptom of poverty. A Poverty Alleviation 
Program (PAP) was introduced to improve nutri-
tion and promote development. The PAP targeted 
288 districts and sub-districts in 38 of the poor-
est provinces, covering about half of the country.12 
A National Nutrition Committee was established, 
with members from health, agriculture, education, 
rural administration, planning, and academic sec-
tors, to support the PAP with input on nutrition 
indicators and actions. The multisectoral political 
commitment to nutrition at the national level was 
complemented by planning and implementation 
at province, district, and local community levels. 
Village health volunteers, 80 percent of whom were 
women, were trained to provide primary healthcare, 
especially to mothers and children, and communi-
cate important nutrition messages.13 With one vol-
unteer for every 10–20 households at the program’s 
outset, and eventually one for every 10 households, 
the most vulnerable members of the community 
could be reached. By 1989, more than 500,000 
volunteers had been trained, covering most of the 

Asian Development Bank

Thailand adopted an integrated approach to nutri-
tion policy that included a range of sectors, includ-
ing agriculture.
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country’s rural areas.14 The PAP also incorporated 
the Food and Nutrition Plan, which emphasized 
local production of supplementary foods for preg-
nant women and complementary foods for infants 
and young children.15

Thailand also introduced the basic mini-
mum needs (BMN) approach as part of the PAP. 
Communities conducted BMN surveys to identify 
priority areas for development, such as adequate 
food and nutrition, safety and security, basic health 
and education, efficient food production, and par-
ticipation in community development. Each com-
munity then identified a set of actions to address 
the local issues. The central government ensured 
convergence of supportive multisectoral programs 
for job creation, agricultural production, and pro-
vision of services and basic sanitation at the com-
munity level. Nutrition indicators were included in 
the BMN indicators used to monitor progress and 
set goals. Under this system, growth monitoring 
and promotion coverage increased from approxi-
mately 1 million to 2.6 million children. The BMN 
approach promoted multisector development activ-
ities, as well as community ownership of assessment 
and monitoring processes. The major successes of 
the approach were the generation of local-level data 
that fed into district-, province-, and ministry-level 
monitoring and the prominence given to nutrition 
that led policy makers and communities to recog-
nize its key role in development.16

Factors Contributing to Success
Thailand’s nutrition program provides a clear exam-
ple of how prioritized, effective, and explicit nutri-
tion-relevant action on the part of governments 
can transform the nutritional status of a nation 
within a decade. Four key factors contributed to the 
rapid decline in undernutrition in Thailand: plan-
ning, integration, social mobilization, and local 
action-oriented surveillance.

Planning
Planning at micro and macro levels was facilitated 
through the BMN approach, whereby communities 
identified development priorities based on a survey 
measuring 32 indicators in eight areas; adequate 
food and nutrition was the first category on the 
list of indicators that communities considered in 
the prioritization process. Nutrition-relevant indi-
cators included outcome indicators such as child 
malnutrition, low birth-weight, and micronutri-
ent deficiencies, as well as process indicators such 
as immunization coverage, antenatal care coverage, 
availability of potable water, and sanitary services. 
At the micro level, teams of community leaders, 
nutrition and health experts, midlevel government 
officials, nongovernmental organization (NGO) 
representatives, and district and sub-district sec-
tor chiefs undertook community planning to assess 
community needs. They agreed upon a set of BMN 
indicators which would translate into goals reflect-
ing local priorities and would then be monitored 
for progress. Working together, service providers 
and community leaders established plans for a set 
of nutrition-relevant actions targeted to vulnera-
ble and disadvantaged groups in order to address 
the problems revealed by the indicators. At the 
macro level, a core group of representatives from the 
nutrition and health professions, government, and 
international agencies supported these community 
processes by promoting collaboration among the 
health, agriculture, education, and rural develop-
ment sectors. Training and workshops on commu-
nity-based nutrition programming were organized 
for district chiefs and reinforced through field vis-
its to communities. Training workshops and seed 
money were also provided by international agencies.

Integration
Nutrition was understood to be a multifaceted 
issue, requiring change not only in the health sec-
tor but also in agriculture and education. The PAP 
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cut across multiple sectors, facilitating coordina-
tion and integration of minimum basic services at 
all levels—national, regional, local, and community. 
Health components focused primarily on antenatal 
care for pregnant women, growth monitoring and 
promotion for infants and young children, and pro-
motion and support of breastfeeding and appropri-
ate complementary feeding. Program activities also 
covered other basic health services such as immu-
nization, oral rehydration therapy, deworming, 
treatment of local endemic diseases, and the provi-
sion of potable water and sanitary latrines. In addi-
tion, individuals, families, and communities were 
involved in agricultural and education activities 
designed to build self-reliance through improved 
food security, income generation, and behavior 
change for long-term gains in nutrition.

Projects in the education sector, such as school 
meal programs and micronutrient supplementation, 
sought to improve child nutrition. Curricula were 
updated with nutrition and health education mate-
rials, and nutritious food production and consump-
tion were promoted through investments in school 
gardens and kitchens. Outside of formal education 
activities, efforts were made to better coordinate 
health and agriculture extension services, develop 
information systems to monitor the nutritional 
status of vulnerable groups, and educate consum-
ers to select, prepare, and store food in healthy and 
safe ways. Under the Poverty Alleviation Program, 
investments in agriculture included horticultural 
and animal husbandry programs to strengthen 
subsistence food production as well as support for 
home gardening to produce locally sourced supple-
mentary foods for pregnant women and adolescent 
girls and complementary foods for young chil-
dren. Community agricultural research through 
collaboration with universities and research enti-
ties, such as Chiang Mai University’s Center for 
Community-Based Research, helped identify and 
address local agricultural challenges.17

Social Mobilization
Service delivery was supported by a cadre of com-
munity health and nutrition volunteers or “mobiliz-
ers” who were selected by their communities. These 
mobilizers were trained to work with service pro-
viders or “facilitators”—usually paid healthcare 
workers, NGO employees, or university or research 
staff—to implement nutrition programming. A 
ratio of one mobilizer to 10–20 households was 
sought for optimal program reach and effectiveness 
(see discussion of “intensity” in Chapter 2). These 
positions were unpaid, but mobilizers received free 
medical services for themselves and their families 
and public recognition of their work with awards 
and certificates.

Training and support formed a critical part 
of the program. Mobilizers participated in an 
initial two-week training focused on the theory 
and practical application of basic nutrition and 
health facts, especially antenatal and postnatal 
care, maternal and childcare practices, birth spac-
ing, breastfeeding, immunization, complementary 
feeding, and growth monitoring and promo-
tion. The training also emphasized communica-
tion skills to effectively provide information on 
nutrition and care of women and children, and to 
build interest in self-help activities, particularly 
among women’s groups. Supervision at all levels 
was also key to the success of the mobilizer pro-
gram. Facilitators visited mobilizers every one 
to two months to provide support—rather than 
policing—through on-the-spot training and prob-
lem-solving along with technical and managerial 
information-sharing. This form of regular super-
vision was most effective, but was supplemented 
with monthly or bimonthly review meetings and 
communication through social events and printed 
media. Key elements of the mobilizers’ work were 
tracking and evaluating impact indicators and 
using growth charts to discuss and support child 
growth within communities.
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Local Monitoring
Regular weighing and health checks of all pre-
school children every three months served as a 
screening, educational, remedial, and integra-
tive tool for both mobilizers and mothers. This 
growth monitoring and promotion was designed 
to shift responsibility from health workers to 
the community by enabling mothers to visualize 
their children’s growth and take responsibility for 
their nutrition improvement. An evaluation by 
the Ministry of Public Health (MOPH) and key 
informant interviews with senior MOPH staff 
involved in the program suggest that the program 
did a better job of weighing and charting than of 
analysis of the causes of undernutrition and subse-
quent counseling. The MOPH made an effort to 
improve growth monitoring and promotion in the 
late 1980s. Subsequent evaluation results revealed 
a reduction in child refusals to be weighed (from 
31 percent to 8 percent) and an increase in the pro-
portion of accurate weighings (from 79 percent 
to 92 percent), but analysis of the causes of under-
nutrition still remained low at 46 percent of cases 
and nutrition education was only provided to 
64 percent of caretakers.18 Communities also used 
the other BMN indicators to monitor progress and 
guide development activities. By the mid-1990s, 
these indicators were used in over 95 percent of vil-
lages. In areas with rapid improvement, modifica-
tions were made to add new indicators or raise the 
criteria for success to a higher level.19

Lessons Learned
Thailand’s national nutrition development was 
accomplished through a process with nine key com-
ponents: (1) recognizing nutrition problems, (2) 
assessing nutrition status, (3) using experience from 
successful nutrition programs to build critical mass 
around key influencers, (4) cultivating political and 
social commitment, (5) increasing collaboration 

and planning between sectors, (6) building aware-
ness and initiating action, (7) integrating nutrition 
into social and health development, (8) improving 
quality of life through community participation, 
and (9) targeting services and resources to the areas 
and individuals with greatest need. The country’s 
success in reducing undernutrition nationwide in 
such a short time span offers a number of lessons.

First, recognition of the importance of nutri-
tion at the highest levels of the political system 
and by all sectors ensured the central role of nutri-
tion programming in the nation’s development 
efforts. Nearly 20 percent of total government 
expenditure was invested in health, alongside simi-
lar investments in education.20 Undernutrition was 

Thomas Fuller/ The New York Times/Redux

Widespread mobilization of community health volunteers 
like these helped Thailand make gains in nutrition.
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understood not only as a health issue but also as a 
multisectoral problem to be addressed by agricul-
ture, education, and income-generation schemes. 
Moreover, the country recognized the need for 
action at the level of the national planning commit-
tee as well as at district, sub-district, and local lev-
els. Awareness at the community level increased in 
large part as a result of the growth monitoring and 
promotion and BMN programs and educational 
campaigns.21

Second, the nutrition program was the result 
of strategic planning and coordination at all lev-
els, combined with government support for com-
munity priorities. The use of simple indicators for 

village-based social planning served to set locally 
valid program objectives and provide a framework 
for evaluation as well as empowering community 
members to participate in development activi-
ties with support and guidance from the govern-
ment. The BMN approach offered a standard set 
of indicators, with backing from policy makers and 
experts at the national and district levels, which 
could be tailored to the needs of communities. 
Once priority areas were identified, communities 
were able to select from a menu of nutrition-rele-
vant actions to develop a plan based on their needs. 
This menu of actions was supported and coor-
dinated at national and district levels to ensure 
that standard approaches were used through-
out the country while still allowing for flexibility 
based on local needs. Through this process, the 
role of local officers shifted from that of active 
agents to facilitators and advisers. Community-
government partnership was strengthened as top-
down and bottom-up approaches were integrated 
(Figure 10.1). With a wide range of sectors and 
issues represented by the indicators, this approach 
promoted the integration of multisectoral ser-
vices at the community level and the targeting of 
resources to areas of greatest need.

A third lesson from the Thai experience is the 
need for adequate ratios of community workers or 
volunteers to the population for effective imple-
mentation of the national nutrition program. The 
involvement of community volunteers at such a 
large scale helped cut costs, empower local peo-
ple, and build self-reliance.22 Since mobilizers in 
Thailand were only responsible for 10–20 house-
holds, they were able to regularly monitor the nutri-
tion and health needs of community members. This 
also enabled mobilizers to easily identify the most 
vulnerable individuals and target resources more 
effectively. Further, since the mobilizers were volun-
teers, this ratio prevented overburdening these com-
munity leaders.

Figure 10.1 Nexus of community-government 
partnership for nutrition in Thailand

Service delivery/supportive system
Basic minimum services (health, education, 

agricultural extension)
Financing, training, supervision

Interface
Planning, using basic minimum needs goals/indicators

Implementation
Monitoring and evaluation

Community
Community leaders, households, individuals

Selection of basic minimum needs goals/indicators

Facilitators
(1:20 mobilizers)

Mobilizers
(1:20 households)

Source: K. Tontisirin and S. Gillespie, “Linking Community-based 
Programs and Service Delivery for Improving Maternal and Child Nutri-
tion,” Asian Development Review 17, no. 1–2 (1999): 50. Courtesy of 
MIT Press Journals.
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Thailand’s experience provides one of the 
best examples of national policies and strategies 
designed to be integrated with local decision mak-
ing and responsive to the experience of community- 
based nutrition programs and projects.23 Strong 
political will, multisector coordination, integration 
of macro- and micro-level planning, and the wide-
spread mobilization and support of community vol-
unteers were essential to the country’s successful 
nutrition program.

Nutrition in Thailand: Present and 
Future
In the years since Thailand’s success in driving down 
rates of undernutrition, new challenges have emerged. 
Some segments of the population continue to grapple 
with undernutrition, while the prevalence of over-
weight, obesity, and risk factors for noncommunica-
ble diseases (NCDs) are cause for concern.

According to the 2015 Global Nutrition Report, 
Thailand continues to face a number of malnutri-
tion challenges and the country is off course for all 
World Health Assembly nutrition targets.24 The 
report found that stunting still affects 16 percent 
of children under five (some 604,000 children), 
reflecting little improvement since 2006. Seven 
percent of children under five are affected by wast-
ing, and 2 percent suffer from severe wasting. The 
rate of exclusive breastfeeding of infants under six 
months old is 12 percent, and 24 percent of women 
of reproductive age are anemic. At the same time, 
overweight, obesity, and NCDs are growing prob-
lems. Eleven percent of children under five are 
overweight; nearly a third of adults are overweight 
and 9 percent are obese. Adult females experience 
higher rates of both overweight and obesity than 
adult males. Risk factors for diet-related NCDs also 
present potential challenges.

A number of factors may be at work behind 
these numbers. The persistence of undernutrition 

among the poorest members of the population, as 
well as certain subpopulations such as the hill tribes, 
suggests that undernutrition is linked to broader 
issues of extreme poverty and social dislocation 
not addressed by the country’s nutrition program.25 
The growing incidence of overweight, obesity, and 
NCDs may have diverted policy-maker attention 
from undernutrition issues.26 Community health 
workers continue to be recruited, but mobiliza-
tion is now focused on preventing and controlling 
obesity and NCDs. Rising incomes and lifestyle 
changes have contributed to reduced physical activ-
ity and increased access to processed foods among 
much of the population. And increased accessibility 
of supermarkets as well as fast food restaurants, par-
ticularly in urban areas, has changed where people 
buy food and how often they cook at home. These 
lifestyle changes have also decreased consumption 
of traditional Thai food that contains a number of 
nutritious ingredients.27

The Government of Thailand has commit-
ted to addressing its present nutrition challenges 
with plans that draw on the lessons learned two 
decades ago. In 2008, the government enacted 
the National Food Committee Act with the aim 
of developing food policies and strategies across 
sectors and at all levels throughout the country. 
The act integrates activities from more than 10 
agencies and over 30 other acts. The prime min-
ister (or designated deputy) chairs the commit-
tee; committee members include experts as well 
as representatives from 11 ministries.28 In 2010, 
the Cabinet approved a Strategic Framework for 
Food Management for 2012–2016 comprising 
four themes that cover the food chain from the 
household to the national level: food security; food 
quality and safety; food education; and food man-
agement.29 Thematic committees were appointed 
to facilitate and coordinate the framework at the 
national level, while implementation takes place at 
the local and workplace levels.
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Similar to the Poverty Alleviation Program, 
the Strategic Framework identifies community 
actions to address the double burden of malnu-
trition and NCDs, including the provision of 
basic health, education, agriculture, and other 
social services, through the mobilization of volun-
teers.30 Nutrition indicators now go beyond under-
nutrition to measure overweight, obesity, and 
other factors contributing to NCDs. The frame-
work integrates a number of fragmented programs, 
including efforts to promote production and mar-
keting of nutritious food; reduce sugar consump-
tion, salt consumption, and obesity; improve 
labeling and food safety; and promote physical 
activity, exercise, and nutrition education. For 

example, programs to control overweight and obe-
sity among students through monitoring, nutri-
tious food promotion, and physical exercise are 
being tested in 27 schools in Bangkok and 600 
schools throughout the country.

As recent studies indicate that Thailand’s suc-
cess in reducing child undernutrition has stagnated 
and that new challenges in terms of overweight and 
NCDs are on the rise, the country is committed to 
learning from past experiences. The set of nutrition 
challenges may be different today, but Thailand is 
striving to build on the lessons learned about the 
power of community-government partnerships 
that are aligned with well-monitored, multisectoral 
efforts to yield notable results.
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Nutrition and Equality
Brazil’s Success in Reducing Stunting among the Poorest
MEAGAN KEEFE

RAPID ADVANCES IN economic development 
and healthcare in Brazil have contributed to sig-
nificant improvements in child health and nutri-
tion in recent decades. Brazil met Millennium 
Development Goal 1—halving the proportion 
of people whose income is less than $1 a day and 
halving the proportion of people who suffer from 
hunger, and Goal 4—reducing by two-thirds 
the under-five mortality rate. Beyond significant 
advances in reducing poverty and improving food 
and nutrition security throughout the country, 
Brazil has also been successful in reducing socio-
economic inequality in malnutrition.1 What lies 
behind this success? This case study examines the 
policies, approaches, and process that contributed 
to the reduction in child stunting and other key 
indicators of malnutrition.

Child stunting levels provide dramatic evidence 
of Brazil’s progress toward eradicating hunger. The 
overall prevalence of child stunting was reduced 
by more than 80 percent between 1974/1975 
and 2006/2007 (from 37.1 to 7.1 percent). This 
decline accelerated over time from 4.2 percent per 

year between 1974/1975 and 1989, to 5.4 percent 
between 1989 and 1996, to 6.0 percent between 
1996 and 2006/2007.2 Brazil has demonstrated 
similar success in breastfeeding. In Brazil’s 27 
state capitals, the prevalence of exclusive breast-
feeding in infants under six months of age (as rec-
ommended by UNICEF) increased from 26.7 to 
41.0 percent between 1999 and 2008.3 In addi-
tion, partial breastfeeding practices also improved 
from a median duration of 2.5 months in the 1970s 
to 7 months in 1996, and reached 14 months in 
2006/2007.4

At the same time, Brazil also has made great 
strides in reducing the socioeconomic and geo-
graphic inequalities in child stunting across the 
country. Children from families in the lowest 
wealth quintile were 7.7 times more likely than chil-
dren in the highest quintile to have stunted growth 
in 1989. By 2007/2008, they were only 2.6 times 
as likely to suffer stunting.5 Historically, stunting 
prevalence has been much higher in Brazil’s poor-
est region, the northeast, than in the wealthier 
southeast region. In 1996, stunting was four times 
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more common in the northeast than in the south-
east. But with the reduction in prevalence of stunt-
ing in the northeast from 22.2 percent in 1995 to 
5.9 percent in 2006/07, little difference remained 
between the northeast and wealthier regions.6

A Multisectoral Approach
The 2013 Lancet Maternal and Child Nutrition 
Series provided a new framework for understanding 
how to achieve optimal fetal and child growth and 
development. Positive changes to enhance growth 
and development can be understood by examining 
the dietary, behavioral, and health determinants 
of optimum nutrition, growth, and development 
and how they are affected by food security, caregiv-
ing resources, and environmental conditions. This 
framework highlights the potential effects of nutri-
tion-sensitive interventions that address the underly-
ing determinants of malnutrition and shows how to 
build an enabling environment to support interven-
tions that enhance health and nutrition outcomes.7 
Brazil’s multisectoral approach to reducing poverty, 
inequality, and food insecurity targeted income 
redistribution and universal access to education, 
health, and sanitation services. Using the Lancet’s 
framework, we examine the policies and programs 
likely associated with improvements in several nutri-
tion-relevant domains: maternal schooling, family 
purchasing power, maternal and child healthcare, 
and water supply and sanitation services. Brazil has 
made significant progress in these underlying deter-
minants. However, their precise contribution to 
reductions in stunting cannot be directly measured.

Improvements in Women’s Educational Status
The single most important factor associated with 
the decline in child undernutrition was the trans-
formation in women’s education that took place 
between 1996 and 2007.8 Brazil implemented a 
range of policies designed to ensure universal access 

to primary education and to improve the quality of 
primary and secondary schools across all munici-
palities. Brazilian mothers became more educated 
than ever before.9 In addition to substantial invest-
ments in public education, Brazilian policies also 
sought to reduce the significant disparities between 
poor and rich municipalities.10 Starting in 1996, 
Brazil modified the way it was funding primary 
education. Moving from a formula based on pop-
ulation density to a system based on minimum 
per-pupil allocations helped reduce the bias toward 
large cities and made funding for education more 
equitable. A set percentage of revenue from federal, 
state, and municipal taxes was dedicated to basic 
and secondary education. In order to raise all ele-
mentary schools to the minimum per-pupil funding 
allocation, the government provided additional fed-
eral funding to states with fewer resources.11

At the same time, Brazil took steps to encour-
age parents to send their children to school and 
reduce child labor. In 2001, Brazil established 
Bolsa Escola, a conditional cash transfer program 
that provided income subsidies to parents who sent 
their children to school and took them for regular 
health checkups. Although the program didn’t suc-
ceed in increasing enrollment in schools, it did raise 
the poorest families above subsistence level and 
improved school attendance rates among the chil-
dren who were enrolled.12

Increased Purchasing Power in the Poorest 
Populations
Although Brazil experienced significant economic 
growth in the 1970s under the military regime, 
socioeconomic and geographic inequalities wid-
ened and the poor benefited little. Democracy was 
restored in the mid-1980s, during a period of eco-
nomic instability, but it wasn’t until the late 1990s 
and early 2000s that economic growth resumed and 
Brazil began to improve social protection.13 Recent 
trends toward improved income distribution and 
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reduced poverty in Brazil are reflected in a signif-
icant increase in purchasing power of Brazilian 
families between 1996 and 2007.14 Gains in fam-
ily incomes—resulting from the reactivation of eco-
nomic growth in the country, as well as a decline in 
unemployment, increases in the official minimum 
wage for unskilled workers, and expanded coverage 
of cash transfer programs for poor families—were 
especially evident in poorer households.15

The initiation of Brazil’s national food security 
policy framework, Fome Zero (“zero hunger”), in 
2003 marked an important shift toward the inte-
gration of economic and social policies to fight 
hunger and poverty. In 2004, the government con-
solidated its cash transfers for health and nutri-
tion, including Bolsa Escola, to create a broader 
social protection program, Bolsa Família, which 

encompassed up to 54 different instruments, pro-
grams, and initiatives under the umbrella of Fome 
Zero.16 As the largest conditional cash transfer pro-
gram in the world, Bolsa Família is a key element 
of the country’s food security strategy. The pro-
gram reached approximately 46 million people 
(25 percent of the Brazilian population) in all 5,564 
municipalities in Brazil in 2006.17

In the agriculture sector, Brazil has been suc-
cessful in linking supply from smallholder farmers 
to demand from food-based social protection pro-
grams through its Food Acquisition Program and 
National School Feeding Program. Because small-
holder farmers typically have low incomes, the inte-
gration of programs that increase their purchasing 
power with health and nutrition programs likely 
has helped Brazil increase food and nutritional 

Ministério do Desenvolvimento social e Combate à Fome/S. Amaral

A woman holds up her Bolsa Família card, which gives families cash if their children go to school and get regular 
medical checkups.
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security, expand agricultural production, and raise 
rural incomes. With the development of the Food 
Acquisition Program in 2003, Brazil began to pur-
chase food for stockpiling, price regulation, and 
food assistance for vulnerable groups, while provid-
ing market access for farmers’ food crops. Although 
the National School Feeding Program had been 
established in the 1950s, it was only in 2009 that 
the Brazilian government began to integrate its 
investments in school meals with its smallholder 
agricultural policies, aiming to simultaneously pro-
mote food and nutrition security, improve atten-
dance and performance in school, and strengthen 
smallholder agriculture.18 Alongside these pro-
grams to support demand, Brazil also redefined its 
National Program for the Strengthening of Family 
Farms (PRONAF) to improve production through 
technical assistance, increased access to credit, mar-
keting support, and improved infrastructure to 
assist smallholder farmers and improve the quantity 
and quality of food produced.

Expanded Coverage of Maternal and Child 
Health Services
Brazil’s strong civil society movement campaigned 
for health reform in the 1980s, ultimately leading 
to the creation of a universal tax-funded national 
health service in 1988.19 Real reform of the health-
care system, however, did not begin until 1994 
when a new administration strengthened decentral-
ization and community participation at all admin-
istrative levels and launched the Family Health 
Program. The health sector embarked on a radical 
decentralization process in the country, allowing 
for greater stakeholder participation in the deci-
sion making process and guaranteeing that each 
level of government supports national health policy 
implementation.20

The Family Health Program established family 
healthcare teams of doctors, nurses, and community 
health workers in specific geographical areas with 

the goal of reaching the poorest areas of the coun-
try. By 2006, over 26,000 family health teams work-
ing in over 90 percent of municipalities were able 
to provide coverage to 86 million individuals, most 
of whom were from low-income families.21 The 
program was successful both in its targeting of the 
poorest rural municipalities and peri-urban slums 
as well as in its contribution to reducing child mor-
tality.22 Although the health system still struggles to 
ensure equitable and universal access, it has signifi-
cantly increased access to healthcare, achieved uni-
versal coverage of vaccination and prenatal care, and 
invested in the expansion of human resources and 
technology across the country.23

Brazil also took significant action to promote 
optimal breastfeeding practices during this time. In 
1981, it established the National Program for the 
Promotion of Breastfeeding, which included needs 
assessments, advocacy campaigns to sensitize deci-
sion makers and the general public about the rela-
tionship between breastfeeding and maternal and 
child health, training for health workers on lacta-
tion, and the engagement of civil society organiza-
tions, such as the International Baby Food Action 
Network, to increase community awareness.24 
Brazil enacted laws in 1988 that led to the enforce-
ment of the International Code of Marketing 
of Breast-milk Substitutes.25 Maternity leave 
was extended from two months to four months 
in 1998 and eventually to six months in 2006, 
enabling working mothers to choose breastfeed-
ing. The exclusive breastfeeding rate increased from 
4 percent in 1986 to 48 percent by 2006/2007. And 
between 1974/1975 and 2006/2007, the median 
duration of breastfeeding also increased from 
2.5 months to 14 months.26

Expanded Public Water Supply and Sewage 
Services
Although Brazil has met the water and sanitation 
target of Millennium Development Goal 7 (halving 
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the population without sustainable access to safe 
drinking water and basic sanitation), public invest-
ments in the water supply and sewage systems have 
been consistently inadequate. Access to improved 
sources of drinking water increased from 83 to 
92 percent of the population between 1990 and 
2012, while access to improved sanitation facili-
ties increased from 71 to 81 percent over the same 
period.27 These coverage improvements are likely to 
have contributed to reductions in child mortality 
from diarrhea over this time period.28 In addition, 
expansion of sanitation services in the last decade 
has benefited the poor more than the more affluent, 
despite remaining gaps in coverage.29

Rising Obesity Levels: A New 
Challenge
Although Brazil has had tremendous success in 
reducing undernutrition and stunting, new nutri-
tion challenges have recently emerged in the form 
of overweight and obesity. Consumption of foods 
rich in salt, fat, and sugar, sweetened beverages, and 
ready-to-eat meals are all increasing, while con-
sumption of traditional food items such as rice, 
beans, fruits, and vegetables declines.30 Although 
obesity rates have remained low and relatively stable 
among children under five, they have been increas-
ing rapidly among older children, adolescents, and 
adults.31 As the risk of obesity overtakes that of 
undernutrition in adults, lower-income women, in 
particular, are significantly more exposed than their 
higher-income counterparts to both undernutrition 
and obesity, indicating a critical risk for maternal 
health.32

Regulatory policies to restrict food advertise-
ments in Brazil have only targeted food products 
manufactured to replace human milk, leaving the 
aggressive marketing of soft drinks, high-energy 
snacks, and other food and drink products of lim-
ited nutritional value unregulated. Despite several 

government and legislative attempts to regulate 
marketing of less nutritious foods, particularly 
those aimed at infants and children, heavy food 
industry lobbying has prevented any additional reg-
ulations.33 Faced with a steadily increasing prev-
alence of obesity, Brazil did launch new dietary 
guidelines in November 2014 that provided its citi-
zens with strong, clear recommendations that diets 
be based on freshly prepared and minimally pro-
cessed foods and that people should avoid ultra-pro-
cessed food and drink products.34

Key Factors in Brazil’s Success
Brazil has successfully framed the country’s nutri-
tion challenges in terms of a national poverty reduc-
tion agenda and integration of its economic and 
social policies. Between 1996 and 2006, Brazil’s 
food security framework was transformed into 
national law, complete with institutional structures 
designed to facilitate the realization of the human 
right to adequate food. The current government’s 
Brasil sem Miséria initiative builds on this inclu-
sive development model with the ultimate goal of 
eliminating extreme poverty throughout the coun-
try.35 In addition to the strong and consistent politi-
cal will to combat malnutrition, Brazil’s success has 
been driven by its pro-poor policies, multisectoral 
approach, and active civil society involvement.

Pro-Poor Policies
While reducing child stunting across the country, 
Brazil also significantly reduced the inequality in 
malnutrition that existed across regions and income 
levels. By expanding and better targeting the coun-
try’s pro-poor social assistance programs, Brazil 
helped accelerate the country’s progress in reduc-
ing poverty.36 This spending likely contributed to 
the reduction in malnutrition. The extensive social 
protection programs also promoted more inclusive 
growth throughout the country by helping people 
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build assets, reducing inequality, facilitating eco-
nomic reform, and more effectively allocating pub-
lic resources.37

Multisectoral Approach
Brazil’s success in alleviating poverty and reducing 
undernutrition was also supported by the multi-
sectoral approach to program delivery that focused 
on income redistribution as well as improving 
access to education, healthcare, and sanitation ser-
vices. Minimum wage increases and cash trans-
fers were introduced alongside smallholder farmer 
credit and agricultural input procurement pro-
grams. And access to public services was improved 
across the country. Brazil’s multisectoral approach, 
however, went beyond just implementing policies 
and programs across the education, health, agri-
culture, social development, and finance sectors. 

Programs also were funded in such a way that they 
promoted intersectoral cooperation among the 
different ministries at the local level. Under Bolsa 
Família, for example, to ensure that conditions were 
being met for the cash transfers, the health and 
education ministries had to share data on school 
attendance and health checks and coordinate their 
actions with the Ministry of Social Development, 
responsible for administrating the program. The 
school lunch program, Programa de Alimentação 
Escolar, was similarly designed to promote inter-
sectoral coordination. Because the Ministry of 
Social Development was responsible for allocat-
ing money to food supply companies that bought 
from local producers, it needed to work with both 
the Ministry of Agriculture, which oversees food 
production, and the Ministry of Education, which 
eventually provided the school lunches.38 The Food 

Reuters/N. Doce

Expanded health services for mothers and children played a large role in Brazil’s approach.
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Security and Nutrition Law, which strengthened 
Brazil’s legal framework for food security and nutri-
tion, institutionalized this cooperation in 2010 by 
establishing institutions to facilitate collaboration 
among ministries and within the different levels 
of government.

Civil Society Support
Brazil’s strong civil society and social movements 
played a proactive role first in bringing food and 
nutrition security to the national agenda in the 
1990s and later in the design and implementation 
of the country’s nutrition policies. With two-thirds 
of its members representing civil society and one-
third from the government, the National Food and 
Nutrition Security Council (CONSEA) provided a 
mechanism for civil society involvement in the pol-
icy process.39 CONSEA is highly institutionalized, 
with an explicit multisectoral mandate and its own 
budget allocation, formal structure, and legal stand-
ing.40 The government has worked closely with 
CONSEA to implement an information system to 
monitor food security and nutrition, guide policy 

decisions, and document progress. The information 
system includes over 50 indicators across six key 
dimensions of food security: food production; food 
availability; income and living conditions; access 
to adequate food and water; health, nutrition and 
access to related services; and education.41

Conclusion
Brazil’s significant reduction of both stunting and 
geographic and socioeconomic inequality in mal-
nutrition can serve as a powerful example for other 
countries in the region and around the world. The 
country has demonstrated the power of investing 
in human and social capital through its conditional 
cash transfers and health and nutrition programs.42 
Sustaining the gains in nutrition security now 
depends on maintaining economic growth and 
income redistribution policies, universalizing access 
to elementary and secondary education, and ensur-
ing adequate healthcare and sanitation services 
while simultaneously addressing new challenges, 
including rising obesity.
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Getting to Specifics
Bangladesh’s Evolving Nutrition Policies
PETER DAVIS, NICHOLAS NISBETT, NAZNEEN AKHTAR, AND SIVAN YOSEF

REMARKABLE IMPROVEMENTS IN welfare 
and human development indicators in Bangladesh—
including a notable reduction in the poverty head-
count—have accompanied recent economic growth.1 
Some aspects of nutrition have been part of this 
success story. For example, the percentage of 
underweight children declined by 1.1 percent per 
year and stunting rates declined by 1.3 percent per 
year between 1997 and 2007.2 And this trend has 
continued, with rates of child stunting falling to 
36 percent in 2014 (Figure 12.1). Other countries 
may have experienced shorter, quicker reductions, 
but the Bangladesh story reflects “one of the fast-
est prolonged reductions in child underweight and 
stunting prevalence in recorded history.”3

This chapter tells the story of nutrition change 
in Bangladesh, drawing on primary research into 
nutrition-relevant policies and programs and 293 
life history interviews, carried out in 2007, that 
reflect community-level changes in the coun-
try (see Box 12.1).4 Five rounds of Bangladesh’s 
Demographic and Health Survey, covering the 
period 1997–2011, provide supporting evidence 

about the broad drivers of nutritional change, par-
ticularly those related to the reductions in stunting.5

Bangladesh’s Nutrition Achievements
Bangladesh has pursued nutrition-specific interven-
tions, but according to stakeholders involved, these 
have been hampered by problems of governance 
and implementation since the outset, which have 
limited their contribution to nutrition improve-
ments. The first large-scale nutrition policy inter-
vention in the country, the National Plan of Action 
for Nutrition adopted in 1995, focused on behav-
ior change communication, supplementation, 
and deworming, using the country’s strong net-
work of nongovernmental organizations (NGOs).6 
Although the program reached 16 percent of the 
rural population, the World Bank and other inter-
national development partners considered progress 
inadequate to meet the Millennium Development 
Goal (MDG) nutrition target.7 The initial pro-
gram was revamped in 2002, and the new pro-
gram reached about 30 percent of the population 
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through volunteer community nutrition promot-
ers working out of community nutrition centers. 
However, weaknesses in program design, includ-
ing a lack of capacity within these health centers 
and interruptions in service delivery, reportedly 
prompted the Government of Bangladesh, with 
persuasion from donors such as the World Bank, to 
end this initiative by 2011.8

In 2011, the National Nutrition Services 
announced as its new objective implementation of a 

“mainstreamed, comprehensive package of nutrition 
services to reduce maternal and child malnutrition 

… and strengthen coordination mechanisms with 
key relevant sectors.”9 While it is too early to draw 
conclusions about the current policy, an interim 
assessment points to a number of challenges in 
delivering adequate nutrition interventions, partic-
ularly at the community level, including the poor 
training of frontline health assistants and family 
welfare volunteers.10 Taken together, both past and 

recent experiences highlight challenges in deliv-
ering nutrition-specific interventions. What then 
contributed to Bangladesh’s successes? The follow-
ing sections explore the factors that likely were the 
main drivers of change.

Pro-Poor Economic Growth Leading to 
Poverty Reduction
Pro-poor economic growth is associated with a sig-
nificant part of the improvement of nutrition indi-
cators in Bangladesh. Over the past two decades 
the proportions of the population in both extreme 
and moderate poverty have declined substantially.11 
Extreme poverty is commonly accompanied by 
malnutrition and high morbidity, and increases in 
household wealth are strongly linked with nutrition 
improvements. Poverty reduction also likely con-
tributed to the decline in stunting in Bangladesh. 
In times of household crisis, extremely poor peo-
ple often cut back on meals—eating two meals per 

Figure 12.1 Trends in nutritional status of children under 5 years of age in Bangladesh, 1996–1997 to 2014 (%)
60

50

40

30

20

10

0

Stunting 
(moderate or severe)

Wasting 
(moderate or severe)

Underweight 
(moderate or severe)

18

10

15
17

16 14

56

48

43 41

36
33

55

45

51

43
41

36

1996–1997

1999–2000

2004

2007

2011

2014

Source: Authors’ compilation. 1996–1997 data are from National Institute of Population Research and Training (NIPORT), Mitra and Associates, and 
Macro International, Bangladesh Demographic and Health Survey 1996–1997 (Dhaka, Bangladesh, and Calverton, MD, US: 1997); 1999–2000 
data are from NIPORT, Mitra and Associates, and ORC Macro, Bangladesh Demographic and Health Survey 1999–2000 (Dhaka, Bangladesh, and 
Calverton, MD, USA: 2001); 2004, 2007, 2011, and 2014 data are from NIPORT, Mitra and Associates, and ICF International, Bangladesh Demo-
graphic and Health Survey 2014: Key Indicators (Dhaka, Bangladesh, and Rockville, MD, USA: 2015).

108 CHAPTER 12



day instead of three—and on expensive food items, 
such as meat, fish, milk, fruit, and vegetables, in 
favor of cheap rice, lentils, vegetables, and small 
fish.12 Women and girls often suffer disproportion-
ately.13 With the decline in poverty, however, acute 
food shortages have also declined. Fewer house-
holds have been forced to cut food expenditures 
even in the famine-prone areas in the northwest 
of Bangladesh and in the pre-harvest season when 
food is scarcest.14

Wider analysis complicates this picture. Dietary 
diversity of Bangladeshis did not improve between 
2005 and 2013, despite an increase in per capita 
consumption expenditure.15 However, several of 
the life histories noted that hunger did not reach 
the extent and intensity experienced in the 1970s 
and 1980s, and for most people, with the exception 
of the declining number of extremely poor, hunger 
was no longer a problem.

Livestock are common household assets in 
rural Bangladesh, serving as a productive invest-
ment and contributing directly to improved nutri-
tion through increased availability of meat, dairy, 
and eggs. Among the life history interviews, more 
than a quarter of interviewees considered livestock 
among the main causes of improvement in people’s 
lives.16 Livestock investments were usually accompa-
nied by other improvements associated with gradu-
ally increasing wealth: investments in education for 
children, better use of qualified health providers, bet-
ter water and sanitation, electrification, and a better 
quality diet. All these changes—including increased 
wealth in households and community-level improve-
ments, such as improved infrastructure and electrifi-
cation—are likely mutually reinforcing and support 
better health and nutrition.

Increased availability of nonfarm and manufac-
turing work has also been part of the story of eco-
nomic development in Bangladesh in recent years.17 
These new opportunities have been particularly 
important for women working in manufacturing, 

especially in the ready-made garments sector. In 
addition, Bangladesh’s wide range of social protec-
tion policies likely helped by providing an income 
and food security floor for the poorest families, 
although the relationship of these policies to nutri-
tion outcomes has not yet been demonstrated 
directly. However, a recent preliminary study in 
Bangladesh suggests that safety-net cash transfers 
that included nutrition behavior-change commu-
nication had a large and positive impact on child 
stunting reduction.18

Agriculture
Increased agricultural production linked to the 
Green Revolution contributed to Bangladesh’s eco-
nomic development from the late 1960s into the 

Panos/G.M.B. Akash

Bangladesh used stipends to encourage families to send 
their children to school, and increases in enrollment likely 
contributed to improvements in nutrition.
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Box 12.1 Well-being in Bangladesh: An individual story of gradual change

1970 1980 1990 2000 2007

born
1969

married
1982

earning 
income from 
husband's 
rickshaw 
driving
1982

earning income 
from husband 
working as a 
truck helper

1984

daughter 
born
1984

household 
split
1985

son 
born
1986

daughter 
born but 

died after 
7 days
1990

house 
damaged in 
cyclone cost 

Tk 5,000
1991

daughter 
born
1994

husband in 
jail for cutting 

illegal logs 
cost Tk 
10,000
1995

own illness 
and abortion 

needing 
hospital in 
Dhaka cost 
Tk 9,000

1996

daughter 
born
2002

eldest daughter 
ran away and 

married leading 
to court case; 

cost Tk 100,000
2003 

court case over 
land; cost 
Tk 25,000

2006 son fined 
Tk 10,000 

after violent 
fight
2007

husband 
started 

earning from 
truck driving

1994

bought 20 
decimals of 

homestead land 
for Tk 8,000

1999

bought 
shallow 

tube-well for 
Tk 10,000

2004

bought power 
tiller for 

Tk 30,000
2004

son 
started 
earning
2004

became 
Grameen Bank 

cooperative 
member

2004

set up grocery 
shop; cost 
Tk 10,000

2007 became BRAC 
member; took 

loan 
Tk 10,000

2007

Selina: 38-year-old woman
Cox's Bazar District

W
el

l-b
ei

ng

level 2

level 3

Note: 1 decimal of land = approximately 40.5 square meters. Tk = Bangladeshi taka.

The timeline above summarizes one of the 293 life histories recorded in Bangladesh in 2007. Like many 
of these histories, Selina’s story illustrates the gradual improvement in well-being that can be linked to 
economic and agricultural development, provision of health and family planning services, and accumu-
lation of household assets. As shown by the timeline, she moved from moderate poverty (level 2—below 
the poverty line but with some assets) to just above the poverty line (level 3). The poverty level used is 
multidimensional and includes an assessment of how well the respondent was able to eat.

Selina was 38 years old in 2007 when she was interviewed. She was living in a hilly area of Cox’s 
Bazar District with her husband, Babul (43), their two daughters (13 and 5), and one son (21). Babul 
worked as a truck driver. Their eldest daughter (23) was married and lived separately.

Selina’s life trajectory shows gradual progress from a moderately poor childhood and early 
married life to a less vulnerable position. In 1982, when she was newly married, her family frequently 
was forced to miss meals. Their economic situation improved largely because of her husband’s income 
from truck driving starting in 1994, and more recently, her son’s income from sharecropping, working 
with a power tiller, and running a grocery shop. Selina herself was also active in various income- 
generating ventures supported by loans from NGOs. This gradual improvement in life circumstances 
was not without setbacks, including problems with Selina’s health, the death of a baby, and a number 
of costly court cases related to the marriage of her eldest daughter, land disputes, and a fight over irri-
gation water. This pattern of gradual increase in economic well-being, interspersed with setbacks and 
accompanied by improvements in nutrition, is typical of many stories from the life history interviews.
Source: Life history interview conducted by Peter Davis, Dilara Hasin, and Anowara Begum, Cox’s Bazar District, 2007. For a descrip-
tion of the methods used, see P. Davis, “Patterns of Socio-economic Mobility in Rural Bangladesh: Lessons from Life History Interviews,” in 
Methodological Challenges and New Approaches to Research in International Development, edited by L. Camfield (Basingstoke, UK: Palgrave 
Macmillan, 2014).
Note: All names have been changed to protect the identity of research participants.

110 CHAPTER 12



1980s. High-yielding varieties of rice and wheat, 
widespread irrigation, greater use of fertilizers and 
pesticides, introduction of completely new crops to 
some areas, such as potatoes and maize, and more 
intensive farming of vegetables have all boosted 
production.19 Since independence, Bangladesh has 
more than doubled its production of cereal grains.20 
Although the population also more than doubled 
over the same period, the country is now self-suf-
ficient in rice production. Much of this increase 
is attributable to the introduction and expan-
sion of boro (dry season) rice varieties, grown over 
the winter season with the aid of irrigation from 
tubewells.21 These increases in agricultural pro-
duction and supply have likely played a signifi-
cant part in generating nutritional improvements 
in Bangladesh, although data limitations preclude 
calculation of that contribution.22 However, it is 
not clear if the same progress has been achieved in 
improving dietary diversity.23

Although seasonal food shortages have become 
less common, minimum dietary availability and 
dietary diversity have been slow to improve in recent 
years for all households. The majority of the popula-
tion remains dependent on cereals for much of their 
calorie intake.24 This stagnation has been linked 
to a research and policy bias toward rice as well as 
broader drivers of food prices coinciding roughly 
with the period covered by this review.25 The prices 
of lentils and meat have increased steadily in com-
parison with rice over this period, making it more 
difficult for the poorest households to adequately 
diversify their diets.26 In 2013/2014, Bangladesh 
experienced price spikes in the cost of its food basket 
owing to supply disruptions related to election pro-
tests and a fuel price hike, even during a time of rela-
tively low and stable global food prices.27

Family Planning and Demographic Trends
Bangladesh’s demographic and family planning suc-
cesses, particularly in reducing fertility and child 

mortality, may be one of the strongest drivers in 
its nutrition success, along with the closely related 
improvements in women’s empowerment and edu-
cation. At the time of independence in 1971, fer-
tility in Bangladesh was high and contraceptive 
use low. Less than 10 percent of couples were using 
contraception in 1969, and the total fertility rate 
was around seven.28 Following the war for indepen-
dence, a number of programs have been successful 
in expanding family planning support, including 
female family-welfare assistants promoting fam-
ily planning directly in communities. Key stake-
holder interviews cited these government programs, 
along with NGO-based programs, as contributing 
to increased use of contraception. Such programs 
have been linked to strong performance on some 
health indicators in the wider literature.29 The total 
fertility rate declined slowly at first, but progress 
became more rapid after 1979, with a decline from 
6.8 to 4.6 by 1988. More recently, the total fertility 
rate for 2008–2010 was 2.3 and was expected to be 
about 2.0 in 2016.30

Reduced fertility is associated with some 
improvements in nutrition outcomes.31 Changes in 
attitude have accompanied the large demographic 
shift, with implications for improved nutrition. 
Field interviews found widespread understanding 
among interviewees of the importance of having 
small, healthy families, which reflects the national 
trend toward declining family size. Interaction with 
family planning, visiting primary health profession-
als, and NGO staff have likely contributed to these 
attitudinal changes.32

Health Services
The association between improved health services 
and improved nutrition in Bangladesh is strong 
in some respects but mixed in others. Health sec-
tor success stories include impressive vaccination 
coverage, availability of relatively cheap medi-
cines, spread of private health clinics, and more 
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recently, the establishment of community clinics 
providing improved coverage for a range of primary 
health, family planning, and, increasingly, nutrition 
services.33

There have been marked achievements in neo-
natal, postnatal, and children’s health. Maternal 
and infant mortality have declined, as have stunt-
ing rates. Antenatal coverage for births increased 
from 58 percent in 2004 to 79 percent in 2014, and 
64 percent of women in 2014 benefited from ser-
vices by a trained antenatal care provider.34 Birth 
attendance by a skilled provider nearly tripled over 
a decade, from 15.6 percent in 2004 to 42.1 percent 
in 2014.35 Statistical analysis underlines the signif-
icance of improved maternal health as a potential 
driver of stunting reductions—accessing facility 
birth and antenatal care was significantly associated 
with childhood stunting declines.36

Paradoxically, these successes have occurred 
despite a relatively weak health system. While indi-
cators such as mortality and birthrates have plum-
meted, general levels of morbidity remain high. 
Nutrition indicators for women and children stand 
out as particularly poor in comparison with the 
rapid rates of improvement in other health areas.37 
Child stunting levels remain high, despite the rapid 
decline, as do a number of other indicators. For 
example, only 36 percent of mothers and children 
in 2013 received postnatal care within two days of 
delivery, and in 2013, 17 percent of women aged 
19–49 were undernourished.38

Education
School attendance in Bangladesh has increased rap-
idly in recent years, with stipend programs at pri-
mary- and secondary-school levels contributing 

Panos/G.M.B. Akash

A community health care provider makes his rounds, reaching people on this island in Bangladesh’s Brahmaputra River.
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to improved enrolment rates.39 Bangladesh has a 
long history of incentive programs for sending chil-
dren to school. Beginning in 1993, the Food for 
Education (FFE) program provided wheat (and 
sometimes rice) to parents of children attending 
school. In 2002, FFE was replaced by the cash-
based Primary Education Stipend. Although the 
amounts provided, in actual terms, are small and 
therefore have limited impact on poverty reduction, 
and coverage was rolled out slowly, the stipends 
have encouraged school attendance and provided 
relief for very poor families.40 As reported in the 
life histories, parents usually used the money for 
school-related expenses, such as stationery and food. 
A Female Stipend Program for girls at the second-
ary-school level, which was introduced in 1994, 
increased enrollment rates, reversed the gender gap 
in grade attainment, and coincided with an increase 
in the marriage age of women.41 The program 
has also likely contributed to improved nutrition. 
Although this is difficult to demonstrate conclu-
sively, one study shows that parents’ level of educa-
tion was positively related to nutrition outcomes.42 
Children whose parents had both completed high 
school were expected to be taller than children of 
parents who had never attended school.

Sanitation and Improved Access to Clean 
Drinking Water
Bangladesh has made significant strides in pro-
viding access to improved drinking water sources 
and sanitation. The percentage of population with 
access to improved water sources increased from 
68 percent to 87 percent from 1990 to 2015—
enough to meet the MDG of halving the number 
of people without access to safe drinking water. 
Rural provision has increased faster and dispar-
ities between urban and rural areas have disap-
peared.43 While access to clean drinking water has 
direct health benefits, it also has indirect nutri-
tion benefits, particularly in reducing childhood 

illnesses, which in turn can exacerbate poor 
nutrition.44

The picture on sanitation is also positive; 
Bangladesh is one of 16 countries that reduced 
open defecation by over 25 percentage points in the 
MDG period.45 Reductions in open defecation fig-
ure strongly as a likely driver of stunting reduction.46 
Change in rural communities appears to have been 
particularly significant, with the practice of open 
defecation falling dramatically from 34 percent 
to 3 percent of the population from 1990 to 2012. 
Unusual for South Asia, the gains have been broad-
based, with progress among the poorest in rural 
communities being much faster than in any other 
country and largely driving the reduction in open 
defecation. Even with open defecation now negli-
gible, access to improved sanitation facilities is still 
low, at 61 percent.47 Large variations in access per-
sist, particularly between wealth quintiles in the 
growing urban population.48

Women’s Empowerment
Looking at the link between nutrition outcomes 
and women’s empowerment, a recent analysis could 
not detect a significant relationship between nutri-
tion and indicators of women’s empowerment. 
These indicators included the ability to travel alone 
to a health clinic, an indicator that may not capture 
wider dimensions of women’s empowerment well, 
and various dimensions of women’s decision mak-
ing in households. These results contradict, to some 
extent, another observation in the same analysis: 
although both parents’ education levels were signifi-
cantly associated with changes in stunting, more 
of the change in child stunting was “explained” by 
mothers’ education than fathers’ education.49

Another recent study in Bangladesh found that 
increases in a measure of women’s empowerment 
in agriculture are positively associated with cal-
orie availability and dietary diversity.50 However, 
the same study also found that household wealth, 
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education, and occupation were more strongly 
associated with adult nutritional status than wom-
en’s empowerment.

The life history interviews elicited similar obser-
vations. Although women’s empowerment is diffi-
cult to measure, the life histories support the view 
that women have become more empowered over 
recent decades and that this change is likely to have 
contributed to improved nutrition. Dimensions of 
empowerment include markedly increased levels of 
educational achievement and gender parity in sec-
ondary enrollment rates, widespread participation 
of women in NGO-supported income-generation 
and other activities, and increased employment of 
women along with control of their income.51

Both community- and stakeholder-level inter-
views highlighted how employment opportuni-
ties for young women are helping to delay the age 
of marriage and first pregnancies by empowering 
and valorizing the contribution of girls. Assistance 
for girls through the secondary education stipend 
program is having the same effect. The community 
interviews revealed fairly widespread acceptance 
of a national narrative that emphasizes the posi-
tive role of women in the country’s development 
and the importance of having small families of well- 
educated, healthy children.

Lessons Learned
Much of the improvement in nutrition in 
Bangladesh in recent years is likely explained by 
what can be seen as nutrition-sensitive drivers 
within a wider enabling environment of pro-poor 
economic growth. Pro-poor economic growth is 

linked in turn to improved agricultural produc-
tion and diversification, a vibrant NGO sector 
supporting income generation, expansion of non-
farm business and manufacturing sectors creat-
ing employment opportunities, remittances from 
labor migration, and improving infrastructure 
and electrification. In addition, significant con-
tributions have been made by improved access to 
education (especially for girls); health and family 
planning service use and availability; demographic 
change, such as smaller family sizes, increased birth 
intervals, and lower age at first pregnancy; and 
more widespread use of safe water sources and bet-
ter sanitation. These likely drivers of nutritional 
improvement have multiple impacts and are mutu-
ally reinforcing. These drivers are also predomi-
nantly indirect—that is, they are largely the result 
of economic and social development, not of pro-
grams and interventions specifically intended to 
improve nutrition.

Yet many millions of children in Bangladesh 
still grow up stunted because of poor nutrition.52 
So while we still need to recognize the major con-
tribution of indirect drivers, and their importance 
in sustaining gains, the challenge is to make fur-
ther improvements. Interventions directly aimed at 
improving nutritional status have been expanding 
in scope and coverage, but their impact has been 
limited compared with broader drivers of nutri-
tion-sensitive development. Looking to the future, 
however, the heavy lifting done by these drivers—
including significant gains in income, health, low-
ered fertility, and sanitation—may not continue at 
the same rate. Nutrition-specific interventions will 
need to take on a greater role in Bangladesh.
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Reaching New Heights
20 Years of Nutrition Progress in Nepal
KENDA CUNNINGHAM, AKRITI SINGH, DEREK HEADEY, POOJA PANDEY RANA, AND 
CHANDNI KARMACHARYA

DESPITE SIGNIFICANT ECONOMIC growth, 
South Asia remains notorious for its alarmingly 
high rates of undernutrition. This “Asian enigma” 
has long puzzled both researchers and policy mak-
ers. However, Nepal’s recent experience presents 
yet another enigma: a rapid reduction in maternal 
and child undernutrition during a period of civil 
war and prolonged political and economic instabil-
ity. From 1996 to 2011, the prevalence of stunting 
among children under two years of age fell from 
48 to 27 percent, and the prevalence of maternal 
underweight decreased from 28 to 20 percent.1

How did such remarkable improvements take 
place and how can Nepal sustain this impressive 
progress? Answering these questions is challeng-
ing because many factors influence nutritional 
well-being and these various determinants inter-
act in complex ways.2 Globally, multistakeholder, 
multisectoral platforms are being recommended 
to address nutritional challenges, precisely because 
the underlying determinants relate to a wide range 
of social and economic sectors.3 Nepal’s success in 
reducing undernutrition may shed light on which 

sectors require prioritization and coordination and 
on how to address undernutrition in remote and 
poor rural settings.

Trends in Nutrition Outcomes, 
Feeding Practices, and Underlying 
Determinants
Nepal’s progress in reducing child stunting4 and 
maternal undernutrition5 is remarkable. Indeed, 
the rate of reduction of child stunting in Nepal 
from 1996 to 2011 has been one of the fastest in the 
world (Table 13.1). However, despite rapid prog-
ress, millions of Nepalese remain undernourished: 
more than one out of four children under two 
years of age are stunted and one out of five mothers 
are underweight.

Understanding Nepal’s progress in reducing 
maternal and child undernutrition requires close 
examination of both nutrition-specific factors 
(such as infant and young child feeding practices) 
and nutrition-sensitive factors (including wealth 
and education; access to healthcare; and water, 
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sanitation, and hygiene facilities), as well as the 
broader political-economic context.

Infant and young child feeding (IYCF) prac-
tices are very poor in Nepal and have remained 
largely unchanged over time. Between 2001 and 
2011, Nepal saw no improvement in rates of exclu-
sive breastfeeding—about 80 percent—among 
children 0 to 6 months of age. Complementary 
feeding should occur from about age 6 months 
to 24 months, as children transition from breast-
feeding to family foods, but in Nepal only about 
60 percent of children 6 to 8 months of age eat solid 
or semisolid foods. Less than 20 percent of children 
6 to 24 months of age consume foods from at least 
four of seven globally recommended food groups. 
The only IYCF indicator to improve was minimum 
meal frequency, defined as the appropriate number 
of feedings given the child’s age and whether he or 
she is breastfeeding.6 Progress in minimum meal 
frequency likely reflects increased household socio-
economic status and food security.

For nutrition-sensitive determinants, a range 
of indicators are relevant (Table 13.2), but health 
care, demographic factors, household asset owner-
ship, parental education, and water, sanitation, and 
hygiene (WASH) may be particularly important for 
nutrition. Between 1996 and 2011, the Nepalese 
experienced large improvements in access to and 

use of health and sanitation services. For example, 
hospital deliveries increased from 9 to 41 percent, 
and toilet use increased from 18 to 52 percent. 
There were also sizable reductions in fertility rates 
(as proxied by average birth order) and increases 
in birth spacing, which could be a result of fam-
ily planning programs, increased wealth and edu-
cation, or increased overseas emigration—usually 
of male members of the household—which gener-
ates remittances and tends to increase households’ 
access to cash. Asset ownership and parental edu-
cation, particularly among women, also rose rap-
idly (Table 13.2). These two factors could influence 
nutrition through multiple channels, such as by 
raising food and nonfood expenditures relevant 
to nutrition and empowering women, which can 
improve the nutritional well-being of both mothers 
and their children.

A Statistical Exploration of the Drivers 
of Nutritional Change over Time
Many factors that underlie good nutrition have 
improved in Nepal in recent decades, but it is not 
immediately clear which ones actually made sig-
nificant contributions to improving the country’s 
maternal and child nutrition indicators. To help 
shed light on this question, we analyzed statistics 

Table 13.1 Maternal and child undernutrition in Nepal, 1996–2011 (%)

Year Maternal underweighta
Child stuntingb

(ages 0–60 months)
Child wastingc

(ages 0–24 months)

1996 27.6 47.8 15.5

2001 26.0 41.1 11.7

2006 25.9 34.0 12.9

2011 20.3 27.0 11.3

Annual % change −1.8 −2.9 −1.8

Source: Authors’ estimates from the 1996 and 2011 rounds of the Nepal Demographic and Health Survey (DHS).
Notes: a Maternal underweight is defined as a body mass index (BMI) < 18.5; b Stunting is defined as a height-for-age Z-score (HAZ) < −2.0 
SD from the median of the reference population, based on the 2006 World Health Organization growth standards; c Wasting is defined as a 
weight-for-height Z-score (WHZ) < −2.0 SD from the median of the reference population, based on the 2006 World Health Organization growth 
standards.
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from the Nepal Demographic and Health Survey 
(DHS) datasets to see which changes in underlying 
factors were associated with which improvements 
in nutritional indicators (Figure 13.1). An underly-
ing factor could possibly explain nutritional change 
if it has significant and large associations with 
nutrition outcomes and if it has changed rapidly 
over time (Table 13.2).7 The results in Figure 13.1 
should not be interpreted in a strictly causal sense, 
however; rather, they are estimated contributions 
based on how well different factors statistically cor-
respond with changes in nutrition over time.

The most important factor associated with 
improvements in child growth was increased 
access to health services (antenatal and neo-
natal care), but household asset accumulation and 
parental education—mostly maternal education—
were also important correlates of child growth. 

Unsurprisingly, maternal height—a slow-moving 
intergenerational driver—seems to have played 
only a modest role in improving child height-for-
age Z-score (HAZ). Interestingly, though, a large 
share of the improvement in HAZ between 1996 
to 2011 was not explained by the statistical model, 
possibly because the model did not include certain 
factors, such as climate shocks, agricultural produc-
tion, and food security, and access to nutrition-spe-
cific programs.

For improvements in child and maternal weight 
gain, better sanitation appears to have been the 
most important factor, suggesting that increased 
toilet access may have led to large declines in mater-
nal and child infections. Increased access to health 
services (antenatal and neonatal care) was also sig-
nificantly associated with the improvements in 
maternal BMI and child weight-for-height Z-score 

Table 13.2 Trends in underlying drivers of nutritional change in Nepal, 1996–2011
Driver 1996 2011 Annual change (%)

Toilet use (%) 18.2 51.6 12.2

Four or more antenatal care visits (%) 6.3 29.6 24.7

Maternal empowerment (%) 9.6 19.9 7.2

Maternal education (years) 1.2 3.9 15.0

Iron supplements during pregnancy (%) 11.6 82.3 40.6

Paternal education (years) 4.0 5.7 2.8

Household asset ownership (1–10) 1.5 4.9 15.1

Child born in health institution (%) 8.6 41.1 25.2

Child fully vaccinated (%) 25.9 51.2 6.5

Water source: piped (%) 30.0 37.1 1.6

Water source: tubewell (%) 32.7 43.7 2.2

Maternal height (centimeters) 150.5 151.1 0.0

Birth order of child 3.3 2.5 −1.6

Birth interval (years) 3.9 4.6 1.2

Source: Authors’ estimates from the 1996 and 2011 rounds of the Nepal Demographic and Health Survey (DHS).
Note: Asset ownership: 10-component index including electricity access and ownership of radios, TVs, and bicycles; maternal education: years 
of formal schooling; paternal education: years of formal schooling; antenatal care visits: dummy if mother had four or more check-ups during preg-
nancy; iron supplements: dummy if mother received iron supplements during pregnancy; health institution: hospital, medical clinic, or health post; 
birth order: ranking of child’s birth order, with a first-born child equal to one; birth interval: time between birth of present child and last-born child; 
tubewell water: dummy if household drinking water sourced from tubewell; piped water: dummy if household drinking water from a piped source; 
maternal empowerment: equal weighted index of mother’s involvement in three decisions (on her own health, on major household purchases, and 
on visiting relatives).
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(WHZ), and household asset accumulation and 
education played roles as well. In contrast, increased 
access to piped water seems to have played only a 
small role. It is important to note that the WHZ 
model overpredicts nutritional change (that is, esti-
mated changes in WHZ were larger than actual 
changes between 1996 and 2011), though the 
model of maternal BMI explains total BMI change 
quite accurately.

Community Perspectives on Changes 
in Nutrition and Underlying 
Determinants over Time
Qualitative interviews of 20 mothers comple-
mented the quantitative findings, giving moth-
ers’ perspectives on both nutrition-specific and 
nutrition-sensitive changes in their communities 
during roughly the same time period. The women 

interviewed were selected from two terai districts—
Rupandehi and Chitwan—and were known to have 
given birth in one of five five-year periods: 1990–
1995, 1995–2000, 2000–2005, 2005–2010, and 
2010–2015.8

All mothers reported that they had breastfed 
their babies; their perceptions of their own milk 
supply determined how long they engaged in both 
exclusive and predominant breastfeeding. Most 
mothers reported that they had not introduced 
most complementary foods to their children at 
age six months, indicating a general late introduc-
tion. Many mothers reported having received ante-
natal care checkups at a health facility, though 
this was much more common among mothers 
who had given birth recently. Similarly, mothers 
who had given birth more recently reported tak-
ing iron supplements during pregnancy and deliv-
ering at a health facility. Even some mothers who 

Figure 13.1 Underlying factors’ estimated contributions to improvements in child growth, child weight gain, and 
maternal weight gain in Nepal
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had previously delivered at home gave birth to their 
youngest child at a health facility.

In terms of wider community development 
changes in areas known to have potential contri-
butions to nutrition, mothers noted improvements 
in housing, income, education, and availability 
of improved water sources, toilets, and contra-
ception. Mothers noted that houses now tend to 
be larger and constructed with more permanent 
roof and wall materials. Most mothers stated that 
their husbands or sons had left Nepal to work in 
India, Malaysia, and the Middle East and reported 
migration-related household income growth, 
though the positive economic benefits of migra-
tion were not universal. Younger mothers were 
more educated than older ones, and all moth-
ers spoke about sending their children, including 
daughters, to school. Many mothers stated that 
they now had a toilet at home and mentioned 
improvements in access to clean drinking water. 
Mothers who gave birth recently had one or two 
children, whereas those who gave birth before 
2010 had up to five children. Some mothers talked 
about the increasing availability and use of perma-
nent contraception over time.

The qualitative interviews thus tended to con-
firm quantitative findings and shed light on moth-
ers’ perspectives, including how and why there had 
been progress, or a lack thereof, in certain areas. For 
example, mothers noted limited improvement in 
infant and young child feeding practices despite 
many other positive changes, including improve-
ments in access to and use of health services and 
overall community development.

The Role of Policies, Programs, and 
Socioeconomic Changes
Nutritional improvements have been driven by 
economic and social changes, and many of these 
changes are likely associated with increased public 

investments, better provision of public services, 
and an increasing role for NGOs in public ser-
vice delivery.

Greater access to and use of health services, 
including antenatal care and hospital delivery, 
are leading factors associated with reductions in 
undernutrition, and consistent with the results 
of other child nutrition studies in Nepal.9 This 
progress stems from several factors. First, public 
spending on health, as a percentage of total pub-
lic spending in Nepal, rose from about 4 percent in 
1988–1992 to 7 percent in 2001–2006.10 Second, 
Nepal increasingly decentralized its health services 
and made a sustained effort to improve people’s 
access to basic health services across the coun-
try. Instrumental in this effort was Nepal’s expan-
sion of healthcare institutions, including primary 
healthcare centers and female community health 
volunteers (FCHVs) working at the sub-village, or 
ward, level. Since the 1990s, Nepal has increased 
the number of FCHVs working in rural villages 

K. Das Shrestha

Better sanitation, including access to latrines like this one, 
may have led to large declines in infections in mothers and 
children in Nepal.
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and extended the range of goods and services they 
provide. These volunteers not only distribute vita-
min A but also treat child illness, offer family plan-
ning, care for pregnant women and newborns, and 
serve as the first point of referral to health facil-
ities in cases of severe health complications.11 In 
2005 Nepal introduced the Safe Delivery Incentive 
Program, which provides cash to women giving 
birth in a health clinic and provides incentives to 
health workers to attend deliveries.12 An evaluation 
showed that this program increased delivery with 
a skilled attendant by 17 percent if mothers were 
aware of the program before childbirth.13 These 
health initiatives were specifically designed to over-
come the widespread problem of physical isola-
tion in Nepal, as well as the cultural barriers that 
women face in gaining access to health services, 
especially during pregnancy.

Micronutrient deficiencies in the Nepalese pop-
ulation have long been a major concern. Although 
the Ministry of Health and Population has 
included iron and folic acid supplementation for 
pregnant and lactating women as part of antenatal 
care since 1998, coverage has been limited. In 2003 
the Intensification of the Maternal and Neonatal 
Micronutrient Program improved coverage by using 
health workers and FCHVs to distribute iron and 
folic acid in communities.14 As a result, coverage 
of iron and folic acid supplementation rose from 
12 percent in 1996 to 82 percent in 2011. This 
maternal iron supplementation has been found to 
be important for child nutrition: in Nepal, iron and 
folic acid supplements and antenatal care contrib-
ute to preventing low birth weight.15

Although Nepal has made only limited improve-
ments in supplying households with improveed 

K. Das Shrestha

Nepal has significantly raised its investment in girls’ education, which is correlated with the growth of girls’ future children.
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sources of clean water, which is an important issue 
for densely populated areas,16 it has made signifi-
cant advances in toilet coverage, which have been 
strongly associated with reductions in under-
nutrition for both mothers and children. Nepal 
has had water and sanitation policies in place for 
decades, but toilet construction and use had made 
slow progress. In the 2000s, however, there were 
renewed public and NGO efforts to expand toilet 
use, and hygienic behaviors (which are difficult to 
observe) more generally. In 2003, inspired in part 
by Bangladesh’s success, Nepal piloted commu-
nity-led total sanitation (CLTS) as a sustainable 
way to use mass sensitization activities to trigger 
communities to construct and use basic toilets, as 
opposed to the traditional approach of providing 
costly hardware support.17 A wide range of NGO 
and development partners then rapidly scaled up 
CLTS. The recognition that an analogous approach 
was needed for schools, particularly to improve 
attendance by girls, led to adoption of the school-
led total sanitation (SLTS) approach in 2006, 
which mobilized school-based clubs. By the end of 
2015, 27 of Nepal’s 75 districts had been declared 
free of open defecation.18

Other important factors associated with reduc-
tions in maternal and child undernutrition include 
improved socioeconomic status and parental edu-
cation, especially maternal. In Nepal, between 
1995 and 2010, the share of people living below the 
$1.25-a-day poverty line fell from 42 to 25 percent.19 
While this may not be closely linked to any particu-
lar policy, overseas emigration and resulting remit-
tance flows are widely thought to be a major driver 
of income growth and poverty reduction in Nepal.20 
In particular, the 2000s saw a shift in emigration 
destinations, with growing numbers of men and 
some women emigrating to more lucrative employ-
ment positions in the Persian Gulf countries rather 
than to neighboring India. Growth in agriculture—
the largest domestic employer—has struggled to 

keep pace with population growth. Nepal has been 
in a food deficit since 2006, meaning it is a net food 
importer; at the same time, public investments in 
agriculture have been declining.21 However, the 
current Agriculture Development Strategy 2015–
2035 aims to boost this sector.22 Tourism—another 
important sector—was hit hard by the civil war 
starting in the mid-1990s but recovered strongly 
after the war ended in 2006.23

In education, the government has played a 
more direct role, committing increasing financial 
resources to this sector. In 1990 education only 
received about 10 percent of the overall budget, but 
by 2011 it received nearly 20 percent.24 Following 
the World Conference on Education for All in 
1990, Nepal adopted a National Plan of Action, 
which included gender parity as one of six goals.25 
Since then, improvements in women’s educational 
attainment have been rapid and sustained.

Finally, the government of Nepal has—in more 
recent times—made a concerted effort to adopt a 
more explicit multisectoral approach to addressing 
malnutrition. In 2009, the World Bank and other 
development partners commissioned a Nutrition 
Assessment Gap Analysis (NAGA), and in 2011, 
following its evidence-based recommendations, 
Nepal adopted the Multi-Sectoral Nutrition Plan 
(MSNP).26 The MSNP serves as a national road-
map for addressing undernutrition by engaging var-
ious ministries, including health, education, urban 
development, agriculture, and local development. 
This roadmap is used to mobilize resources and 
align projects and programs for nutrition.

Lessons Learned and Future 
Challenges
Nepal has made huge strides in reducing mater-
nal and child undernutrition in the past 20 years, 
despite a period of civil conflict and political insta-
bility, and without the stellar economic growth 
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of China, India, or Vietnam. In this investiga-
tion into Nepal’s success in reducing maternal and 
child undernutrition, four main factors stand out: 
(1) improvements in access to and use of health ser-
vices, (2) increased toilet coverage, (3) wealth accu-
mulation, and (4) parental education, especially 
maternal. Underlying these advances were import-
ant policy and programmatic changes, particularly 
in health, education, and WASH. Across these pol-
icies and programs, better delivery of services was 
vital, given that many households are extremely iso-
lated geographically and socially, and many women 
and girls as well as individuals belonging to specific 
castes are marginalized. Also striking is the involve-
ment of multiple actors, including different levels of 
government, multilateral and bilateral development 
agencies, a wide range of NGOs, and communities 
themselves, often through volunteer organizations.

Despite these remarkable improvements, the 
present situation remains unsatisfactory; there still 
exist many challenges to achieving further reduc-
tions in undernutrition. Nepal will need to scale 
up nutrition-related policies and programs and 
perhaps find new creative ways to operational-
ize plans and policies to help those who have thus 
far remained beyond their reach. As of 2011, only 
about 30 percent of births were preceded by ade-
quate antenatal care, just over 40 percent took 
place in a medical facility, and just over 50 percent 
of children were fully vaccinated.27 Despite rapid 
expansion of WASH facillities, as of 2011 at least 
half of Nepali households still practiced open def-
ecation and almost two-thirds continued to be 
without access to piped water.28 During interviews, 
mothers also noted the continued lack of adequate 
road networks, health facilities, education, and job 
opportunities in rural areas, as well as the long road 
ahead to creating equal opportunities for all peo-
ple, regardless of gender or caste. Poverty and food 
insecurity are also still widespread, especially in the 

wake of the earthquakes, floods, and the fuel crisis 
of 2015.

In Nepal, some traditional beliefs and prac-
tices are harmful for nutrition and may curb fur-
ther reductions in undernutrition unless they are 
addressed. Our quantitative results showed that 
infant and young child feeding practices have not 
improved over time, and interviews with mothers 
revealed that knowledge gaps and cultural beliefs 
contribute to poor household diets and child 
feeding practices. Mothers said they had given 
meat, fish, and eggs to their children only after 
12 months of age because they believed that a baby 
could not digest these foods earlier. Several mothers 
reported missing antenatal visits because services 
were not available, but many also noted being bash-
ful about pregnancy or remaining unconvinced that 
healthcare visits were really necessary.

Cultural norms and practices are often embed-
ded in longstanding gender norms that influence 
household-level nutrition in many ways. In Nepal, 
women’s empowerment is particularly low even in 
comparison with other South Asian countries and 
has only improved modestly in the past 25 years.29 
Results from the 2011 Demographic and Health 
Survey suggest that mothers play only a small role 
in household decision making, with 42 percent of 
mothers reporting that other people made their 
healthcare decisions. But women’s lack of autonomy 
and decision-making power also affects food allo-
cation and utilization in the household, access to 
and control of income, freedom of movement, and 
division of time on a daily basis between work and 
household chores including cooking, feeding, and 
caring for young children. All of these can influ-
ence women’s own nutritional well-being and that 
of their children.30 Patriarchal structures present 
deep-rooted challenges but also open opportu-
nities for policies and programs across a range of 
development domains—such as agriculture, health, 
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microfinance, education, and WASH—to catalyze 
women’s empowerment.

In addition to the need to tackle deeply 
ingrained cultural norms, policymakers face sig-
nificant institutional challenges. The MSNP is a 
national roadmap for coordinating—or at a min-
imum, aligning—the many diverse programs and 
activities across sectors, agencies, and actors, oper-
ational at different administrative units, that can 
contribute to eradicating undernutrition. Working 
across sectors, however, will require carefully coor-
dinating and managing many ministries and devel-
opment partners in order to plan, implement, and 
monitor large-scale packages of interventions oper-
ating at the district and subdistrict levels. Nepal 
also faces many gaps in human resources and 
institutional capacity, including staff shortages, 
frequent turnover of frontline workers, and tech-
nical and managerial gaps at all levels. An addi-
tional challenge—and opportunity—has recently 
emerged: to align the multisectoral coordination of 
nutrition efforts with Nepal’s newly adopted fed-
eralist constitution and its emerging decentralized 
governance structures. The new subnational gov-
ernment structures will be tasked with public ser-
vice delivery and broader economic development, 
which are essential for solving the persistent prob-
lem of undernutrition.

Finally, other important nutrition-related top-
ics have yet to be addressed in Nepal. For exam-
ple, anemia among women and children is an even 

more pervasive problem nationally than stunting 
or underweight. Also, the prevalence of overweight 
among children and women of reproductive age is 
rising and will likely continue to do so as urban-
ization and incomes rise; many programs that cur-
rently target undernutrition could also be leveraged 
to prevent overnutrition and noncommunicable 
diseases. Feeding and care of children during ill-
ness remains poor despite its crucial importance 
for reducing child mortality and morbidity. Food 
hygiene and safety are also neglected, as is the role 
of migration in the health and nutritional well-
being of both the migrants and the family members 
left behind.

Despite these challenges, Nepal has an excel-
lent opportunity to sustain and even accelerate its 
nutritional improvements. In the MSNP the coun-
try has not only a roadmap for pursuing a more 
comprehensive and coordinated multisectoral 
nutrition strategy, but also substantial political 
momentum for sustaining its progress and con-
tinuing the important process of decentralizing 
public service delivery. In addition to solidifying 
its political and financial commitments, the chal-
lenge for Nepal will be to effectively operationalize 
the MSNP and other plans and policies support-
ing the nutrition agenda and improve their imple-
mentation, with specific attention to targeting and 
scale-up to further address the persistent public 
health and development burden of maternal and 
child undernutrition.
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Commitments and 
Accountability
Peru’s Unique Nutrition Journey
SIVAN YOSEF AND JAY GOULDEN

PERUVIANS HAVE MUCH to celebrate 
in regard to the rapid progress the country has 
made in reducing malnutrition. In 2013, only 
3.5 percent of children under five years of age in 
Peru were underweight.1 Even smaller propor-
tions—0.5 percent and 0.1 percent—were moder-
ately or severely wasted.2 But the statistic that many 
nutritionists point to when lauding the country as 
a nutrition success is Peru’s rate of childhood stunt-
ing (Figure 14.1). In 2014, 14.6 percent of chil-
dren under five years of age were stunted.3 While 
this rate is not as low as the country’s other nutri-
tion indicators, it reflects a remarkable improve-
ment. Less than a decade earlier, the prevalence was 
twice as high (29.5 percent).4 How was this rapid 
progress achieved—not only at a national level, but 
across all of Peru’s diverse regions, even poor rural 
ones including the Andean Highlands, and even 
amongst the poorest 20 percent of the population?

A first glance suggests that strong economic 
growth may have been the main driver of this dra-
matic change in nutrition. From 2002 to 2010, Peru 
enjoyed a 6.4 percent average annual economic 

growth rate.5 In about the same period, the public 
budget doubled.6 However, an analysis of economic 
performance and fiscal spending alongside changes 
in malnutrition rates by region shows little cor-
relation. Nor is there a direct correlation between 
malnutrition reductions and other factors such as 
urbanization or mining revenues.7 While clearly 
important, economic growth cannot fully account 
for the nutrition transformation.

Closer examination reveals three main factors 
that likely underlie Peru’s successful fight against 
child malnutrition over the past decade.8 The first 
is multisectoral cooperation, with central roles 
played by civil society and national and regional 
levels of government, and the use of “sheltered con-
veners,” that is, actors who can coordinate others 
without being hampered by institutional conflicts. 
The second is political will, underlined by a pledge 
to invest in and prioritize nutrition that has sus-
tained momentum for the fight against malnutri-
tion through multiple political administrations. 
And third is a prevailing commitment to account-
ability that extends from national-level politics to 
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more mundane, day-to-day budgetary processes. 
This chapter looks at the role of these factors and 
the ways they interconnect across Peru’s recent 
journey in nutrition, to help us understand how 
countries can achieve and sustain national- and 
regional-level improvements in nutrition.

Setting the Stage: 1970–2005
Peru’s early years of nutrition policy focused on 
food distribution. In the 1970s and 1980s, the 
country’s efforts on hunger and malnutrition were 
largely limited to food aid, coordinated primar-
ily by nongovernmental organizations (NGOs) 
and two large food assistance programs, Programa 
de Asistencia Directa (PAD or Direct Assistance 
Program), an employment-based program targeted 
to marginalized urban and rural areas, and Vaso de 

Leche (Glass of Milk) targeted to children under 
six years of age. In the 1990s, the National Program 
for Food Assistance managed most of the coun-
try’s food assistance programs, including a net-
work of nearly 20,000 direct feeding sites or soup 
kitchens (Comedores Populares). PAD was even-
tually merged into the National Program for Food 
Assistance along with other food-related programs, 
with the exception of Vaso de Leche.9

By the early- to mid-2000s, Peru was at a cross-
roads. In 2000, Vaso de Leche and Comedores 
Populares comprised nearly 60 percent of Peru’s 
food assistance budget but were having no discern-
ible impact on malnutrition, such as child height.10 
Rates of childhood malnutrition, especially in the 
form of stunting, had been stagnant since 1996—
the slow national rate of decline of 0.3 percent 
per year persisted and rural rates of malnutrition 

Figure 14.1 Child stunting in Peru, 2004–2006 to 2014
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remained unchanged at 40 percent between 1995 
and 2005.11 The prevalence of stunting was among 
the highest in Latin America and the Caribbean, 
7 percentage points above the regional average—
surprisingly high considering Peru’s status as a 
middle-income country that was enjoying the sec-
ond-highest rate of economic growth in the region.12 
Furthermore, only 28 percent of individuals eligi-
ble for services from food assistance programs were 
able to access them.13

In 2001, newly elected President Alejandro 
Toledo launched a broad reform of social policy 
that included guaranteed access to healthcare and 
greater government accountability, promoted the 
Millennium Development Goals, and created insti-
tutional infrastructure for social protection as a 
poverty-reduction strategy. The National Strategy 
for Food Security approved in 2004 was never 
implemented but nevertheless established the orga-
nizational processes that supported a later pov-
erty and nutrition program (CRECER).14 In 2005, 
President Toledo also set up Juntos, a conditional 
cash transfer program designed to reduce poverty as 
well as malnutrition and mortality among children 
and infants. The prime minister’s office was respon-
sible for running this program, which included 
mechanisms to promote intersectoral coordination. 

Under Juntos, households received a monthly trans-
fer of 100 soles (US$30) on condition that they 
keep their children in school, complete health visits 
including prenatal and postnatal visits, and use the 
National Nutrition Assistance Program package 
for children under three years of age.15 Uniquely for 
a social protection initiative, Juntos also provided 
reparations to communities affected by violent con-
flict. Unfortunately, the program did not include 
an impact evaluation framework at its outset, which 
would have facilitated evaluation.16 The program 
expanded rapidly, from serving 110 districts and 
37,000 households in 2005 to 1,140 districts and 
810,000 households in 2012.17

Momentum Builds: 2006–2011
In 2006, momentum increased significantly for 
improving nutrition in Peru. The Child Nutrition 
Initiative (CNI), an advocacy coalition of civil soci-
ety, UN agencies, and donors working on health 
and nutrition, with CARE-Peru in a coordination 
role, was formed. CNI took on a central role in the 
nutrition movement—advocating for making nutri-
tion a key part of all poverty-reduction initiatives, 
promoting greater coordination of external donor 
funding, and publicly monitoring political com-
mitments to nutrition. Rooted in this monitoring 
work, CNI launched a nutrition campaign during 
the 2006 presidential election season that enlisted 
10 presidential candidates to pledge to “5 by 5 by 
5” if elected: to reduce chronic child malnutrition 
by 5 percent in children under 5 years of age within 
5 years. The pledge also included a commitment to 
closing the urban-rural gap in malnutrition rates. 
To our knowledge, this type of high-level advocacy 
on nutrition had never been undertaken before any-
where in the world.

When President Garcia was elected, he went 
a step beyond the “5 by 5 by 5” pledge and, with 
support from CNI, increased the national goal 

Reuters/E. Castro-Mendivil

Peru’s CRECER program aimed to improve nutrition 
during the first 1,000 days of a child’s life.
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for stunting reduction to 9 percentage points over 
5 years. He also set up a temporary strategy team 
(ST-CIAS) to coordinate across ministries and to 
report progress on nutrition directly to the prime 
minister, reflecting the priority given to nutrition.

The new government also created a multi-
sectoral strategy, CRECER (“to grow” in Spanish), 
by executive decree in 2007, managed directly from 
the prime minister’s office. CRECER took the gov-
ernment’s existing portfolio of more than 82 social 
programs and winnowed it down to 26 programs 
focused on poverty and child malnutrition. These 
programs heeded the call of CNI and the Pan 
American Health Organization to go beyond food 
distribution and moved to promote initiatives in 
other sectors considered critical to achieving nutri-
tion gains, such as complementary foods (foods 
other than breast milk or formula fed to an infant); 
water, sanitation, and health; and conditional cash 
transfers. CRECER also focused attention on the 
first 1,000 days of a child’s life, from conception 
to 2 years of age, considered to be the window of 
opportunity for making lifelong nutrition impacts. 
Results-based budgeting was introduced by the 
Ministry of Finance and supported by the World 

Bank, with a nutrition program as one of the first 
priorities (see Box 14.1).

Under a program of decentralization, respon-
sibility for these nutrition-related initiatives was 
devolved to several ministries and to regional and 
municipal governments, in partnership with civil 
society and NGOs, with significant funding sup-
port from the national government and external 
donors. Decentralization was strengthened when 
regional presidents—convened by the govern-
ment with the support of CNI—signed the Lima 
Declaration on Child Nutrition in 2006, which 
aimed to reduce chronic child malnutrition by 
5 percent by 2011. Facilitated by legislation that 
devolved the CRECER agenda to municipal and 
regional governments, CRECER was implemented 
in more than 1,100 districts, targeting the two low-
est poverty quintiles of the population.20 Regions 
and provincial and district municipalities were 
encouraged to develop explicit targets for nutri-
tion, with mixed results.21 Indeed, regional dis-
parities remain large, with some regions suffering 
from stunting prevalence rates as high as 35 percent 
(Huancavelica), while others boast rates as low as 
3.7 percent (Tacna).22 Nevertheless, between 2007 

Box 14.1 Results-based budgeting
The annual budget for the CRECER strategy more than doubled between 2007 and 2011, from 
US$216 million to US$495 million.18 Much of this funding was administered through results-based or 
performance-based budgeting. Beginning in 2008, the Ministry of Economy instituted this approach 
for five programs, including the Joint Nutrition Program, a new nutrition funding mechanism, and the 
Newborn and Maternal Health program. These programs were funded according to activity lines 
that reflected international evidence on effectiveness, and were monitored regularly based on annual 
evaluations. Findings from the evaluations were incorporated into subsequent program reforms. This 
process was a significant one, considering its uniqueness and the scale of funds. Progress was mea-
sured according to the program’s success in achieving planned outcomes and in achieving efficiency 
and equity (spending per household affected). Consensus-based monitoring was undertaken both at 
the national and regional levels and involved the participation of civil society, including women and 
farmer groups. These processes now need to be improved at the municipal level, although there is 
disagreement as to whether municipal governments have the same technical capabilities as regional 
governments to absorb and use funds accountably.19
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and 2012, CRECER-targeted districts experienced 
a 21.4 percentage point reduction in the prevalence 
of stunting in children under five years of age (54.7 
to 33.3 percent), compared to a 10.4 percentage 
point reduction nationally (28.5 to 18.1 percent).23

Many of CRECER’s interventions focused on 
health, with a significant amount of funding also 
going to Juntos. In 2007, Juntos was redesigned to 
include nutrition-related conditionalities, such as 
growth monitoring and promotion.24 An evaluation 
of Juntos in 2012 found that the program reduced 
moderate and extreme poverty gaps among bene-
ficiaries by 14 percent and 7 percent, respectively. 
The household transfer of 100 soles represented 
15 percent of total monthly household consump-
tion, considered moderate compared to other con-
ditional cash transfer programs in Latin America.25 
Beneficiary households consumed 15 percent more 
food items.26 A more recent study found that the 
prevalence of severe stunting was reduced among 
Juntos participants, with a sizeable increase of 0.13 
in height-for-age Z-scores (HAZ or linear growth).27 
Another found that participation in Juntos was asso-
ciated with a 0.43–0.52 increase in HAZ among 
boys aged 7–8, and a 0.60 decrease in body mass 
index-for-age Z-score and 2.7 percentage point 
decrease in overweight among girls aged 7–8.28

Multisectoral coordination also characterized 
this period in Peru’s nutrition journey. CRECER 
was placed within the prime minister’s office, under 
the interministerial Commission for Social Affairs, 
to ensure that CRECER had sufficient political 
and institutional leverage to carry out its mandate, 
in terms of both implementation and evaluation. 
The commission was able to coordinate the nutri-
tion activities of CRECER with ministries such as 
Agriculture, Education, Finance, Health, Woman 
and Development, and Work and Job Creation.29 
CNI continued to release annual progress reports, 
and helped develop national and regional guide-
lines and strategies for presentation to the president, 

prime minister, and ministries. It also launched 
national and local media campaigns around its 
reports and during national and subnational elec-
tions. In 2010, the country joined the international 
Scaling Up Nutrition (SUN) movement.

Nutrition data formed the cornerstone of Peru’s 
renewed commitment to accountability. Annual 
Demographic and Health Surveys provided vital 
information on nutrition trends, and possible 
links between nutrition results and various initia-
tives. The availability of such data on a yearly basis 
was impressive, and the sample sizes were large 
enough to allow for changes to be tracked at the 
departmental level and for large geographic group-
ings, such as urban and rural areas, the Andean 
highlands, and the Peruvian Amazon region. The 
Ministry of Finance also provided line-item data on 
budgeting and expenditures, which were used for 
sophisticated monitoring of equity and efficiency in 
the consensus-based monitoring mechanism.

Testing the Commitment: 2011–2016
A new election cycle in 2011 raised the question, 
would Peru’s commitment to nutrition weather 
a new political administration? Nutrition pro-
ponents within CNI decided to not wait to find 
out: a pre-election campaign was launched once 
again to garner commitments from national and 
regional candidates.

With the election of President Ollanta Humala, 
political will was indeed renewed. Humala set 
new targets of reducing stunting from 23 to 
10 percent and reducing childhood anemia from 50 
to 20 percent, both by 2016. He reorganized the 
administration of nutrition within the government, 
creating a Ministry of Development and Social 
Inclusion (MIDIS) and immediately tasking it with 
coordinating a revised nutrition strategy as part of 
the government’s overall social inclusion strategy—
Incluir para Crecer (Include for Growth). Incluir 

COmmItmENtS AND ACCOUNtAbILItY 129



para Crecer provides interventions throughout the 
life cycle of at-risk individuals, from early child-
hood through adolescence, adulthood, and old age. 
It also seeks to reduce gaps in access to basic social 
services for the vulnerable, and improve the perfor-
mance of public management for social programs 
and services. The new ministry was also responsible 
for five social programs.

The new administration showed an understand-
ing of the key role decentralization was playing in 
Peru’s nutrition fight. With financial assistance 
from the European Community and the World 
Bank, local governments were provided incentives 
in the form of funding increases of up to 50 percent 
for successfully aligning their health and nutri-
tion policies with those of the national govern-
ment, under a conditional transfer program known 
as the Municipal Incentives Plan. While experi-
ence with this scheme has reportedly been posi-
tive, a recent assessment suggested that regional 

governments were often more motivated by a desire 
to maintain good relations with the Ministry of 
Economy and Finance than by financial incentives, 
and that poorer areas and less densely populated 
ones performed worse than more affluent, urban-
ized areas.30 Regions were also given incentives to 
meet region-specific targets. The majority of the 
indicators under the Incentives Plan relate to proj-
ect management, but a few are focused on nutrition 
and health: immunization coverage; growth moni-
toring; iron supplementation for children; and iron/
folate supplementation for pregnant women. As of 
2013, targeted regions have received approximately 
75 percent of the total incentive funds they would 
get for perfect performance.31

Lessons Learned
Peru’s nutrition journey continues today. The coun-
try faces disparities in nutritional status among its 
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A boy gets a height check during a health campaign; Peru cut its rate of child stunting in half in less than a decade.
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regions and between urban and rural areas, par-
ticularly small, remote communities. And iron-
deficiency anemia remains a serious problem.32 
However, Peru’s success in reducing childhood stunt-
ing deserves recognition and provides some lessons. 
The use of sheltered conveners emerges as a critical 
determinant of the country’s success. During the 
2006–2011 administration, for example, Peru del-
egated responsibility for moving nutrition forward 
to a single player—the prime minister’s office—that 
had the leveraging power, sanctioned by the pres-
ident, to convene multiple sectors, mostly free of 
institutional conflicts.33 Strong support for a multi-
sectoral approach that allows for coordinated policy 
interventions and approaches is essential for improv-
ing nutrition. Interestingly, the radical changes in 
Peru’s approach to nutrition took place in a context 
of widespread mistrust of government and other 
public institutions. As of 2008, Peru had much lower 
levels of public confidence in its Congress and politi-
cal parties than neighboring countries (12 percent of 
Peruvians trusted Congress and 11 percent trusted 
political parties compared with the Latin American 
averages of 32 percent and 21 percent, respectively).34 
Also of note was that members of Congress and of 
political parties had very limited knowledge of nutri-
tion policy. On the one hand, this shielded the pro-
cess from political influence and partisanship; on 
the other hand, nutrition initiatives can benefit from 
congressional support, including nutrition legisla-
tion, monitoring of the executive branch, and direct 
accountability to voters.35

Strong buy-in to the idea that nutrition mat-
ters among diverse stakeholders and at high levels, 
including buy-in from presidential candidates and 
government ministries, also likely contributed to 
Peru’s success. The clear and shared narrative on 
nutrition created by the members of CNI, includ-
ing a clear framework of the direct and underlying 
causes of malnutrition, also fostered a strong com-
mitment on nutrition.36 This seemingly simple 

narrative was not only useful for seizing opportu-
nities, such as national elections, but also ensured 
that nongovernmental actors—civil society, donors, 
academic institutions, and UN agencies—were 
coordinated and aligned in their engagement with 
the government. Indeed, joint projects carried out 
by UN agencies and some of the primary civil soci-
ety organizations supported implementation of the 
CRECER and Incluir para Crecer strategies. Such 
coordination seems to be relatively rare. In many 
other countries participating in the SUN move-
ment, there are separate SUN networks for civil 
society, donors, UN agencies, and other sectors 
(such as academia or business), and a clear, shared 
position or approach is not developed.

The Peru case also underlines the importance of 
collecting national and subnational data, allowing 
for timely monitoring of vital nutrition indicators. 
The availability of annual data on results, cover-
age, and financing was critical for enabling a col-
laborative approach to monitoring and to adjusting 
programs as required. High-quality data can flag 
potential problems with program design. An early 
evaluation of Juntos, for example, suggested that 
impacts on diet quality were mixed. Beneficiaries 
were consuming greater quantities of nutritious 
foods such as vegetables (2.86 soles monthly per 
capita expenditure versus 2.52 in control) and 
fruit (2.06 versus 1.40), but also more breads and 
cereals (10.15 versus 8.15) and sugar (3.17 versus 
2.65).37 These numbers suggest that nutritional 
implications need to be more carefully assessed in 
any future redesign of Juntos, especially consider-
ing that obesity in Peru doubled between 1996 and 
2011.38

One challenge that lies ahead for Peru is the 
need to build capacity for implementation and 
monitoring and evaluation at the regional and 
municipal levels.39 The government’s commit-
ment to decentralization and the alignment of 
donor, NGO, and local strategies with the national 
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strategy were key factors in its success. However, 
decentralization combined with results-based bud-
geting meant that districts with better results, usu-
ally those with more NGOs present, received more 
technical assistance. This may have left poor per-
formers lagging further behind. These lagging 
regions and municipalities need greater capacity 

to receive and process nutrition funds, as well 
as to implement programs and comply with tar-
gets. Capacity building will be critical so that Peru 
can sustain its successes in nutrition and increase 
its focus on the geographical and population 
groups where the highest rates of malnutrition are 
now concentrated.
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On the Fast Track
Driving Down Stunting in Vietnam
MEAGAN KEEFE

VIETNAM HAS MADE dramatic progress in 
improving nutrition over the past three decades. 
Following the introduction of Vietnam’s Doi Moi 
(“renovation”) economic policies in 1986, the coun-
try’s economic performance began to improve rap-
idly. By the 1990s, Vietnam was among the fastest 
growing economies in the world. From one of the 
five poorest countries in the world in 1984, Vietnam 
rose to a rank of 167 out of 206 by 1999.1 As the 
country transitioned to a market-oriented economy, 
rapid economic growth was accompanied by a simi-
larly dramatic decline in the poverty rate, which fell 
from nearly 75 percent of the population in 1984, to 
58 percent in 1993, and down to 37 percent by 1998.2 
Economic growth enabled the country to provide 
improved health services, which contributed directly 
to reductions in child malnutrition.3

Major progress was made in reducing stunting 
rates among Vietnamese children under five, par-
ticularly in the mid-1990s, when stunting prev-
alence decreased from 50 percent to 34 percent 
(1993–1998).4 Significant changes were made in 
the health sector as part of the country’s economic 

reforms in this period, including legalization of pri-
vate medical practice, liberalization of the pharma-
ceutical industry, and deregulation of retail sales of 
drugs and medicines, all of which contributed to 
improvements in health services.5 A range of nutri-
tion and health policy initiatives introduced by the 
National Institute for Nutrition in the 1990s likely 
had an impact on child malnutrition too. Programs 
to improve the energy and protein content of diets, 
breastfeeding promotion efforts, salt iodization, 
increased child immunization efforts, increased 
availability of oral rehydration therapy, reduced 
costs of drugs and medical care, and increased 
health insurance coverage of school children all 
likely played a role.6

Vietnam’s rapid economic growth continued 
throughout the 2000s, and by 2014, it ranked as 
the world’s 55th richest nation. Great strides were 
made in poverty reduction as well, with the poverty 
rate reduced to just 2 percent by 2012.7 However, 
despite these achievements, the substantial reduc-
tions in stunting prevalence achieved in the 1990s 
were not sustained in the new decade. The decline 
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in malnutrition was much less than expected, given 
increased household incomes, food price declines, 
and increased agricultural production through-
out the country.8 In terms of nutrition outcomes, 
the prevalence of underweight in children under 
five was reduced significantly, from 32 percent 
to 18 percent between 2000 and 2010, but stunt-
ing prevalence was only marginally reduced, from 
35 percent to 30 percent, during that period.9 
Despite improvements in many health indicators 
over this time, child malnutrition rates lagged 
behind, indicating the need to focus particular 
attention on reducing stunting.10

After this slowdown, progress on reducing 
stunting prevalence resumed at a rapid pace in 2010. 
Stunting prevalence dropped from 29 percent to 
19 percent between 2010 and 2013.11 Although lit-
tle research has looked at what is driving these rapid 

changes, this chapter examines key factors that have 
likely contributed to this accelerated progress.

Successes in Nutrition-Relevant Policy 
and Programming
At least three achievements have likely contrib-
uted to the reduction in child stunting: prioriti-
zation of nutrition by the national government, 
policies designed to improve infant and child feed-
ing practices, and efforts to reduce micronutri-
ent deficiencies.

Prioritizing Nutrition at a National Level
Vietnam’s commitment to reducing malnutrition 
was strengthened by a series of events between 2006 
and 2012. Internally, the first-ever review of the 
National Nutrition Strategy was conducted in 2007 
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To help raise its relatively low rate of exclusive breastfeeding, Vietnam adopted several measures designed to make 
breastfeeding easier.

134 ChAptEr 15



to evaluate progress and inform future strategy. 
A Plan of Action to Accelerate the Reduction of 
Child Stunting in Vietnam was drafted in a coor-
dinated effort to target the country’s child stunt-
ing problems. At the same time, the country hosted 
several high profile international events, including 
the launch of the Lancet Series on Maternal and 
Child Undernutrition and the United Nation’s 
Standing Committee for Nutrition (SCN) Annual 
Conference.12

These events set the stage for an increased focus 
on nutrition for Vietnam both within the coun-
try and internationally. The development of the 
new National Nutrition Strategy in 2011–2012 put 
the spotlight on reducing stunting and on develop-
ment of specific targets for reductions in stunting 
and underweight by 2030. Vietnam also was one of 
the few countries to incorporate the World Health 
Organization’s new indicators into its National 
Nutrition Surveillance System. These indicators 
emphasize infant and young child feeding and sup-
port better monitoring of key nutrition outcomes. 
While highlighting Vietnam’s commitment glob-
ally, these events also served to bring the country’s 
National Assembly into the nutrition discussion 
and to promote the critical importance of nutrition 
issues within the Ministry of Health.13

Implementing Policies to Improve Infant and 
Young Child Feeding
Beyond the new nutrition strategy, Vietnam also 
reinforced its emphasis on nutrition with a series 
of nutrition-sensitive policies. Despite a rela-
tively robust public health system and high usage 
of health services, little specific action had been 
taken to improve infant and child feeding prac-
tices through education and support to mothers. 
Beginning in 2010, Vietnam began to promote 
breastfeeding and to enact policies aimed at increas-
ing knowledge about the importance of breastfeed-
ing and feeding practices for infants and young 

children.14 The 2011–2020 National Nutrition 
Strategy incorporates infant and young child feed-
ing as a critical area for improving nutrition and 
pays specific attention to reducing stunting and 
underweight alongside reducing obesity. Vietnam 
also developed a National Infant and Young 
Child Feeding Action Plan to put the strategy 
into practice.

Because many mothers were turning to breast-
milk substitutes as a result of their work schedules, 
in 2012 Vietnam’s National Assembly voted to 
extend paid maternity leave from 4 to 6 months in 
an effort to reduce this important barrier to breast-
feeding. The National Assembly also expanded the 
country’s ban on advertising of breast-milk sub-
stitutes, which was a critical step in reducing mis-
information about the benefits of infant formula. 
Although Vietnam remains one of the countries 
with the lowest prevalence of exclusive breastfeed-
ing in the region, the rate of exclusive breastfeeding 
for infants under 6 months increased significantly 
between 2011 and 2014, from 17 percent (where it 
had been stalled since 2006) to 24 percent.15 Other 
recent reforms reflecting the government’s focus on 
improving infant and young child feeding practices 
include the introduction of new hospital certifica-
tion criteria (2013), a new national breastfeeding 
code (2014), and a decree on providing lactation 
spaces in workplaces to make them more breast-
feeding-friendly (2015).

Reducing Anemia
Vietnam has also made strides in reducing the prev-
alence of anemia in both women and children over 
the last decade.16 The government prioritized the 
control and prevention of micronutrient deficien-
cies in both its 2001–2010 National Nutrition 
Strategy as well as the current strategy and tar-
geted the prevention of iron deficiency in partic-
ular, which has likely contributed to the progress 
in combatting anemia. With a focus on reducing 
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child malnutrition, the National Plan of Action 
for Nutrition targeted the prevention of iron, vita-
min A, and iodine deficiencies through a range of 
activities, including supplementation, diet diversi-
fication, and food fortification. Although national 
data on vitamin and mineral deficiencies are lim-
ited, Vietnam is currently on course to meet the 
World Health Assembly’s 2025 anemia target and 
may even exceed its target of 6.7 percent prevalence 
by 2025.17

Despite the progress shown in reducing anemia, 
micronutrient deficiencies are still a problem in the 
country, with much of the population at risk for 
zinc, vitamin A, folate, and vitamin B12 deficien-
cies, and the 6–17 month age group particularly at 
risk.18 The low micronutrient and protein content 
of complementary foods typically fed to this age 
group, including rice flour and rice porridge, point 
to the importance of improving child feeding prac-
tices.19 To develop interventions that target exist-
ing deficiencies, better national data on vitamin 
and mineral deficiencies are needed.

In addition to specific interventions to 
improve food diversity and quality, food fortifica-
tion of everyday products—such as rice, soy sauce, 
and fish sauce—is also being explored in Vietnam 
to address some of these critical micronutrient 
deficiencies. A 2003 Ministry of Health decree 
set voluntary fortification standards for a number 
of staple foods and condiments, which prompted 
various initiatives to assess the feasibility of fortifi-
cation in Vietnam.20 Currently, the government is 
working to mandate fortification of salt and wheat 
f lour to better address some key micronutrient 
deficiencies.21

Remaining Challenges
Vietnam still faces nutrition challenges related to 
inequities between groups and rising rates of obe-
sity and overweight.

Inequities
Inequities persist between key vulnerable groups 
(rural, poor, and minority populations) and the 
nonpoor, in terms of both poverty and nutri-
tion.22 Ethnic minorities make up only 15 percent 
of the population in Vietnam but account for 
nearly half the remaining poor in the country.23 
Similarly, children of rural households, poor 
households, and ethnic minority backgrounds 
are significantly more likely to be malnourished. 
Across the 63 provinces, the prevalence of stunt-
ing ranges from 7 percent to 40 percent, suggest-
ing that the improvements taking place in the 
country are still failing to reach the rural poor 
and minorities.24 Improving nutrition policy 
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Vietnam is exploring the idea of fortifying everyday foods 
like fish to help address micronutrient deficiencies.
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implementation at the local level and addressing 
these inequities is critical to reducing malnutri-
tion in these vulnerable groups.25

As the central government has begun to 
decentralize, turning more authority over to the 
provinces to fund and carry out district- and com-
mune-level activity, Vietnam has experienced dif-
ficulties in translating national policy into service 
provision and action at the local level.26 While 
planning at local levels should theoretically allow 
for tailoring of targeted plans and specific nutri-
tion actions to local contexts, the current top-down 
approach does not allow for provincial-level deci-
sion making on goals, priorities, or funding deci-
sions.27 Some evidence suggests that the relatively 
unsuccessful decentralization process is actually 
increasing inequities between provinces, through 
inadequate targeting of interventions and insuffi-
cient budgets.28 Decisions are still made within the 
largely centralized ministerial structure in Hanoi. 
To achieve further success in reducing malnutrition 
in Vietnam, it will be critical to build capacity for 
subnational planning and implementation of nutri-
tion policy—through data-driven processes that 
can be tailored to local contexts.29 A strategic multi-
year approach to nutrition policy could potentially 
strengthen the subnational planning process and 
address the difficulty of translating national policy 
into action at the local level.30

Rising Obesity and Overweight
With Vietnam’s rapid economic development 
and urbanization, overweight and obesity prob-
lems have begun to emerge alongside the country’s 
undernutrition challenges. This dual burden of 

malnutrition can be seen in children, adolescents, 
and adults, with higher prevalence of overweight 
in urban areas.31 At the national level, prevalence 
of overweight and obesity among adolescents 
was 6 percent and 1 percent, respectively, in 2013. 
In Ho Chi Minh City, however, prevalence has 
been found to be much higher, and was already at 
18 percent and 3 percent, respectively, by 2010.32 As 
Vietnam continues its battle against undernutrition, 
it will need to acknowledge the emerging pub-
lic health challenge of overweight and obesity and 
ensure that its nutrition policies address the dual 
burden of malnutrition.

Conclusion
Vietnam has firmly established malnutrition on 
the national agenda. Nutrition successes have been 
achieved in a rapidly changing environment, pro-
viding an example of the progress that can be 
made with a harmonized approach, key nutrition-
sensitive legislation, and coordinated development-  
partner initiatives complemented by socioeconomic 
development. With its National Assembly enact-
ing nutrition-relevant policies and laws and the 
National Institute for Nutrition putting nutri-
tion-specific initiatives into place, Vietnam has 
made tackling malnutrition a priority. Rapid accel-
eration in the reduction of stunting over the last 
four years shows that Vietnam’s approach works. 
Sustaining this progress now depends on improving 
subnational nutrition planning and implementing 
targeted nutrition interventions, while address-
ing existing inequities and the growing challenge 
of obesity.

ON thE FAst trACK 137





Agriculture, WASH, and 
Safety Nets
Ethiopia’s Multisector Story
ANDREA WARREN

OVER THE PAST 25 years, Ethiopia has made 
remarkable headway in addressing the country’s 
nutrition situation. Despite ongoing challenges, 
significant progress has been made toward meet-
ing the United Nations Millennium Development 
Goals, including halving child mortality, dou-
bling the number of people with access to clean 
water, and quadrupling primary school enrollment. 
Ethiopia is also on track to eradicate extreme hun-
ger and poverty.1 The country was one of the top 
five performing countries in the 2000s in terms 
of reducing stunting by reducing its prevalence 
from 57.4 percent in 2000 to 44.2 percent in 2011, 
although levels remained high at 40.0 percent in 
2014.2 The same 2014 Demographic and Health 
Survey found that a further 9 percent of children 
younger than 5 years old experience wasting, and 
only 4 percent of children meet the standards 
for a minimal acceptable diet (a World Health 
Organization [WHO]/UNICEF indicator for 
complementary feeding).3 Significant regional dif-
ferences persist, with the highest rates of stunt-
ing (52 percent) found in Amhara and the lowest 

found in Gambela (27 percent) and Addis Ababa 
(22 percent). Overall, stunting is more prevalent in 
rural (46 percent) than in urban areas (36 percent).4

The Government of Ethiopia has been pro-
active in addressing the myriad determinants of 
undernutrition. Programs, strategies, and part-
nerships developed since at least 2005 reflect a 
consideration of both immediate determinants, 
addressed through “nutrition-specific” interven-
tions, and underlying determinants, addressed 
through “nutrition-sensitive” interventions.5 More-
immediate determinants, including health status 
and nutrient intake, are addressed through the gov-
ernment’s National Health Extension Program, 
which has expanded rapidly since 2003 and works 
to address knowledge gaps pertaining to nutri-
tion at the household level.6 The government’s 
Community-Based Nutrition Program is another 
initiative addressing the more immediate determi-
nants of poor nutrition using community-based 
child growth monitoring and directly engaging 
communities through nutrition education.7 In addi-
tion, the government is working to fortify wheat 
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flour through a Feed the Future–supported public-  
private partnership known as the African Alliance 
for Improved Food Processing.8 The govern-
ment also works with UNICEF and the Global 
Alliance for Improved Nutrition (GAIN) on the 
Universal Salt Iodization Partnership.9 The govern-
ment developed the National Nutrition Program 
(NNP) (2013–2015), which outlined a comprehen-
sive range of both nutrition-specific and nutrition-
sensitive approaches to addressing undernutrition. 
A key feature of the program, now extended to 
2020, has been its emphasis on developing explicit 
multisectoral linkages and initiatives to address 
inadequate nutrition.10

Significant progress has also been made toward 
addressing the underlying determinants of under-
nutrition, including education, sanitation, and food 
security. Government expenditures on education 

increased from 8.8 percent to 16.7 percent, and 
social protection program expenditures grew from 
7.0 percent to 19.8 percent between 2000 and 
2010.11 Widespread efforts to end open defecation 
have been implemented through government sys-
tems for more than a decade.12 The government 
recently introduced explicitly nutrition-sensitive 
provisions into its Productive Safety Net Program 
(PSNP).13 As will be discussed further in the fol-
lowing sections, the PSNP is a large national social 
protection program administered by the Ministry 
of Agriculture and dedicated to improving food 
security among the most vulnerable people in the 
country. Discussion has recently centered on ways 
of incorporating nutrition into other flagship agri-
cultural programs. For example, the Agricultural 
Growth Program, which focuses on increasing 
crop production in high-production areas, recently 
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Nutrition-sensitive agriculture programs have played a large role in Ethiopia’s nutrition improvements.
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undertook a pilot study to assess potential nutrition-
sensitive pathways for its 2016–2020 phase.14

Working with international partners, the Gov-
ernment of Ethiopia developed a Comprehensive 
Africa Agriculture Development Programme 
(CAADP) compact, which is a plan to reduce hun-
ger through agricultural development to which 
other countries in Africa have committed. The gov-
ernment participates in global forums attendant to 
the CAADP, including the New Alliance for Food 
Security and Nutrition.15 Additionally, Ethiopia 
was one of the first (“early riser”) members of the 
Scaling Up Nutrition (SUN) Movement when it 
joined in 2010. Since 2008 several working groups 
and technical committees concerned with address-
ing food security and malnutrition have been set 
up, including the UNICEF/UK Department for 
International Development (DFID)–convened 
Nutrition Development Partner Group and the 
Ethiopian-initiated National Nutrition Task Force 
and National Nutrition Coordinating Body.16

Despite the recent development of both nutri-
tion-specific and nutrition-sensitive programs, pol-
icies, and frameworks, it may be argued that the 
most significant contributions to reductions in 
stunting nationwide have come from the inciden-
tally nutrition-sensitive effects of growth in the 
agricultural sector, along with widespread improve-
ments in sanitation.17 Headey hypothesized, based 
on the limited data available, that growth in the 
agricultural sector may correspond to some increase 
in basic food security, which may be partly respon-
sible for the overall trend toward reduced stunting 
observed since 2000.18 Indeed, food production 
per capita has steadily increased, growing an aver-
age of 1.9 percent per year from 2002 to 2007 and 
3.3 percent per year from 2007 to 2012, along with 
total agricultural production per capita, which 
grew 2.1 percent per year from 2002 to 2007 and 
3.1 percent per year from 2007 to 2012.19 Cereal 
crop yields have also risen quickly since 2008 

relative to the rest of the continent. Sanitation 
improvements (particularly reductions in open def-
ecation) were associated in recent analyses with 
reductions in anemia in pregnant women.20 This 
improvement in maternal health in turn is associ-
ated with increased birth size, making sanitation 
one of the potential factors driving observed stunt-
ing reductions between 2000 and 2010.21 The push 
to implement improved sanitation has been a nota-
ble policy success story, as will be discussed in the 
following sections.

This chapter uses household interviews to con-
tribute to a discussion of improvements in agricul-
ture and sanitation and their possible effects on 
lives and livelihoods at the community level. The 
discussion of agricultural improvements pays par-
ticular attention to nutrition-sensitive recent efforts 
in the study area (though these efforts were not 
termed “nutrition sensitive” at their inception). 
The discussion of sanitation describes in detail the 
strong commitment to implementing improved san-
itation countrywide and identifies areas for ongoing 
improvements. Looking to the future of nutrition, 
we discuss the changes being made to the country’s 
PSNP—a flagship government-led social protec-
tion program under the Ministry of Agriculture 
that is concerned primarily with alleviating food 
insecurity and preventing asset depletion for the 
most vulnerable households.22 Recent changes to 
the program to make it explicitly nutrition sensitive 
demonstrate positive momentum toward improv-
ing nutrition and serve as evidence that nutrition 
is making its way into the policy mainstream. We 
conclude by discussing lessons learned from the dif-
ferent programs in place.

Background and Setting
The original data discussed in the following sec-
tions derives from research conducted for Stories 
of Change, a Transform Nutrition project designed 
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to narrate the changes surrounding nutrition pro-
gramming in several countries with high burdens 
of undernutrition. The research team conducted 
30 in-depth, semistructured qualitative interviews 
with a sample of households practicing rain-fed sub-
sistence agriculture in the zone of Wolaita, located 
in the Southern Nations, Nationalities, and Peoples 
Region (SNNPR) of Ethiopia. All households were 
chosen from a single village in one kebele (the low-
est unit of government administration) to better 
assess shared experiences of changes in the commu-
nity over time (Figure 16.1).

Agricultural Growth and Nutrition
Improvements in agricultural production nation-
ally have been one of the three major drivers of eco-
nomic growth in Ethiopia since 2004, along with 
investment in the public sector and an expansion 
of the service sector.23 The agriculture sector aver-
aged 7.6 percent growth per year between 2004 
and 2014. Within the agriculture sector, crop pro-
duction has seen the greatest growth per year—
8.8 percent on average—and accounts for one-third 
of all GDP growth. The widespread distribution 
of improved seed and fertilizer is claimed to have 
been one of the most significant drivers of overall 
increases in crop production.24 Notably, the govern-
ment has invested significantly in environmental 
rehabilitation in degraded areas using physical labor 
from the public works arm of the PSNP, though 
this has not necessarily been a major driver of crop 
production nationally.25

The village under study was located on rocky, 
mountainous terrain that could be termed a less- 
favored area.26 While villages less than 20 kilome-
ters away had experienced rapid and significant 
improvements in agricultural productivity from 
the use of improved inputs over the past five years 
and were able to introduce irrigation, this area had 
undergone a progressive decline in soil fertility and 

water retention owing to extensive erosion and a 
lack of watershed management.27 The issue of land 
degradation was compounded by dwindling farm 
sizes, with the majority of the study sample farming 
0.5 hectare or less.

A recent initiative for environmental rehabilita-
tion and watershed management halted the decline. 
Measures such as improved terracing, trenches, and 
bunds had been introduced, along with a World 
Bank–funded project to replant forests at the top 
of the mountain. The government had also been 
intensively promoting the use of improved seed 
and fertilizer through the agricultural extension 
service, and extension agents (known as develop-
ment agents or DAs) began making regular visits to 
households despite the remoteness of the area.

Farmers reported that the environmental reha-
bilitation initiatives and efforts to increase crop 
yields had intensified since 2010. Much of the path-
way between agriculture and nutrition appeared to 
consist of leveraging agriculture as a source of food, 
with less consideration being given to the issue of 
dietary diversity.28 Nonetheless, farmers were quick 
to mention the benefits of recent agricultural pro-
grams to their crop yields and household food secu-
rity. Several farmers reported that crop yields had 
doubled as a result of increased application of fer-
tilizer, improved seed, and improved soil and water 
conservation techniques, though yields remained 
low relative to nearby kebeles owing to the recent 
history of land degradation and small farm sizes. 
Many noted that they were better able to meet their 
household food requirements, though all respon-
dents had difficulty meeting all of their consump-
tion needs through farm activities alone. Farmers 
suggested that the emphasis on production was 
beginning to shift toward an acknowledgment of 
the importance of consumption patterns. Several 
households reported that DAs had started advising 
them to grow and consume a variety of fruits and 
vegetables where possible.
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The events in the study area over the past sev-
eral years illustrate the thoroughness of the gov-
ernment’s approach to agricultural intensification. 
Although parts of the country could benefit from 
the direct application of fertilizer and improved 
seed, Ethiopia is home to a vast array of land-
scapes and climatic zones, making a one-size-fits-all 
approach to agriculture impractical. To illustrate, 
a village representative from an adjacent kebele 
with fewer erosion and soil degradation problems 
reported that the use of fertilizer and improved 
seed had allowed households in that area to meet 
close to 100 percent of their consumption needs 
through farming.29 This area’s unique needs had to 
be addressed through environmental rehabilitation 
efforts before the benefits of modern inputs could 

be realized. According to farmers, the physical con-
servation measures had made the effective applica-
tion of improved seed and fertilizer possible.

Sanitation
Change was stirring nearly 10 years before environ-
mental rehabilitation took place, this time related 
to sanitation. In 2007, the Water and Sanitation 
Program30 described a reportedly successful effort 
in the region from 2003 onward to promote “small 
doable practices” to improve sanitation and hygiene, 
emphasizing latrine-building and hand-washing 
at critical times. Households in the area reported 
that it took them several years to fully accept the 
idea of sanitation and hygiene, but with the strong 

Figure 16.1 Administrative regions of Ethiopia
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commitment of the government, eventually all 
households reported that they had built pit latrines 
and adopted more hygienic practices. The study 
area was unique for its strong record in promot-
ing improved sanitation and hygiene practices. At 
the district level, this area had recently received a 
Certificate of Excellence in water, sanitation, and 
hygiene from the federal government.

In the early 2000s, the government shifted 
from a curative to a preventative approach to 
healthcare. Sanitation, seen as one of the key 
low-input, high-impact interventions, was 
embraced as a cost-effective fit for the govern-
ment’s tight budgetary constraints.31 In the 
SNNPR, a high-impact approach advocated by 
John Snow International and USAID, combined 
with elements from the successful Community-
Led Total Sanitation (CLTS) program, was piloted 
in 20 districts before being scaled up to the entire 
region. Notably, the “small doable practices” 
approach promoted by CLTS was consonant with 
discussions with households: that is, incremen-
tal, practical changes should be made first. Project 
implementers highlighted the SNNPR as one of 
the more successful regions in which this approach 
was implemented.32 Households reported anecdot-
ally that they had noticed a decrease in diarrheal 
diseases in their children, a change potentially 
supported by national Demographic and Health 
Survey data suggesting that sanitation has an 
important effect on child growth outcomes.33

The push to implement improved sanitation had 
strong government support, and commitment was 
apparent at all levels of government, including ded-
icated budgetary support. National implementa-
tion was facilitated by clear hierarchical structures 
in place from the federal to the ground level, which 
ensured knowledge dissemination and account-
ability.34 To implement health programming and 
disseminate knowledge thoroughly at the com-
munity level, the government’s National Health 

Extension Program relied on what are known as 1:5 
and 1:30 networks, in which one household acts as 
lead knowledge disseminator for five others, which 
are then organized into groupings of six or more, 
to form the larger 1:30 networks, also overseen 
by one leading household.35 Latrine-building and 
hygiene initiatives were implemented and scaled up 
through the government’s existing National Health 
Extension Program with support from interna-
tional nongovernmental organizations and donors, 
including John Snow International and the Water 
and Sanitation Program.36

At the community level, ownership of latrines 
is now widespread, albeit not all are up to a sat-
isfactory standard. Based on their positive expe-
riences in their own homes, some respondents 
suggested that as a next step, constructing pub-
lic latrines would benefit the community. While 
official project reports suggest generally positive 
outcomes in the SNNPR, an independent study 
of water and sanitation in the Shebedino district 
of the SNNPR concluded that implementation of 
project activities was overly supply-driven, and the 
limited community participation in planning and 
decision making led to unsatisfactory outcomes.37 
For example, only 37 percent of study respondents 
had a ventilated improved pit latrine, and only 
27 percent considered their latrine complete, with 
walls, f loor, and roof. Furthermore, follow-up 
and continued health education have reportedly 
been absent in the study area. This omission is 
echoed by concerns regarding sustainability and 
ownership discussed in Baye38 and in a brief by 
the Water and Sanitation Program,39 and is part 
of the issue of lack of monitoring around sani-
tation and hygiene programs identified by Plan 
International40 and in a more recent report by the 
Water and Sanitation Program.41 Given the poten-
tial importance of sanitation for improving nutri-
tion outcomes, ongoing attention should be given 
to these issues.
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Future Directions: The Productive 
Safety Net Program
Ethiopia’s PSNP began in 2005 as a way to focus 
and coordinate repeated appeals for humanitarian 
aid to alleviate drought-related crises. When the 
program was introduced, it represented a marked 
shift in perspectives on poverty and vulnerability, 
seeking to build resilience among the most vulner-
able households and to reduce poverty over time. 
Donors coalesced around these ideas, and the pro-
gram, which was government led and implemented 
largely through government structures, began oper-
ating as a cash or food transfer program in the 
country’s historically vulnerable districts. It is now 
one of the largest social protection programs in 
Africa south of the Sahara.42 Since 2005, the PSNP 
has played an important role in improving food 
security for its beneficiaries as well as serving as a 

platform for disseminating improved agricultural 
technology and developing rural infrastructure.43

In its previous three phases, the program 
reached nearly 8 million of the most vulnerable 
individuals.44 The program is designed to help 
beneficiaries get through the lean season without 
depleting household assets. Beneficiaries partici-
pate in public works activities in exchange for food 
or cash transfers for part of the year. If physically 
unable to work, beneficiaries may receive direct 
support. To achieve a more holistic approach to 
reducing poverty and increasing resilience, targeted 
livelihood packages were added on through the 
Household Asset Building Program.45 Nutrition-
sensitive provisions were added to the third phase 
of the program. For example, descriptions of pos-
sible linkages between the PSNP and the National 
Health Extension Program were provided, and the 
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Better sanitation and hygiene in Ethiopia appear to have boosted children’s growth.
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list of eligible public works was expanded to include 
attending classes for nutrition education. However, 
capacity constraints and a lack of guidance and 
monitoring are claimed to have prevented most of 
the provisions from being fully realized.46

The changes to the PSNP, which went into 
effect in June 2015, will attempt to explicitly tie 
agriculture and health efforts together with a 
unified vision for improving nutrition outcomes 
nationwide through nutrition-sensitive program-
ming. A social protection program at its core, the 
PSNP also serves as a space for experimentation 
and innovation in improving food security, eco-
nomic status, and overall well-being. Over the 
course of its fourth phase (PSNP4, 2016–2020), 
the program aims to roll out nutrition-sensitive 
interventions and services as part of its normal 
operations and to put in place appropriate indi-
cators and monitoring mechanisms to facilitate 
implementation.47

Among other measures, PSNP4 will renew 
the focus on multisectoral coordination to effec-
tively implement nutrition-sensitive measures 
and increase monitoring capacity to ensure 
accountability. These changes will include stron-
ger linkages with the Ministry of Health to con-
nect clients with health services. In partnership 
with the health sector, behavior-change commu-
nication materials focusing on nutrition will be 
developed, and clients will be given the option to 
replace a portion of their public works obligations 
with behavior-change communication.48 Pregnant 
women will immediately be transferred to direct 
support, which they will receive for up to one year 
after they give birth. Targeting criteria will be 
increasingly sensitized to “nutritionally vulnera-
ble” households, such as those with pregnant or 
lactating women. Public works will be made more 
sensitive to gender and feature reduced physical 
requirements for women. Households with tempo-
rary nutrition emergencies will be considered for 

temporary inclusion. PSNP4 will also renew its 
focus on livelihood development and support but 
with a nutrition-sensitive spin.49

As a new frontier for promoting nutrition and 
an important space for innovation and experimen-
tation, the results of PSNP4 will provide lessons 
and examples of how agriculture and nutrition can 
be linked through social protection programming.

Conclusions and Lessons Learned
In this chapter, we highlighted and discussed agri-
cultural growth, sanitation, and the PSNP as exam-
ples of “stories of change” around nutrition in 
Ethiopia. The first two topics represent a cascade 
of interventions that demonstrate commitment 
and coherence from the federal to the ground level, 
although limited community participation in deci-
sion making on sanitation investments detracted 
from achieving full benefits. They also illustrate 
the importance of nutrition-sensitive interventions 
for improving livelihoods and living conditions as 
well as setting the stage for further improvements 
in health, food security, and economic growth. 
The changes to the PSNP are an important step 
toward advancing nutrition in development agen-
das more broadly and suggest the future directions 
and potential staying power of nutrition in non-
traditional or multisectoral contexts.

Until recently, agricultural programs focused 
largely on the sectoral mandate of increasing food 
production, while giving less attention to the con-
sumption aspect. Farmers reported that this empha-
sis, too, was changing, with the recent advice from 
DAs to grow and consume a variety of fruits and 
vegetables. Increases in crop production do not 
inevitably translate into better nutritional out-
comes in the immediate term but can lay the foun-
dation for more diversified pathways between 
agriculture and improved nutrition to come. 
Further research is needed to fully describe these 
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potential sequences and linkages, particularly in 
marginal or less favored areas.

Lessons from the record of implementing sanita-
tion improvements in Ethiopia are twofold. While 
improved sanitation appears, based on prelimi-
nary results, to have had a significant impact on 
improving child growth outcomes, research and 
evaluation reports indicate that greater commu-
nity participation, more dedicated follow-up, and 
monitoring and evaluating such programs are nec-
essary to achieve even greater impact and to sustain 
recent progress.

The changes to the PSNP are significant and 
have the potential to serve as a model for other 
countries interested in sensitizing social protec-
tion programs to nutrition. The program, however, 
reaches only 11 percent of the population and tar-
gets those most vulnerable to food insecurity.50 For 
the rest of the population, a continued emphasis 
on the quality and reach of agriculture and health 
service provision will be important to drive further 
improvements in overall well-being.

Currently, inhabitants of the study area are not 
asking for more health or agricultural informa-
tion as the road to health and well-being; instead, 
they are asking for tangible roads to be built in 
their area. Investment in rural infrastructure and 
transportation networks has consistently been one 

of the major drivers of economic growth in high- 
potential agricultural areas. Moreover, research 
on investments in rural infrastructure in India 
demonstrated that road building in low-poten-
tial, rain-fed areas alleviated poverty much more 
significantly than did similar investments in high-
er-potential areas.51 Recent research in Ethiopia 
indicating that access to markets is a key determi-
nant of children’s diets also highlights the impor-
tance of seeing nutrition through multiple lenses.52 
This perspective points to the need to consider new 
pathways to engage support and interest in improv-
ing nutrition from a wide range of stakeholders as 
well as to broaden the horizon for what “counts” as 
nutrition sensitive.

An important takeaway of the research for 
Stories of Change is that the success of a single 
nutrition-specific initiative (such as dietary sup-
plementation or the promotion of proper infant 
and young child feeding practices) is conditioned 
on meeting ongoing, deeper-rooted challenges to 
livelihoods, food security, and health. Nutrition-
sensitive interventions have the potential to go 
much further to address the underlying determi-
nants of undernutrition. Not only are both types 
of intervention needed to generate significant and 
sustained impacts, but they are likely to be mutu-
ally reinforcing.
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25 Years of Scaling Up
Nutrition and Health Interventions in Odisha, India
PURNIMA MENON, NEHA KOHLI, MARA VAN DEN BOLD, ELISABETH BECKER, 
NICHOLAS NISBETT, LAWRENCE HADDAD, AND RASMI AVULA

ODISHA, A STATE of 42 million people in east-
ern India, is one of the poorest in the country. It 
has faced many development challenges over the 
years, including insurgent movements, large pock-
ets of extreme deprivation among scheduled tribe 
communities,1 social disparities, and natural disas-
ters, as well as a relatively late fiscal turnaround (in 
2004–2005) in comparison with other states. Yet 
Odisha has made significant progress in reducing 
child undernutrition—less than India as a whole, 
but more than many other richer states. How has it 
achieved this progress?

Data from three rounds of India’s National 
Family Health Survey (NFHS) and the Rapid 
Survey on Children (RSOC)2 show that, in Odisha, 
the proportion of stunted children younger than 
3 years of age fell from 49 percent to 44 percent 
between 1998–1999 and 2005–2006 (com-
pared with an all-India decline from 51 percent 
to 45 percent during the same period). Between 
2006 and 2014, stunting among children younger 
than 5 years in Odisha fell from 45 percent to 
38 percent (compared with an all-India decline 

of 48 percent to 39 percent). The rate of stunting 
decline in Odisha has accelerated from 1.8 percent 
a year to 2.1 percent a year in the past 10 years, but 
it remains slower than the all-India rate of decline. 
This lag is unsurprising, given the challenging con-
ditions in Odisha. Nevertheless, Odisha’s rate of 
decline in childhood stunting is at least three times 
the rate of decline in other similarly poor states, 
such as Bihar.3 Not all nutrition indicators showed 
such advances: anemia rates among children and 
pregnant women increased or remained stagnant in 
Odisha between the early 1990s and the mid-2000s, 
hovering between 60 and 70 percent.

In 2005–2006, Odisha’s undernutrition lev-
els were close to those of the state of Gujarat, 
which is richer and better endowed. That same 
year, Odisha’s performance on delivering health 
services and Integrated Child Development 
Services (ICDS) interventions was among the 
best in India, ranking below only one other state.4 
More recently, data from 2014–2015 showed 
that Odisha had outpaced richer states, such as 
Gujarat, Madhya Pradesh, and Uttar Pradesh, in 
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several areas. Odisha had better nutrition out-
comes, such as stunting levels. It performed bet-
ter in terms of immediate determinants, such as 
infants 6–8 months old receiving solid, semisolid, 
or soft foods and minimum dietary diversity during 
complementary feeding. And it had greater cov-
erage of nutrition-specific interventions, such as 
mothers of children younger than 3 years old who 
received three or more antenatal care checkups and 
children 12–23 months old who were fully immu-
nized.5 A recent analysis of nutrition progress across 
states in India explicitly recognized Odisha as a 
leading state for nutrition-relevant social sector pro-
grams, including those targeting health, nutrition, 
and food security. The authors of that paper called 
Odisha a “positive deviant in nutrition policy-
making” in areas related to nutrition.6 Given the 
unusual emphasis on nutrition policy making for 

a poor state such as Odisha, we sought to conduct 
a Stories of Change study there to understand the 
drivers of success in establishing supportive social 
policies and scaling up effective programs for health 
and nutrition.

This chapter seeks to explain how changes in 
the delivery of nutrition-specific programs (specif-
ically the ICDS) and the National Rural Health 
Mission (NRHM) came about over time in Odisha. 
We also aim to identify the policy and program-
matic factors that enabled the changes in these 
important programs over time, drawing on diverse 
sources of data, including interviews with present 
and former officials and stakeholders involved in 
designing and implementing nutrition and child 
health policies and interventions.7 While we argue 
in this chapter that the continuity of key actors in 
Odisha—rather unique in India—is an asset, we 
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A mother reads the latest advice on how to feed children from the health information wall in her village.
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recognize that relying on such sources for assessing 
performance potentially entails a conflict of inter-
est. Thus, we used a recent framework for scaling 
up the impact on nutrition to ground our analy-
sis of these factors.8 Because child-level data on the 
nutritional status of children in 2014–2015 are still 
not available for analysis for Odisha—or indeed, for 
any other state in India—we restricted our use of 
quantitative data to reporting statistics rather than 
performing an empirical econometric analysis.

Nutrition-Specific Interventions, 
Programs, and Policies in Odisha That 
Target Children’s First 1,000 Days
Nutrition and health services in Odisha have been 
delivered primarily through the nationwide ICDS 
program and the health system. Our review of avail-
able data shows that, during the 25-year period 
from 1991 to 2015, coverage of antenatal care, insti-
tutional deliveries and assisted births, immuniza-
tion, vitamin A supplementation, and the use of key 
ICDS services all went up in Odisha (Table 17.1). 
For some of these services, improvements in cov-
erage were substantial. Despite variability across 
the state in these improvements and the continu-
ing challenges of providing services in tribal areas, 
evidence also suggests that intervention coverage 
became more equitable.9

Trends in the Focus and Shape of Health and 
Nutrition Policies and Programs over Time

HEALTH INTERVENTIONS (1990–2015)

Odisha started health sector reforms in the early 
1990s, with support from key development part-
ners. As early as 1995, India launched National 
Immunization Days to address polio in particular; 
Odisha also carried out “Pulse Polio” days—specific 
campaign days only for polio vaccination. These 
efforts expanded into a national initiative called 

the Reproductive and Child Health Programme 
in 1997, which aimed to deliver an integrated pack-
age of health and nutrition services for pregnant 
and lactating women, children, and adolescents. In 
2001, the state launched the Infant Mortality Rate 
(IMR) Mission, ramping up efforts to reduce the 
IMR.10 As part of this effort, Odisha emphasized 
implementation of antenatal care and newborn 
care.11 In addition to strengthening the implemen-
tation of existing interventions, the mission intro-
duced interventions to prevent malaria among 
pregnant women and incentives to promote insti-
tutional deliveries.12 The state government also 
developed a vision document for health in the 
early 2000s.

Over the past decade, especially between 2004 
and 2015, the state health delivery system experi-
enced major enhancements with the launch of the 
State Health Mission in 2005 under the NRHM. 
Under the NRHM, the budgetary outlays for pub-
lic health increased, a new cadre of health work-
ers including accredited social health activists was 
appointed, a conditional cash transfer scheme 
(Janani Suraksha Yojana) to incentivize institu-
tional deliveries was introduced, and nutrition 
rehabilitation centers for facility-based treatment 
of severely acutely malnourished children were 
launched in 2005–2006.13 The goal of the mission 
was to reduce the IMR, the maternal mortality rate 
(MMR), and the total fertility rate by strengthen-
ing reproductive and child health services.

Odisha also strengthened the delivery of its 
immunization program, rolled out a vitamin A sup-
plementation campaign during 2005–201014 and 
adapted the national guidelines for Village Health 
and Nutrition Days, renaming it the Mamata 
Diwas—a single platform for delivering multi-
ple maternal and child nutrition interventions. In 
addition, guidelines were released for screening 
and identifying severely malnourished children 
under age 5 for treatment at rehabilitation centers 
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Table 17.1 Changes in nutrition and health outcomes, immediate determinants, and interventions in Odisha state and 
India, various periods, 1990 to 2015

Outcome indicator

Study timeline

1990–1995 1995–2000
2000–
2005 2005–2010 2010–2015

Survey data periods

1992–1993a 1998–1999b 2005–2006c 2013–2014d

India Odisha India Odisha India Odisha India Odisha

Stunting (%)e NA 51 51 49 NA 45 (48) 44 (45) (39) (38)

Wasting (%)e NA 28 20 30 NA 23 (20) 24 (20) (15) (18)

Infant mortality rate 79f 112f 68f 81f NA 57f 65f NA 56g

Maternal mortality rate 437h NA 540 NA NA NA NA 178i 230g

Women with body mass index 
< 18.5 kg/m2 NA NA 36 48 NA 36 41 NA 30j

Women aged 15–49 yrs. with 
anemia (%) NA NA 52 63 NA 56 63 NA 77j

Children (aged 6–35 mos.) 
with any anemia (%) NA NA 74 72 NA 79 74 NA NA

Children (< 3 yrs.) breastfed 
within 1 hr. of birth (%)k 10 18 16 25 NA 24 54 45k 73k

Children (< 6 mos.) exclusively 
breast-fed (%) NA NA NA NA NA 46 50 65 69

Children receiving solid/semi-
solid food and breast milk (%) 31 30 34 30 NA 56 68 51l 56l

Children (0–59 mos.) with diar-
rhea in the past 2 weeks (%) 10m 21m NA NA NA 9 12 7 9

Children (< 5 yrs.) with diar-
rhea in the past 2 weeks who 
received ORS (%)

18n 17n 27n 35n NA 26n 41n 54 71

Women received/bought iron–
folic acid supplements during 
pregnancy (%)

51 50 58o 68o NA 65 83 31p 45p

Mothers who had ≥ 3 antenatal 
care visits for previous birth (%) 44 35 44 48 NA 52 62 63 75

Receipt and use of ICDS 
supplementary nutrition during 
pregnancy (%)

NA NA NA NA NA 21 45 41 61

Births in a health facility (based 
on past 2 births in the 3 yrs. 
prior to survey) (%)

26 14 34 23 NA 41 39 79 81

Receipt and use of ICDS 
supplementary nutrition during 
lactation (6 mos. after birth) (%)

NA NA NA NA NA 17 40 42 77

Children (12–23 mos.) fully 
immunized (%) 36 36 42 44 NA 44 52 65 62
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on a designated day in a month (Pustikar Diwas). 
Between 2011 and 2013, the state launched three 
nationally driven initiatives that included free 
transportation for institutional delivery (the Janani 
Express);15 medical care and other facilities for preg-
nant women and sick newborns (Janani Shishu 
Suraksha Kayakaram); and early detection and 
treatment of physical problems in children younger 
than 18 years.16

Taken together, all these state-level initiatives 
over the years have built on national health initia-
tives. They have summed up to create an overall 
set of services to support better maternal and child 
health, mostly with a focus on reducing mortality.

ICDS INTERVENTIONS (1990–2015)

The ICDS program, which began in October 1975, 
was designed to deliver services to pregnant and lac-
tating women, children younger than 6 years old, 
and adolescent girls through the anganwadi centers 

(AWCs). The services include supplementary nutri-
tion, health education, immunization, health 
checkups, and referrals, all delivered by anganwadi 
workers; most of these services are delivered in coor-
dination with the health program (see Chapter 2).

In Odisha, the ICDS program was started in 
85 AWCs in the Subdega block of the Sundargarh 
district.17 Over the past two decades, it has evolved 
and expanded, largely following national guidelines 
but also experimenting and enlarging its set of ser-
vices. Odisha laid a strong foundation for the ICDS 
program in the early 1990s by building the capacity 
of the program staff and facilitating coordination 
with the health department. The ICDS projects 
and the AWCs continued to grow from the early 
1990s until 2014, with major expansions occurring 
in 2004, then in 2009, and again between 2010 and 
2014. These expansions were largely the result of 
the state government’s adherence to the Supreme 
Court of India’s order to increase the number of 

Outcome indicator

Study timeline

1990–1995 1995–2000
2000–
2005 2005–2010 2010–2015

Survey data periods

1992–1993a 1998–1999b 2005–2006c 2013–2014d

India Odisha India Odisha India Odisha India Odisha

Children (12–35 mos.) who 
received vitamin A dose in the 
past 6 mos. (%)

NA NA 17 26 NA 25 30 46q 57q

Receipt and use of ICDS 
supplementary nutrition for 
children (%)

NA NA NA NA NA 26r 53r 49s 
44t

89s

67t

Sources: National Family Health Survey (I, II, III), India, reports and fact sheets (http://rchiips.org/nfhs/); Rapid Survey on Children 2013–14 
(http://wcd.nic.iNActs/rapid-survey-children-rsoc-2013-14); Annual Health Survey 2012–13 Fact Sheet (http://www.censusindia.gov.in/vital_sta-
tistics/AHSBulletins/AHS_Factsheets_2012-13/FACTSHEET-Odisha.pdf); and Special Bulletin on Maternal Mortality in India 2010–12 (http://
www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR_Bulletin-2010-12.pdf).
Notes: Percentages have been rounded to whole numbers; NA = not available; ORS = oral rehydration salts; ICDS = Integrated Child Devel-
opment Services; a National Family Health Survey – I (1992–1993); length/height data were not collected for five states; hence, India average 
data are not available; b National Family Health Survey – II (1998–1999); c National Family Health Survey – III (2005–2006); d Rapid Survey on 
Children (2013–2014); e Indicator calculated for children < 3 years old; figures in parentheses are for children < 5 years old; f Per 1,000 live births 
for the 5 years preceding the survey; g Annual Health Survey 2012–13 Fact Sheet; h Per 1,000,000 live births for the 2 years preceding the survey; 
i Special Bulletin on Maternal Mortality in India 2010–12; j Clinical, Anthropometry and Biometry Census Survey (2014); k Indicator calculated 
for children aged 0–23 months; l Indicator calculated for children aged 6–8 months; m Indicator calculated for children aged < 4 year; n Indicator 
calculated for children aged < 3 years; o Includes tablets and syrup; p Indicator specifies 100 or more tablets; q Indicator calculated for children 
aged 6–59 months; r Indicators calculated for children aged < 6 years; s Indicator calculated for children aged < 3 years; t Indicator calculated for 
children aged > 3 years.

(Table 17.1 continued)

25 YEARS Of SCALINg UP 153

http://rchiips.org/nfhs/
http://wcd.nic.in/acts/rapid-survey-children-rsoc-2013-14
http://www.censusindia.gov.in/vital_statistics/AHSBulletins/AHS_Factsheets_2012-13/FACTSHEET-Odisha.pdf
http://www.censusindia.gov.in/vital_statistics/AHSBulletins/AHS_Factsheets_2012-13/FACTSHEET-Odisha.pdf
http://www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR_Bulletin-2010-12.pdf
http://www.censusindia.gov.in/vital_statistics/SRS_Bulletins/MMR_Bulletin-2010-12.pdf


AWCs, as part of the national public interest litiga-
tion case on the Right to Food.18

In the late 1990s and early 2000s, the ICDS 
focused on identifying and providing solutions 
for moderately and severely malnourished chil-
dren (Ami bhi paribu—“We too can,” a positive 
deviance initiative) and investing in medical refer-
ral for chronic cases. To comply with the Supreme 
Court of India’s 2006 judgment, the Department of 
Women and Child Development (DWCD) imple-
mented decentralization, in which the existing self-
help groups under “Mission Shakti” took charge 
of procuring and preparing food supplements.19 
Mothers’ committees were set up in 2006 and reju-
venated in 2012 to monitor the ICDS services. The 
Government of Odisha, along with its development 
partners, made significant efforts to identify key 
barriers to ICDS service provision and use and in 
the late 2000s established a Nutrition Operational 
Plan.20

Factors Contributing to Policy and 
Program Changes in Odisha
An analysis of state-level stakeholder interviews 
and documents points to a confluence of factors 
that facilitated changes in the health and ICDS 
programs. We examine these factors next using 
the recent framework for scaling up impact on 
nutrition.21

A Vision for Impact
Odisha’s work on scaling up key health and nutri-
tion interventions was stimulated by its poor rank-
ing within India on IMR and high levels of infant 
and maternal mortality, so changing both of these 
was a driving goal. The state’s goals were to accel-
erate reductions in the IMR, MMR, and total fer-
tility rate by strengthening reproductive and child 
health services. As evidence, mostly global, emerged 
on the links between poor nutrition and mortality 

outcomes, during the past two decades Odisha 
broadened its agenda to include nutrition as well.

Delivering Interventions through Multiple 
Operational Platforms
Over time the government implemented interven-
tions through both the health and ICDS programs 
in order to capitalize on both platforms, and it sup-
ported cross-platform convergence on the common 
goal of mortality reduction in several ways,22 which 
likely had positive implications for scaling up inter-
ventions. Over the years, the types of interventions 
delivered through the ICDS steadily evolved and 
expanded. The mortality-reduction goal led to the 
use of the ICDS platform to identify and rehabili-
tate severely malnourished children who were at the 
greatest risk of dying. When the NRHM came into 
being in 2004, Odisha, after a somewhat slow start, 
began rolling out key mortality-reduction interven-
tions, such as antenatal care and immunizations, 
whose rapid scale-up was likely facilitated by the 
existing state government goal of reducing mortal-
ity. Early government orders and a culture of work-
ing together across two operational platforms—the 
health department and the ICDS—continued to 
support the use of both platforms to deliver inter-
ventions that worked toward the overarching mor-
tality-reduction goal. Finally, Odisha’s investment 
in establishing the Mission Shakti women’s self-help 
group within the same department that ran the 
ICDS program enabled the state to respond rapidly 
to guidelines that stipulated decentralized produc-
tion of food supplements by the self-help groups.

Catalysts, Champions, and Ownership
Catalysts for action against malnutrition in Odisha 
included the state’s poor national ranking on infant 
mortality (which spurred internal reflection and 
action planning) and intense human rights com-
mission monitoring of starvation and other deaths 
in tribal districts in the state. The choice of Odisha 
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for sector support from the UK’s Department for 
International Development (DFID) technical assis-
tance program likely also contributed to an infu-
sion of resources and support to strengthen the 
area’s systems.

Several individuals across the two government 
departments were named, along with the chief min-
ister, as key leaders for health and nutrition in the 
state. The Odisha political leadership had con-
sistently appointed well-qualified and motivated 
bureaucrats to manage social sector programs; 
these individuals took ownership of the vision for 
improving mortality rates and realizing the pro-
grams’ potential.

Several observers mentioned the notion of 
“political/policy intent,” which conveyed the goals’ 
focus, as well as the existence of “bureaucratic 
space” that enabled operations, innovation, and 
learning. Individual commitment and leadership 
influenced both policy support and implementa-
tion of programmatic changes. For example, at the 
state level, the chief minister’s interest in women’s 
empowerment, and the potential political gains 
from supporting women, led to initiatives such as 
the Mission Shakti self-help groups in 2001. These 
later provided an operational framework for scaling 
up the decentralized production of supplementary 
food. The chief minister was also credited with pro-
viding “enabling leadership”—that is, clearly stating 
policy intent but staying removed from opera-
tional details.

Several dynamic and committed secretaries and 
directors of the health department and the DWCD 
were acknowledged to have provided leadership in 
moving the agenda forward in the state and to have 
taken ownership for state goals. Longer tenures 
by leaders than in other states were also thought 
to have led to a combination of problem and solu-
tion ownership, as well as accountability for results. 
There was said to have been a sense of responsibil-
ity and collegiality among the bureaucrats of the 

health department and the DWCD and a desire to 
effectively implement the programs that facilitated 
coordinated action: “Odisha is a special case in 
that coordination is ensured from the highest level. 
Joint letters were sent to the district collectors to 
ensure that the ICDS and health departments work 
together from the district level below. This is rarely 
done,” remarked one bureaucrat who worked at the 
state level during the mid-2000s, when nutrition 
was beginning to take center stage.

Diverse Pathways for Scaling Up
Our analysis and interviews showed that scaling 
up took different pathways in Odisha. Expansion 
of child care centers and frontline workers in the 
ICDS, the frontline workforce in the NRHM, and 
the number of women’s self-help groups all led to 
delivery platforms’ becoming available for inter-
ventions as well as innovative operations. Once 
these basic structures and functions were replicated 
statewide, the scaling up of interventions followed 
a more functional pathway, and new interven-
tions or operational strategies to achieve coverage 
could be added to available platforms. For exam-
ple, eggs were added to the ICDS and midday meal 
scheme across the state, special child nutrition days 
(Pushtikar Diwas) were added to improve coverage 
of weighing and screening for severe malnutrition,23 
and self-help groups were used to produce foods for 
the ICDS.24 However, limited evidence exists on 
the impacts of these specific innovations.

Gradually Building Up Strategic and 
Operational Capacities
Scaling up these interventions was enabled by 
strengthening both strategic and operational capac-
ities. Over time, a diverse set of capabilities had 
been built statewide. It is unclear how many of 
these were intended from the start, but it is appar-
ent that the combination of investments clearly 
paid off for the state.
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From a strategic capacity perspective, the chief 
minister appointed high-caliber bureaucrats to 
the social sector departments, including health 
and ICDS. This move clearly signaled the strategic 
importance of the social sector across a bureaucracy 
that typically deprioritizes it by not appoint-
ing high-caliber individuals to these positions. 
Several of Odisha’s bureaucrats were well trained 
for their sector: two senior bureaucrats had mid-
career degrees from top public health universities 
in the United States, and the lead of the NRHM 
state unit was a doctor with significant public 
health experience.

From an operational capacity perspective, sev-
eral years of supporting and strengthening the sys-
tem readied it to respond. Strengthening measures 

included establishing training arrangements, trans-
parently recruiting frontline workers and supervi-
sors, and reducing the capture of frontline positions 
by local elites. It is possible that the state policy 
ensuring that all ICDS frontline and supervisory 
staff were women led to greater motivation within 
a sector that focused on women and children. 
District collectors, relatively junior in the bureau-
cratic hierarchy, were noted to have good commu-
nication with secretaries, who were more senior, 
and to have invested in ensuring robust program 
implementation. Because of high-level support of 
social sector programs, district collectors routinely 
included social sector programs in their monthly 
district reviews. And at the grassroots level, admin-
istrative changes were made in how frontline 
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From 1991 to 2015, coverage of antenatal care, institutional deliveries, immunizations, and other interventions all went 
up in Odisha.
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workers were selected. “[Frontline workers] con-
tinue to be at the heart of [our] success in health 
and nutrition,” remarked one senior bureaucrat in 
our stakeholder interviews.

Finally, several development partners (UNICEF, 
DFID, the United Nations Office of Project 
Services [UNOPS], the World Food Programme, 
CARE, and the World Bank) were said in inter-
views to have played significant roles in supporting 
the operations of the health and ICDS programs. 
Over the years, UNICEF, DFID, and UNOPS 
helped implement health programs by giving tech-
nical and financial assistance and by working in 
alignment with Odisha’s state goals. The World 
Bank supported the expansion of ICDS projects in 
the 1990s, and CARE invested in strengthening 
delivery systems through its Integrated Nutrition 
and Health Program (1996–2001 and 2001–2005), 
which was implemented in collaboration with the 
ICDS and health programs. And from the mid-
2000s, the DFID-supported technical support 
team invested in systems for strengthening data 
gathering and documentation. UNICEF was a 
fairly constant development partner for nutrition 
throughout the two decades.

Adequate, Stable, and Flexible Financing
For several years, creating the fiscal space for social 
sector programs in Odisha was a challenge. In 
2004–2005, however, space opened up owing to 
increased national financing for social sector pro-
grams, state-level financial restructuring, and sig-
nificant technical support and direct state budget 
support to Odisha from DFID. Financial restruc-
turing under the government of Chief Minister 
Naveen Patnaik was credited with turning around 
a nearly bankrupt state to reach financial stabil-
ity, which allowed for investments in social pro-
grams and state infrastructure development. 
Financial restructuring included (1) undertaking 
fiscal consolidation; (2) reforming tax policy and 

administration (for example, introducing a value-
added tax); (3) restructuring expenditures (such 
as reducing public-sector employment); and (4) 
restructuring debt (swapping high-cost debts for 
low-cost ones).25 These measures brought together 
diverse sources of funding to implement national 
programs, deploy state-level initiatives and inno-
vations, and bring more technical support to the 
health and nutrition program landscape in Odisha.

Creating an Enabling Policy Environment
Three major elements appear to have contributed 
to an enabling policy environment for scaling up 
health and nutrition interventions in Odisha: high-
level policy and political backing of social sup-
port programs, political and bureaucratic stability, 
and the emergence of a supportive policy and fis-
cal framework at the national level. First, Chief 
Minister Patnaik provided leadership on devel-
opment issues in the state by sending clear signals 
of interest in the social sector programs, which 
were featured in all state reviews and to which he 
appointed strong bureaucrats. He is said to have 
established a clear policy intent to deliver on social 
sector programs and then to have given bureaucrats 
autonomy to function without political interfer-
ence. He also signaled a low tolerance for cor-
ruption in social sector programs, which limited 
graft in the systems. Second, an unusual degree of 
electoral stability for the political party in power 
enabled several reforms in health and nutrition pro-
grams to continue uninterrupted. Coupled with 
political stability, bureaucrats were assured ade-
quate tenure in their positions to allow them to 
amass knowledge on health, nutrition, and social 
programs and to experiment with, learn from, and 
take credit for innovations in program implemen-
tation. Third, overarching policy support—coming 
from new socially focused policies, programs, and 
associated financing at the national level—allowed 
Odisha to expand and experiment in health and 
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nutrition programs. Indeed, this expansion was 
especially important both for the scale-up and roll-
out of the NRHM and for the expansion of the 
ICDS. In the case of the ICDS, expansion was man-
dated by the Supreme Court’s ruling on the Right 
to Food.

Measurement, Learning, and Accountability
Data were used to support decisions in different 
ways as the programs evolved. In the early years, 
this data-for-action approach focused on “weigh-
ing efficiency”—that is, ensuring that all children 
were weighed monthly to identify the most mal-
nourished. In later years, investments in concurrent 
monitoring surveys by the DFID-supported tech-
nical support unit, and the use and discussion of 
these data with officials, facilitated the use of third-
party data. Odisha also hosted important research 
studies that informed state-level programming; for 
example, Odisha is home to Ekjut, a nongovern-
mental organization involved in major experi-
ments on the use of women’s groups for achieving 
health and mortality outcomes. Overall, a culture 
of constructive use of data appears to be in place, 
though it is not without its challenges. For exam-
ple, multiple sources of state-level data have cre-
ated some confusion, data are not always available 
below the district level, the monitoring systems do 
not capture all necessary indicators, and the state 
still depends on monitoring systems established by 
national programs.

Conclusions and Challenges Ahead
Our study reveals Odisha as a state that, over 
time, steadily managed to chip away at several 
system-level challenges to scale up, strengthen, 
and deliver a set of effective health and nutri-
tion interventions. Rather than identifying a sin-
gle forward-looking strategic master plan, our 
analysis highlights the convergence of several 

actors, along with several operational and finan-
cial resource pools, which in turn enabled the 
state to respond positively to major national pol-
icy changes and to use national fiscal commit-
ments to health and nutrition to provide better 
services inside its borders. The key success fac-
tors in Odisha included high-level political sup-
port for health and nutrition programs, fiscal and 
policy space to operate, and useful collaborations 
with committed development partners. In addi-
tion, notwithstanding continuing challenges of 
diversity in levels of undernutrition and prog-
ress in program delivery and outcomes across the 
state, a cadre of committed and technically capa-
ble bureaucrats enabled programmatic action 
despite the challenges of a state that is predomi-
nantly poor, rural, and tribal. The common goal 
of reducing IMRs in the mid-1990s and 2000s 
contributed significantly to several key actions 
(antenatal care, immunizations, a focus on severe 
malnutrition, and others) that were scaled up to 
successfully reduce mortality.

Several lessons from Odisha’s experience may 
be transferable to other states of India—and pos-
sibly even to contexts outside of India. These les-
sons include the importance of (1) setting goals; 
(2) ensuring bureaucratic stability, capacity, and 
motivation to deliver on the goals; and (3) creat-
ing an enabling environment with little to no polit-
ical interference, adequate financing from diverse 
sources (to ensure flexibility and agility), and ade-
quate technical support. Several states in India now 
have financial stability, the availability of technical 
support, and additional resources, as well as highly 
capable bureaucrats who are keen to make a differ-
ence. However, long-term political stability, political 
commitment to development goals for all, and lack 
of political interference in social sector programs are 
not always easy to come by. Could this set of drivers 
of change in Odisha be replicated, in a more rapid 
and focused way, in other states? And can Odisha 
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itself succeed in capitalizing on its enabling environ-
ment to continue to innovate, expand, and deliver 
results in areas within the state that are still lagging?

As Odisha looks ahead to improving nutrition 
further, it becomes crucially important to create 
similar targets in this area, build on existing tech-
nical and system capacities, and capitalize on exist-
ing high-level support for such initiatives. The 
state still faces geographic disparities, which largely 
reflect challenges in delivering services to the state’s 
tribal populations and in addressing their broader 
development needs. Therefore, actions will need 
to engage other government departments, such as 

the education sector, water, sanitation, and hygiene, 
and the Rural Development Department, to ensure 
that some of the known social determinants are 
tackled on an urgent basis.

Reducing undernutrition in Odisha is an imper-
ative for the state’s further development. Can 
Odisha become a shining beacon of hope, not 
just for scaling up nutrition and health interven-
tions and reducing mortality but also for bring-
ing together cross-sectoral interventions to more 
rapidly improve nutrition in one of India’s poorest 
states? Perhaps the time is ripe for Odisha to take 
the next big leap for nutrition.
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Part IV: Leading the Way Forward





Championing Nutrition
Effective Leadership for Action
NICHOLAS NISBETT, ELISE WACH, LAWRENCE HADDAD, SHAMS EL ARIFEEN, 
SAMANTHA REDDIN, KARINE GATELLIER, NAMUKOLO COVIC, SCOTT DRIMIE, 
JODY HARRIS, AND SIVAN YOSEF

THE CALLS FOR strong leadership in the 
fight against global and national malnutrition 
have multiplied during the past decade.1 The role 
of nutrition champions in advocating for nutri-
tion, formulating policies, and coordinating and 
implementing action in nutrition have increas-
ingly been recognized in such countries as Peru, 
Brazil, Thailand, and the Indian states of Tamil 
Nadu and Maharashtra.2 Global initiatives such as 
the Scaling Up Nutrition (SUN) Movement, the 
African Nutrition Leadership Programme, and 
the European Nutrition Leadership Platform have 
invested in building up capacity for leadership 
among national governments, civil society, and the 
private sector. The World Public Health Nutrition 
Association’s guide on competencies needed to 
build up the workforce in global public health 
nutrition identified leadership as key.3 More widely, 
leadership within the field of public health has been 
highlighted as key to moving child and maternal 
health higher up on the global agenda4 and tack-
ling critical issues such as HIV and AIDS at the 
national and community levels.5

While evidence within the nutrition and pub-
lic health arenas points time and again to the role 
of leadership in successfully crafting nutrition 
policies and movements, little is actually known 
about the characteristics of leaders in nutrition: 
who they are, how they function, with whom 
they work, and what makes them effective. This 
chapter—whose main body is extracted from the 
article “What Drives and Constrains Effective 
Leadership in Tackling Child Undernutrition? 
Findings from Bangladesh, Ethiopia, India, and 
Kenya,” published in Food Policy in 2015—aims 
to answer some of these questions.6 It first reviews 
the literature on leadership within both nutri-
tion and other disciplines. It then draws on 
interviews conducted with 89 influential deci-
sion makers in four countries with high burdens 
of undernutrition: Bangladesh, Ethiopia, India, 
and Kenya.7 The chapter also highlights a case 
study on leadership from Zambia (see Box 18.1) 
and 10 nutrition champions (see Box 18.2) iden-
tified as part of a global selection process run by 
Transform Nutrition in 2015, in order to convey 
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Box 18.1 The role of leadership in nutrition change in Zambia
Zambia is a complex landscape of stubbornly high poverty and hunger rates on one hand and an im-
pending problem of overweight and obesity on the other.8 Child stunting rose from 1992 to 2001 and 
then fell by 5 percent from 2001 to 2013, but remains unacceptably high at 40 percent.9 Nonetheless, 
the country has shown some positive trends in maternal and child survival and child undernutrition in-
dicators, and there have been several targeted efforts to bolster leadership for nutrition in the country.

Zambia has long had a formal institutional structure to provide leadership for nutrition: the National 
Food and Nutrition Commission (NFNC), formed in 1967 under the Ministry of Health to advise the 
government on nutrition matters. Although the NFNC is recognized as best positioned to lead and 
coordinate nutrition action for Zambia, it had been neither well supported nor highly active in the 
decades since its founding, and there was skepticism about its inherent leadership capacity. In recent 
years, however, nutrition has seen a revival in Zambia. The country adopted a new nutrition policy in 
2006, held national nutrition symposia in 2009 and 2011, joined the SUN Movement in 2010 as an 
“early riser” country,10 and drafted the National Food and Nutrition Strategic Plan for 2011–2015. In 
2011, recognizing a strategic leadership deficit, it contracted with the African Nutrition Leadership 
Programme to provide leadership development support for the NFNC. Beyond the NFNC as the tech-
nical nutrition arm of government, efforts are under way to improve political leadership on nutrition, 
and a nutrition group has been created in Parliament as a Special Committee of Permanent Secretar-
ies on Nutrition, with members drawn from key line ministries and chaired by the cabinet secretary.

Nongovernmental organizations (NGOs) have also played important leadership roles on nutrition 
issues in Zambia. With the renewed focus on nutrition since 2009, formerly sporadic action by civil 
society coalesced under the coordination of the newly formed Scaling Up Nutrition Civil Society Organi-
zation Alliance (CSO-SUN). In 2014, William Chilufya, head of CSO-SUN in Zambia (see Box 18.2), led 
the way in raising the profile of nutrition in Zambia, partly through the strategic use of media and partly 
by leading Zambia to become one of the first countries to analyze its budget spending on nutrition.11 
The CSO-SUN Alliance is treading a fine line between working with the government and holding it to 
account.

Since the early 1990s, the Nutrition Association of Zambia (NAZ) has provided leadership from 
within the nutrition profession through advocacy, guidance to the profession, and networking. With a 
less public face and less international backing than the NFNC or CSO-SUN, NAZ has been working 
largely behind the scenes. This triad of national leadership from government (NFNC), civil society 
(CSO-SUN), and nutrition professionals (NAZ), backed by forward-thinking donor leadership under 
SUN, has been key to Zambia’s ability to seize nutrition opportunities as they have arisen.

Efforts to boost nutrition leadership have also been made at the local levels. In Mumbwa District, 
the District Nutrition Coordination Committee (DNCC), catalyzed by the international NGO Concern 
Worldwide and co-led by nutrition champion Christopher Dube (see Box 18.2), builds local leaders’ 
capacity to put nutrition higher on the agenda and coordinates several ministries and NGOs involved 
in providing nutrition-related services. Ultimately, DNCC members and their national counterparts 
envision that stronger strategic capacity at the local level will result in the design and implementation 
of innovative solutions to help address stunting. And there is evidence that this is starting to happen, as 
the national nutrition program reaches down to the local level in Mumbwa.12

The case of Zambia has shown that support of leadership development can take many forms, just 
as leadership itself can manifest in different ways—from championing a cause to planning policy and 
undertaking action. Both strategic and technical leadership are needed not only at the national level, 
but also at the local levels, where the real action happens. This chapter documents ways that leadership 
can be built, and Zambia’s experience demonstrates that more responsive and context-driven leadership 
development schemes are required if we are to properly support the next generation of nutrition leaders.
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the depth and breadth of the experience of these 
remarkable leaders.

While the focus is on leaders who have con-
tributed to national-level policy changes in nutri-
tion, this chapter (and the literature) recognizes 
the importance of leadership in nutrition practice 
and at different levels of policy and programming. 
Through this approach, this chapter aims to deepen 
our basic understanding of leadership within nutri-
tion and offer up ways in which nutrition cham-
pions may be identified and supported to lead the 
fight against malnutrition both globally and within 
their own countries and communities.

Evidence on Nutrition and Leadership 
in Development
Research on leadership in nutrition is still nascent 
and suffers from wide gaps in country-level data. 
The landmark 2008 Lancet series on child nutri-
tion highlighted leadership as integral to making 
progress on the international and national nutri-
tion stages. Bryce and colleagues13 and Morris and 
colleagues14 identified a lack of capacity to train 
and support individuals to take on strategic roles 
in nutrition as a major barrier to conceptualizing 
and guiding national and subnational nutrition 
agendas. Heaver15 identified three types of actors 

Box 18.2 10 leaders in transforming nutrition
The stories of 10 nutrition leaders, identified through a global selection process led by Transform Nutri-
tion in 2015, are varied. They reveal something of the breadth of experience and contexts in which 
those championing nutrition find themselves in their work to tackle nutrition at grassroots, regional, 
and national levels around the world. Their stories resonate with earlier research on nutrition that has 
emphasized the practical and strategic nature of leadership. Charismatic leadership is something that 
a few may be born into, but most types of leadership can be built up and supported. More informa-
tion on these and other champions can be found on the Transform Nutrition website: www.transform-
nutrition.org/nutrition-champions/.

Manaan Mumma
Regional Nutrition and HIV Officer, World Food Programme Regional Bureau for East and Central Africa, Kenya

While working in maternal and infant nutrition and integrated management of acute malnutrition pro-
grams, Manaan Mumma witnessed how children suffering from acute malnutrition could recover when 
simple solutions were provided by community health workers. “The solutions are within reach. We 
already know what needs to be done. A lot was already happening at the community level. For me, it 
was how we amplify this from the subnational level to the national level. For me, that was the drive,” 
says Manaan. Building on her experience from a career in the HIV sector, she realized the gains that 
could be made in nutrition by deploying advocacy efforts and civil society. While working for the 
Kenya AIDS NGOs Consortium and serving as an executive committee member of the Scaling Up 
Nutrition Civil Society Alliance (SUN CSA), Mannan has worked to engage stakeholders and nutrition 
champions throughout the region to bring attention to nutrition issues at all levels. As a result, the First 
Lady of the Republic of Kenya, the Honorable Margaret Kenyatta, accepted the role of nutrition cham-
pion for Kenya. In 2015, Manaan led the effort to convene representatives from Burundi, Ethiopia, 
Kenya, Rwanda, Tanzania, and Uganda to discuss regional nutrition issues at the East African launch 
of the Global Nutrition Report. Manaan uses the network of members of Parliament (MPs) developed 
through her work in the HIV sector to raise their awareness of nutrition through one-on-one meetings 
and “meet your MP” advocacy days, where community members at the grassroots level all over the 
country have face-to-face meetings with their MPs.
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William Chilufya
Country Coordinator, Zambia Civil Society Scaling Up Nutrition Alliance, Zambia

William Chilufya spearheaded the creation of the Zambia Civil Society Organization Scaling Up Nu-
trition Alliance (CSO-SUN). Under his leadership, CSO-SUN has engaged with a range of stakehold-
ers to inspire key government officials, civil society, and the media to be vocal advocates for nutrition. 
CSO-SUN developed “10 Critical Steps to Address Child Under-nutrition in Zambia, Permanently” 
through consultation among civil society, cooperating partners, and the government to identify key 
areas for action across sectors that are required to effectively address the nutrition situation in Zambia. 
William and his team have also worked with the government to ensure that both the National Social 
Protection Strategy and the National Agriculture Policy include nutrition objectives.16 With William’s 
guidance, CSO-SUN has been effective in creating strong relationships with key MPs. These include 
the Honorable Highvie Hamududu, chairperson for the Budget Committee of Parliament and a vocal 
advocate for nutrition in the Zambian parliament. CSO-SUN has also inspired the formation of the All 
Party Parliamentary caucus on food and nutrition. William recognizes the role the media can play in 
nutrition and has worked with his team to increase media interest in nutrition through regular articles in 
the Zambia Daily Mail, interviews and quotes on major Zambian radio and TV stations, and a Nutri-
tion Media Awards ceremony to inspire and reward journalists covering issues of nutrition. Mobilizing 
civil society to speak with one voice is key. Says William, “The whole aim is forming alliances. When 
you have that critical mass, it enables the government to listen to you quite quickly for certain key 
issues that might be a little bit controversial.”

Debjeet Sarangi
Director, Living Farms, India

As head of Living Farms, an organization working with landless and marginal farmers and consumers 
in Odisha, India, Debjeet Sarangi has successfully used participatory methods to help communities 
mobilize to combat underlying factors of undernutrition in their area. Debjeet and his team support 
communities to hold monthly meetings to diagnose these factors, identify solutions, and collectively 
implement and monitor activities. Communities have made major changes based on this strategy; one 
community, for example, banned the marriage of girls under 19 years of age. Under Debjeet’s lead-
ership, the Living Farms program also works with communities to ensure they have sufficient diverse 
and nutritious food, focusing on how best to use village agricultural land, forests, and other commons 
to grow and collect food and providing nutrition education and nutritious recipe ideas. Collaboration 
with local officials ensures that health and nutrition services are efficient and reach those in need, and 
Debjeet works to collect and share data regularly with key stakeholders. From 2011 to 2014, areas 
where Living Farms operates saw a 35 percent reduction in the infant mortality rate and a 12 per-
cent drop in newborn deaths. Debjeet says, “When there is a reduction in newborn death, and in the 
infant mortality rate, you get a sense of peace, you can sleep peacefully.”

Christopher Dube
Medical doctor and chairman, Mumbwa District Nutrition Coordination Committee, Zambia

Christopher Dube founded the first District Nutrition Coordination Committee (DNCC) in Zambia, 
which coordinates from the bottom up all nutrition-related activities led by key ministries. Members 
of the committee include representatives from five ministries at the district level and nongovernmental 
organizations (NGOs). Under Christopher’s leadership, this committee has grown from 6 members 
to about 25 members. Christopher and his team engage with representatives from the ward nutrition 

(Box 18.2 continued)
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development committees, created by the DNCC, as well as representatives from the sub-ward level. 
Lobbying policy makers on the importance of nutrition and coordinating efforts is a key strategy of 
Christopher and his colleagues. They hold one-on-one meetings with MPs and policy makers, and 
they share information through the District Development Coordinating Committee (of which the DNCC 
is a subcommittee) as well as the Ward Nutrition Committee. The DNCC promotes one common and 
coordinated way of administering and monitoring nutrition issues in the district—a concept others are 
keen to replicate in different parts of the country. “The multisectoral approach has helped bridge the 
gap between stakeholders in the district and has highlighted the concept of nutrition as a cross-cutting 
issue. This has helped … inform the citizens about the difference between having food and being 
healthy in terms of nutrition,” says Christopher.

SanSan Myint
Head, Three Millennium Development Goal Fund (3MDG Fund), Myanmar

SanSan Myint first started advocating for nutrition interventions in the health programs in which she 
worked with a range of population groups, including urban and rural communities as well as those af-
fected by HIV/AIDS. These experiences, coupled with her observations of the SUN Movement thriving 
in countries where she had worked, led her to become the coordinator for the Civil Society Alliance 
for Scaling Up Nutrition (SUN CSA) in Myanmar, which successfully launched in February 2015. The 
SUN CSA was formed relatively quickly, owing in large part to SanSan’s efforts. She revived her net-
work of contacts within the Ministry of Health, which she had built up during 14 years working there 
at the start of her career. Recognizing the top-down nature of Myanmar society, she first approached 
community gatekeepers to get local NGOs and other actors on board. The SUN CSA also tapped 
into the constituencies and networks of its Steering Committee members. SanSan says, “Working 
and starting up with this broad group of partners was very instrumental in getting people engaged, 
interested, and on board, because we each had our own constituencies. We also had our own local 
NGO networks. That was how we were able to mobilize a lot of people in a very short time.” SanSan 
also worked to ensure that the SUN CSA’s activities were participatory and inclusive, that the large 
media community was engaged, and that advocacy efforts were based on strong evidence.

Christine Muyama
Nutrition Programs Officer, Graca Machel Trust, Uganda

Christine Muyama has held a number of roles building nutritional awareness and advocacy in Ugan-
da and the surrounding region. As national coordinator for the Uganda Civil Society Coalition on 
Scaling Up Nutrition (UCCO-SUN), she and her team successfully advocated to ensure nutrition was 
addressed as a key issue in Uganda’s National Development Plan (NDP) II. They also motivated the 
King of Tooro (western Uganda) to declare a week for nutritional awareness—an important accom-
plishment in a region that is considered the food basket of the country yet has the second-highest level 
of malnutrition. Christine and her colleagues also engaged with and provided nutrition advocacy 
training to government officials in the DNCCs from the start. Christine currently serves as the Nutrition 
Programs officer at the Graca Machel Trust, where she supports civil society alliances in Malawi, 
Mozambique, and Tanzania to lobby leaders to prioritize nutrition at the national, district, and com-
munity levels. Through this work, she has organized nutrition advocacy training with MPs in Malawi, 
who are now leading the movement to ensure that funds allocated to nutrition reach the community 
level. In addition to providing evidence papers and statistics, Christine has found that one of the best 
ways to engage with decisionmakers is to provide them with firsthand human stories that illustrate the 

(Box 18.2 continued)
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evidence. “This real-life evidence clicks into their brains faster and helps bring life to the statistics you 
are showing them,” she says.

Neerja Chowdhury
Political journalist and member of the Citizens’ Alliance against Malnutrition, India

Neerja Chowdhury has used her position as a reputable political journalist to raise awareness about 
malnutrition issues among government officials and the media in India. Following the election of a 
large number of young MPs in 2004, she coordinated a visit with eight young MPs to the areas most 
affected by malnutrition, garnering media coverage and shaping the view that nutrition is an issue that 
cuts across party lines. The group became known as the Citizens’ Alliance against Malnutrition and 
continued to visit states ruled by different political parties. The Citizens’ Alliance has since encouraged 
the Naandi Foundation to carry out the HUNGaMA (Hunger and Malnutrition) Survey to help fill the 
wide gap in data and knowledge on child malnutrition in India. The group also facilitated a meeting 
between film star Aamir Khan and then–Prime Minister Manmohan Singh, which led the government 
to mount a multimedia campaign on malnutrition with the star.17 Neerja works with the Citizens’ 
Alliance to identify entry points for nutrition action and attention in the government at the senior level, 
building on the MPs’ connections and her own. The Citizens’ Alliance may have encouraged the 
government to move ahead with its 2010 decision to focus on improving child and maternal health in 
200 high-burden districts in the country. The Citizens’ Alliance is an advocacy initiative with no formal 
structure, convener, or funding. Says Neerja, “That’s the way we wanted it, rather than become a 
formal organizational structure. The important thing is that there is a committed core group and they 
have taken ownership. When momentum flags, I give it a push.”

Frealem Shibabaw
Director, Ethiopia School Meal Initiative, Ethiopia

Frealem Shibabaw founded a school meal initiative in Ethiopia that partners with small dairy farms 
to feed 7,000 kindergarten and primary school students every day before class. Through a formal 
dialogue with cabinet members and state presidents, Frealem designed the school meal program with 
an emphasis on local ownership and sustainability. In less than three years, she established the initia-
tive with 23 dairy farms in 5 regional states and an average of 10 cows and 6 dairy farm workers 
per school. Plans are underway to begin feeding pregnant women and younger siblings of enrolled 
children. The program has helped increase enrollment rates and has built interest among regional 
governments, which are considering scaling up the school dairy farm model. The federal government 
is also looking to turn this approach into a national school meal program. Critical to the success of 
this program has been Frealem’s engagement with key actors, including her strategic selection of top 
political officials to lobby for it and her focus on those interested in her ideas regardless of their sec-
tor. The school meal program team shares regular reports with local and regional officials, nonprofit 
organizations, community groups, and other stakeholders. Communities’ involvement in and ownership 
of the initiative are vital. Frealem says, “Before we prepare our lessons, I think we should sit down with 
the community and learn from them first.… What is there, and what is not there, and what will work, 
and what will not work, and why. Unless you know the community very well, it’s very hard to design 
strategies that work.”

(Box 18.2 continued)
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within nutrition: decision makers, such as heads 
of ministries, who are most traditionally nutri-
tion champions; influencers, such as donors, mid-
level bureaucrats, or civil society actors, who can 
create networks of nutrition champions and sup-
porters; and clients, who rarely have input into 
policy but can elevate accountability in nutrition 

programming, thus becoming leaders them-
selves. A summary of country case studies by the 
Mainstreaming Nutrition Initiative19 looks at how 
these different types of leaders operate within the 
actual policy process, depending on the context. For 
example, the analysis contrasts Bolivia, Guatemala, 
and Peru, where political leaders espoused rhetoric 

Basanta Kumar Kar
Senior Advisor, Coalition for Food and Nutrition Security, India

Basanta Kumar Kar has led or been involved in many successful nutrition initiatives in South Asia 
while working at National Dairy Development Board in India, ActionAid International, CARE, and 
the Global Alliance for Improved Nutrition (GAIN). For example, Basanta and colleagues at GAIN 
helped to roll out a pilot program in Bangladesh on vitamin A fortification of refined vegetable oil; the 
program ultimately reached 45 million people.18 Under Basanta’s leadership, GAIN partnered with 
the Bangladesh Ministry of Primary and Mass Education and others to pioneer the Community Led 
Integrated School Nutrition Program, an innovative school feeding model that emphasized both deliv-
ery of high-quality nutrition-rich meals and strong community engagement. Basanta’s involvement in 
nutrition issues has been driven by efforts to build institutional partnerships, for example, with the gov-
ernment, while advocating for the poor and marginalized. As a state program representative at CARE, 
he served as a member secretary to the first-ever State Nutrition Advisory Committee in Chhattisgarh, 
India, which set the nutrition agenda in a newly formed tribal-dominated state. He also contributed to 
the development of a 10-year National Strategy on Prevention and Control of Micronutrient Deficien-
cies as a member of the strategy’s Expert Working Group. Demonstrating context-specific evidence 
and impact through programs has been key to Basanta’s influence on policy makers in South Asia. He 
says, “Every country wants their policy to be unique … so you have to bring out or contextualize the 
policy with the country, with the context, with the local political economy.”

V. Ramani
Director General, Mother–Child Health and Nutrition Mission, India

V. Ramani brought nutrition to the forefront of public policy concerns and promoted involvement at all 
levels of government and civil society to address child malnutrition in Maharashtra. The Mother–Child 
Health and Nutrition Mission led by Ramani scaled up efforts across the state to significantly reduce 
malnutrition among young children. Between 2006 and 2012, Maharashtra’s stunting rate among chil-
dren under 2 years of age reportedly declined by 15 percentage points—one of the fastest declines in 
stunting in the world. Two existing channels were used to address child undernutrition in Maharashtra: 
the Integrated Child Development Services (ICDS) and the public health system. “Our efforts were re-
ally aimed at making these two wings of the government work together, centralize their working, and 
ensure there was collaboration between them,” says Ramani. He made it a priority to motivate staff in 
the ICDS and public health services. Under Ramani’s leadership, the Mission sensitized different stake-
holders to the various issues in child malnutrition and created confidence that the problem could be 
tackled in a systematic, time-bound manner by improving public service delivery systems and measur-
ing accountability for outcomes. This model has since been replicated in other Indian states including 
Gujarat, Jharkhand, Karnataka, Madhya Pradesh, and Uttar Pradesh.

(Box 18.2 continued)
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during national elections, with other leaders’ less 
politically visible work in Bangladesh and Vietnam.

Also relying on country case studies, the 
Analysing Nutrition Governance series com-
pares nutrition policy process in six countries 
(Bangladesh, Brazil, Ethiopia, India, Peru, and 
Zambia).20 The Zero Hunger campaign in Brazil 
(see Chapter 11), for example, was tied closely to 
the administration of President Luiz Inácio Lula 
da Silva, while the Child Malnutrition Initiative, 
an advocacy coalition in Peru, converted politi-
cal leaders to the cause by persuading presidential 
candidates to sign onto a pro-nutrition pledge (see 
Chapter 14).21

Beyond these studies, many experts in the 
nutrition literature have called for more and stron-
ger leadership, but these lack a substantial con-
ceptual or empirical base. Reviews of the larger 

international development field have found a gen-
erally poor state of research on leadership and an 
excessive focus on the personality attributes of lead-
ers in wealthy countries within other fields, such 
as business studies and organizational and devel-
opment psychology.22 The state of the literature 
makes it difficult to apply these conclusions to 
political processes related to nutrition in low- and 
middle-income countries.

Borrowing from the fields of systems science 
and adult development yields more insights. A sys-
tems model presents leadership as an interactive 
process, rooted in context and history, that changes 
over time rather than as a top-down managerial 
concept.23 Individuals with high levels of adult 
development—that is, the ability to understand and 
manage complex situations—can appreciate how 
to influence and reshape the different perspectives 

Panos/G. Pirozzi

Local clients of nutrition interventions, like these women in Cameroon, can play a leadership role by strengthening 
accountability.
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and connections among stakeholders in order to 
build up a social network that can effect changes in 
policies or programs.24

In summary, wider reviews outside the field of 
nutrition emphasize the need for a contextually sit-
uated—and therefore political—understanding of 
how leaders operate. In looking at leadership across 
diverse contexts, our focus on leadership needs 
to go beyond what leadership is or what it accom-
plishes to look at how leadership operates.

What Motivates Nutrition Leaders, 
and What Are Their Capabilities?
The interviews with 89 nutrition leaders yielded 
interesting insights about their motivations and 

capabilities (see Table 18.1 for a summary of the 
findings). Regarding initial motivation, several 
champions came to their leadership positions by 
chance, entering nutrition early in their careers 
and deliberately staying engaged. A few indi-
viduals with a clinical practice background had 
entered nutrition as a result of seeking evidence on 
the underlying causes of child and maternal health 
issues. Still others were motivated to make a pos-
itive change by the dire situation in their home 
communities or because of career placements in 
rural areas. Regardless of their initial intent, nutri-
tion seems to have become an issue about which 
they care, making the case for exposing poten-
tial leaders from other disciplines to both nutri-
tion data and firsthand experience as a way of 

TaBle 18.1 Summary of findings from nutrition leader interviews and implications for leadership

Research question Findings Implications

What motivates people to be-
come leaders in nutrition? Are 
there common elements in their 
backgrounds that lead them to 
champion nutrition?

• No common origin/catalyst drivers, but 
several common pathways, including 
exposure to situations of high malnutri-
tion and desire to understand the root of 
health problems

• Nutrition is “sticky” for some; need 
to expose as many potential leaders 
as possible to the realities of under-
nutrition

What enables leaders to oper-
ate effectively in the nutrition 
policy sphere? In particular, 
what are their analytical and 
political capabilities?

• Most effective leaders are able to deal 
with complexity, are systemic thinkers, 
and have reached postconventional levels 
of adult development

• Roles depend on networks: in fragmented 
networks, they may be boundary span-
ners; in less fragmented but not cohesive 
networks, they may be co-creators; 
individuals may change roles depending 
on need and capacities

• Find ways to support these capabili-
ties and build them up in others

• Encourage development of networks

What are the external challeng-
es and barriers to their effective 
operation?

• Donor/civil-society politics
• Fragmentation and lack of coherent 

frames
• Lack of executive-level political commit-

ment (rhetoric not backed by reality)
• Knowledge and data gaps (see below)

• Promote consensus building
• Develop accountability mechanisms 

for top-level commitment
• Consult identified leaders on political 

constraints

What do leaders assess as the 
knowledge gaps? How do they 
employ their existing knowl-
edge?

• Gaps: effective multisectorality, timely 
data, operational research

• They employ existing knowledge by using 
locally sourced and/or translated knowl-
edge to reach policy audiences

• Consult identified leaders on knowl-
edge and data gaps

• Support local research supply and 
demand, local knowledge brokers

Source: Authors’ interviews with 89 nutrition leaders.
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garnering cross-sector support for nutrition in 
the future.

The interviews also uncovered a relationship 
between effective leadership and higher levels 
of adult development, underlining the need to 
attract individuals with advanced analytical or 

“sense-making” capabilities to the field through 
incentive structures and rewards. Furthermore, 
the types of leaders and leadership activities that 
were found to be effective depended on the shape 
and maturity level of the nutrition social net-
work. Fragmented networks benefited from lead-
ers who could cross boundaries; more mature 
networks benefited from individuals who could 
generate an environment of co-creation. This 
paradigm can also be applied more broadly to the 
national context: leaders working in countries 
with high levels of fragmentation could change 
the shape of the social network rather than try to 
work within it.

The wide diversity of contexts in which leaders 
must operate makes the case for helping individuals 
within the nutrition community increase their lev-
els of adult development. Coaching or participation 
in programs has been shown, experimentally, to 
increase adult development levels over long periods 
of time (nine months or longer).25 Other options 
are to increase group-level adult development at the 
time of engagement with nutrition, such as through 
participatory stakeholder mapping exercises or sup-
port programs that aim to develop broader lead-
ership qualities in nutrition. Examples include 
the African Nutrition Leadership Programme 
or summer school run by the UK’s Institute of 
Development Studies and the International Food 
Policy Research Institute. There is also a need to 
support existing leaders, financially or institution-
ally, so that they have the capacity and power to 
help the nutrition network over which they preside 
overcome challenges.26

What Challenges Do Nutrition Leaders 
Face?
Leaders’ ability to effect change is determined 
partly by the policy and political environment, 
which can either promote or hinder nutrition prog-
ress.27 The interviews yielded a view of leadership 
as a political process28 during which leaders must 
navigate such challenges as siloed ministries; inap-
propriate roles for donors or the private sector; a 
bias toward food production to the detriment of 
nutrition; and lack of local knowledge, evidence, 
and data to inform policy, programming, and advo-
cacy. Even where there was support for nutrition 
from the prime minister or a cabinet minister, it 
was often explained as political rhetoric without 
action to back it up, accompanied by a lack of real 
commitment and understanding of nutrition at 
high levels. This finding underlines the importance 
of creating mechanisms for holding ministers and 
bureaucrats accountable for meeting their commit-
ments in nutrition. Initiatives such as the Hunger 
and Nutrition Commitment Index are key in this 
regard.29

Of the four target countries, only respondents 
from India noted the role of civil society in influ-
encing and driving change, mainly due to the Right 
to Food campaign and placement of nutrition 
advocates within the then-ruling Congress Party 
and its National Advisory Council. In Bangladesh, 
researchers, pediatricians, and multilateral donors 
were viewed as being able to shape policy, espe-
cially in light of donor pressure to mainstream the 
National Nutrition Service into existing commu-
nity health provision. In Kenya, key government 
officials backed by technical support from donors 
within government were influential in conven-
ing disparate stakeholder groups. Leaders from 
Ethiopia did not refer to any particular individuals 
as influential, perhaps reflecting the country’s more 
authoritarian political structure.
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A common theme across all the countries (with 
the exception of India) was disproportionate 
donor power. Interviewees reported that donors 
focused solely on their own programs or collected 
large amounts of data without sharing it. Many 
interviewees, however, praised particular donors 
for spurring support for nutrition in their coun-
tries. Some interviewees from India did express 
concerns about donor collusion with the private 
sector, though there was little reflection overall 
across the four countries on the role of the pri-
vate sector.

These reflections do not necessarily paint an 
accurate picture of the four countries studied. 
They do, however, reveal a fragmented nutrition 

landscape that may affect the ability of the nutri-
tion sector to create a cohesive narrative on effec-
tive action, both internally within the nutrition 
community and externally to key decision mak-
ers.30 For example, in Bangladesh and India, the 
nutrition community reportedly suffers from a rift 
between breastfeeding advocates and those advo-
cating for a wider range of nutrition-specific inter-
ventions, including micronutrients and ready-to-use 
therapeutic foods for the treatment of severe acute 
malnutrition. Other splits in the framing of nutri-
tion in Ethiopia and Kenya have occurred between 
advocates of food-based approaches or food-based 
emergency nutrition efforts on the one hand 
and advocates of other nutrition actions such as 

Panos/A. Loke

A woman in the state of Bihar, India, talks about health care at a community meeting.
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improvements in water and sanitation or infant and 
young child feeding on the other hand.

What Do Leaders Assess as the 
Knowledge Gaps?
Leaders in nutrition seem to have a thorough 
understanding of the latest evidence on nutri-
tion-specific and nutrition-sensitive determinants 
and interventions, and the more capable ones 
translate this knowledge into messages that can 
be understood by the greater public and that can 
potentially influence decision or policy makers. 
The leaders also identified some knowledge gaps, 
including knowledge about how to coordinate mul-
tisectorally and particularly how to commission, 
collect, and interpret timely and localized research, 
knowledge, and data.

Generating evidence locally was viewed as crit-
ical to getting decision makers to pay attention 
to research, since many decision makers are per-
ceived as wary of being unduly influenced by for-
eign donors. Interviewees called on researchers to 
produce locally applicable frameworks or systems 
of analysis, to use rapid-fire assessments tailored to 
specific states and decision makers, and to under-
take monitoring and operational studies based on 
district and regional-level data.

Leaders are the individuals most likely to turn 
evidence into action, so consulting them before 
commissioning research can help ensure that the 
research has a long-term impact. An internally 
neutral, “unimpeachable” research body that can 
produce credible research was seen as critical. At 
the same time, some external arbitration of data 

and evidence was seen as helpful in forcing diffi-
cult decisions.

Conclusion
Leadership is a common factor in successfully pro-
moting action on nutrition globally, regionally, and 
within countries. At the same time, the nascent 
and exciting field of leadership in nutrition still suf-
fers from a number of knowledge gaps. We need a 
deeper understanding of leaders’ motivations and 
how to develop nutrition champions from the wider 
field of influential decision makers. More case stud-
ies are needed describing the impact of individ-
ual champions on nutrition success stories, such as 
those referred to here and in Boxes 18.1 and 18.2.

Equally important, more research is needed 
to develop the next generation of nutrition lead-
ers and to evaluate existing initiatives in nutrition 
leadership. These include the REACH part-
nership (established by the FAO, UNICEF, the 
World Food Programme, and the WHO), the 
SUN Movement, and regional initiatives such as 
the African Nutrition Leadership Programme 
and Action Against Hunger’s support for nutri-
tion champions in West Africa. Quantitative and 
qualitative work can assess whether investments in 
leadership pay off in terms of changes to program 
or policy coverage and impact, quality of services, 
and program costs. More work is also needed to 
increase the capacity of leaders to operate within an 
enabling environment for nutrition policy,31 con-
necting these studies to political economy research 
to fully understand leaders as they operate in com-
plex and adaptive real-world political systems.
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New Horizons
Nutrition in the 21st Century
STUART GILLESPIE, JUDITH HODGE, RAJUL PANDYA-LORCH, JESSICA WHITE, AND 
SIVAN YOSEF

BY WEAVING STORIES together with anal-
ysis and description in this book, we have sought 
to convey the variety of experiences in tackling 
malnutrition in different contexts throughout 
the past five decades. This narrative approach is 
intended to help the reader translate an experience 
into his or her own context, showing many exam-
ples of what can be done and how success can be 
achieved. Our aim is not only to inform action, but 
to inspire.

We focus on change. Success stories emerge in 
their own time and place, but they do not always 
endure, especially if the context changes (one 
well-documented example of this is Tanzania’s 
Iringa project; see Chapter 2). So while it may be 
difficult to duplicate individual successes, it may be 
easier to replicate principles and processes—rang-
ing from how malnutrition is conceptualized and 
measured, to analytical approaches to unraveling its 
key drivers, to approaches to developing and imple-
menting an appropriate mix of responses. In this 
short conclusion we highlight some of the key les-
sons from earlier chapters.

The opening chapter showed how an “either-or” 
mentality tended to prevail within the nutrition 
community through the mid- to late 20th century: 
vigorous debates revolved around whether nutrition 
was a food issue or a health issue, whether it was 
within the purview of the Ministry of Agriculture 
or of Health, and whether it was about macronu-
trients or micronutrients. This either-or think-
ing spilled over into discussions of appropriate 
responses: Which sector should take the lead? Is a 
top-down or bottom-up approach preferred? What 
is the appropriate role for the private sector? Major 
divides split clinical scientists, who had a more 
medical and curative orientation, from structural-
ists, who were more holistic and systems-oriented 
in their analyses and focused more on preventing 
the problem than on “curing” it. This split was 
also reflected in the divide between humanitar-
ian nutritionists and developmental nutritionists, 
who at times appeared to inhabit parallel universes. 
There were even debates over the rationale for deal-
ing with malnutrition. Utilitarians highlighted the 
economic benefits of a well-nourished population, 
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citing cost-benefit and cost-effectiveness analyses. 
Human rights advocates emphasized entitlements, 
duties, and accountability.

As the new millennium dawned, a more enlight-
ened view of the potential relevance of all of this 
thinking started to emerge, with the importance 
of any one response being in large part determined 
by context. The 1990 UNICEF conceptual frame-
work paved the way for a better understanding 
among a wide range of stakeholders of their respec-
tive roles in multilevel and multisectoral responses 
to malnutrition. The framework did so by starting 
not with any one sector, but with the malnourished 
child, showing how the key drivers of malnutri-
tion emerged and exerted their influence at differ-
ent levels. Malnutrition began to be understood as a 
multilevel and multisectoral problem that required 
engagement by a range of stakeholders.

The three sections of this book mirror the 
Lancet framework shown in Chapter 1 (itself 
an evolution of the UNICEF framework that 
includes benefits and interventions), highlighting 
the three core levels of response to malnutrition. 
At the level of individuals, malnutrition is caused 
by inadequate dietary intake, often interacting 
with disease and poor care. Nutrition-specific 
interventions—including those aimed at improv-
ing infant and young child feeding, addressing 
micronutrient deficiencies, and managing acute 
malnutrition (topics addressed in Chapters 3–5)—
can make inroads at this level, if well targeted and 
well implemented. But they cannot solve the prob-
lem by themselves, as the roots lie deeper. At the 
underlying level, corresponding to households and 
communities, we see the importance of transform-
ing sectoral actions—for example, within agricul-
ture, social protection, and water, sanitation, and 
hygiene (Chapters 6–8)—to make them more 
nutrition-sensitive. And at the base of the frame-
work lie country-level enabling environments, in 
which political commitment, governance, policy, 

legal frameworks, capacity, and financing are all 
key (Chapters 10–17).

Many responses to malnutrition depend on 
community action. Chapter 2, on community 
nutrition programs, highlights the pivotal impor-
tance of a “good process”—driven by active partic-
ipation, local ownership, and empowerment—in 
developing and implementing programs. The 
development of community-based management of 
acute malnutrition (Chapter 5) enabled local vol-
unteers to detect severe acute malnutrition early. 
There are many other examples of proactive com-
munity action benefiting nutrition, such as com-
munity-led total sanitation in Mali (Chapter 8) 
and community health volunteers’ work to expand 
access to supplementation, family planning, and 
care for pregnant women and newborns in Nepal 
(Chapter 13).

In addition, many of the experiences high-
lighted in this book illustrate the importance 
of multisectoral approaches and in a sense val-
idate the three-tiered Lancet framework. The 
social protection chapter (Chapter 7), for example, 
highlights the efforts of Mexico’s PROGRESA/
Oportunidades/Prospera program to raise families’ 
incomes, address household food security, create 
opportunities for maternal and child care and edu-
cation, and improve child feeding practices. The 
agriculture chapter (Chapter 6) discusses interven-
tions that combine homestead food production and 
animal husbandry with behavior-change commu-
nication focused on infant and young child feed-
ing, with a strong emphasis on the role of women. 
But the message of multisectorality may come 
across most clearly when discussing achievements 
at the country level. Ethiopia’s nutrition story 
(Chapter 16) is associated with progress on agricul-
tural growth, sanitation, and social protection. In 
Thailand (Chapter 10), nutrition was explicitly rec-
ognized by complementary sectors such as health, 
agriculture, education, and rural development 

176 CHAPTER 19



and woven into micro- and macro-level planning 
to alleviate poverty. Brazil’s nutrition strategy 
(Chapter 11) similarly hinged on delivering a multi-
sectoral program that focused on income redistri-
bution and pro-poor spending, alongside improving 
access to education, health, and sanitation. Indeed, 
pro-poor economic growth was recognized as a fac-
tor in several of the country experiences, such as in 
Thailand and Bangladesh, where improvements in 
household wealth made a large contribution to vari-
ous nutrition outcomes (Chapters 10 and 12).

What also becomes clear is that the levels of 
response to malnutrition are linked vertically, such 
that nutrition-sensitive sectoral action has the 
potential to support the scale-up of nutrition-spe-
cific interventions, while both need to be under-
pinned by enabling environments. And these levels 
of response offer synergies. If attention is paid to 
all levels simultaneously, the whole—in terms of 
impact—is greater than the sum of its parts. Many 
success stories in the book illustrate this synergy: 
the Alive & Thrive program’s achievements in 
improving breastfeeding and complementary feed-
ing practices in Bangladesh, Ethiopia, and Vietnam, 
for example, show what can happen at a large scale 
when a range of actors—such as governments, 
NGOs, and CSOs—coalesce around common 
goals (see Chapter 3).

Within the past decade, there has been a coming 
of age as the global nutrition community has taken 
on board the political element of change. Political 
commitment is a fundamental ingredient of any 
enabling environment, and there are many reasons 
why malnutrition is political. But generating and 
sustaining political commitment can be challeng-
ing. The overall benefits of improving nutrition 
often take longer than a politician’s time in office 
to fully manifest themselves and may thus get short 
shrift. Moreover, undernutrition may be largely 

“invisible” where it is most prevalent. Stunted chil-
dren are often so commonplace that everyone from 

a child’s parents to a country’s policy makers may 
see them as the norm (this “normalization” increas-
ingly applies to child overweight and obesity as 
well). Unlike HIV, for example, undernutrition is 
not infectious. As ruling elites are thus not threat-
ened by it, and its societal invisibility reduces its 
prominence as a development issue, it becomes easy 
to ignore. Nonetheless, huge gains in political com-
mitment have been made in recent years, with the 
Scaling Up Nutrition (SUN) Movement on the 
frontline of such political change.

Even if the problem does succeed in capturing 
the attention of politicians and policymakers, the 
next challenge is to figure out what to do. As dis-
cussed, addressing malnutrition comprehensively 
and sustainably requires actions by several often 
unconnected sectors. The role of the private sector 
can lead to particular challenges. Asymmetries of 
power and of incentives between governments and 
multinationals require proactive government regu-
lation of the private sector. Governments have had 
to take measures to protect breastfeeding, for exam-
ple, as discussed in Chapter 3, and they have had 
to cope with junk food manufacturers’ attempts to 
undermine policies designed to tackle obesity, high-
lighted in Chapter 9.

Commitment is important but actions speak 
louder than words. Commitment is relevant only 
when it leads to action that generates impact on 
the ground. This is the new frontier for nutrition. 
Commitment and knowledge of what works must 
lead to large-scale implementation of nutrition-rel-
evant policies and programs. Translating commit-
ment into action requires, among other things, 
accountability, data, and capacity. With regard to 
accountability, US$23 billion of funding for nutri-
tion ($4 billion for nutrition-specific programming 
and $19 billion for nutrition-sensitive program-
ming) was pledged at the 2013 Nutrition for 
Growth Summit in London. How many of these 
pledges have been activated and operationalized? 
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This is one of the key tasks of the pioneering Global 
Nutrition Report: to shine a light on what hap-
pened next and whether governments are actually 
stepping up their investment in nutrition. Global 
and national accountability is key, but account-
ability is relevant at all levels and ultimately should 
be channeled downward to communities where 
nutritionally vulnerable populations reside. Peru’s 
story (Chapter 14) illustrates this point well: its 
Child Malnutrition Initiative, a multistakeholder 
advocacy coalition, is widely credited with enlist-
ing presidential candidates to pledge to improve 
nutrition and subsequently publicly monitoring 
these commitments.

Accountability cannot operate in a data vacuum. 
It is crucial that timely data on trends in different 
forms of malnutrition and on outcomes of actions 
and programs become available and accessible in 
the public domain. More data that are actionable at 
the subnational level are also needed. More and bet-
ter evaluations are required—not just assessments 
of whether a program works but process evaluations 
that highlight impact pathways—to help understand 
why, how, and where programs work or don’t work.

Finally, the time is ripe for a major long-term 
investment in strengthening capacity for nutrition. 
Capacity is needed at different levels—individual, 
community, organizational, and systemic—and 
for different purposes. In particular, within the 
new generation of nutrition professionals, we need 
individuals with stronger strategic and operational 
capacities to go along with their technical skillsets. 
And we need to strengthen the capacity of individu-
als in other sectors, to empower and motivate them 
to apply a nutrition lens in their work and to con-
tribute to nutrition-relevant change through their 
programming and investments.

An example of transformational capacity is lead-
ership. Leaders open doors, turn keys, and inspire 
others. Leaders in and for nutrition are not nec-
essarily hierarchical; they tend to exhibit lateral 
leadership—the ability to successfully work across 
sectors, build collaborations and alliances, and 
communicate effectively. Nutrition champions and 
policy entrepreneurs are needed to catalyze social 
and political change and make development pol-
icy in general more nutrition-sensitive. The profiles 
of current leaders in nutrition (Chapter 18) show 
how champions may spring from many different 
quarters. We need to develop the next generation of 
nutrition leaders and to strengthen existing initia-
tives, including academies and curricula, that aim 
to build leadership capacity.

Not all experiences in this book are glowing suc-
cess stories, and not all successes endured. This is 
the real world. Changes and challenges are constant. 
Possibly the greatest challenge is the  rising problem 
of obesity—in fact more people are now overweight 
or obese than are undernourished. As Chapter 9 
underlines, not a single country has shown a decline 
in overweight in recent years. Systems approaches 
are needed to change obesogenic environments 
into enabling environments, and there is a need to 
ensure that interventions to tackle undernutrition 
do not inadvertently contribute to obesity. As we 
have done here with undernutrition (and its lon-
ger history), the nutrition world will need to high-
light more stories of change in obesity prevention 
and control in years to come, drawing on promising 
interventions such as Mexico’s tax on sugar-sweet-
ened beverages. As progress is made, new chal-
lenges and new frontiers emerge. This is why we 
called this book Nourishing Millions—it is an ongo-
ing process.
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APPENDIX

How the Stories of Change in This Book 
Were Selected
SIVAN YOSEF, JUDITH HODGE, STUART GILLESPIE, AND RAJUL PANDYA-LORCH

THE BOOK EDITORS selected and prepared the 
case studies included in this book using a five-step 
process as follows: (1) collect potential case stud-
ies using a global call for nominations and review 
of scholarly and gray literature; (2) develop and 
apply criteria to create a list of eligible case stud-
ies; (3) supplement this list with contributions from 
Transform Nutrition’s Stories of Change project as 
well as in-depth interviews with experts in the field; 
(4) select final topic areas and case studies based on 
discussion with the project’s advisory committee; 
and finally, (5) write the book chapters and conduct 
peer review.

Step 1: Collect Potential Case Studies

Call for Nominations: June–September 2015
The book editors circulated a call for nominations 
in June–September 2015. The call for nomina-
tions was widely distributed by email, posted on the 
project’s website, and linked to the websites of sev-
eral organizations.

Literature Review: May–August 2015
A literature search was conducted using a snowball-
ing approach (seeking advice from key experts and 
then examining references of reviewed or recom-
mended materials) and gray-literature capture, as 
outlined by Hagen-Zanker and Mallet.1 The start-
ing point for this process consisted of landmark 
country case studies, including those of the UN 
Standing Committee on Nutrition (formerly the 
ACC/SCN) published in 1991, 2005, and 20132; 
UNICEF case studies (2009 and 2013)3; reviews of 
nutrition-specific and nutrition-sensitive interven-
tions and the enabling environment in the Lancet 
series on maternal and child nutrition (2008 and 
2013);4 and the Global Nutrition Report (2014 and 
20155). A search was also conducted for reports 
from research institute websites such as Eldis, the 
IFPRI e-brary, and Secure Nutrition; from the 
World Bank, UNICEF, the Food and Agriculture 
Organization of the United Nations (FAO), the 
World Health Organization (WHO), and the 
Scaling Up Nutrition (SUN) Movement; and 
from other governmental and nongovernmental 
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organizations and international bodies. Where 
possible, this review drew on systematic reviews, 
peer-reviewed journal articles, meta-analyses, and 
randomized controlled trials. To cast the net wide, 
we looked at gray literature, including program 
reports, annual reports, blogs, and websites.

Step 2: Develop and Apply Criteria
The combined process of nominations and litera-
ture review yielded 99 potential case studies.

Although criteria had been widely circulated 
throughout the global call for nominations, the 
project team reviewed all the case studies carefully 
to ensure they were indeed eligible. The criteria 
were the following:

1. Beneficiaries: The program, project, policy, 
investment, intervention, or innovation oper-
ated in at least one low-income or lower-mid-
dle-income country and benefited a vulnerable 
group or groups of people.

2. Date: The intervention was implemented 
within the past 50 years.

3. Relevance: The intervention engaged nutrition 
directly or indirectly through related sectors 
such as education, health, agriculture, water, 
and sanitation programs.

4. Importance: The intervention addressed an 
important nutrition security problem or issue.

5. Scale: The intervention operated at a significant 
scale, defined as national, regional, provincial, 
or covering a substantial number of benefi-
ciaries. Demonstration or pilot projects were 
not considered.

6. Nutrition-related outcomes: The intervention 
had a documented impact on nutrition-related 
outcome indicators. Examples include changes 
in anthropometry such as child stunting; 

individual intake of calories, macronutrients, 
micronutrients, or specific foods; individual 
or household dietary diversity; women’s status 
or empowerment linked to nutrition outcomes, 
production diversity, or dietary diversity; and 
nutrition-friendly investments in health, edu-
cation, child feeding and care, water, sanitation, 
and hygiene, and enabling policy environments.

After applying these criteria and eliminating 
duplicates, the project team had a final long list of 
71 eligible case studies. Using the project’s concep-
tual framework (see Chapter 1), these case studies 
were then categorized as (1) nutrition-specific pro-
grams and interventions; (2) nutrition-sensitive pro-
grams and approaches; and (3) interventions that 
were both nutrition-specific and nutrition-sensitive 
in approach, worked in multiple sectors, or targeted 
the enabling environment for nutrition. Within 
these categories, the case studies were further disag-
gregated by time period and geographic region.

Step 3: Supplement the List of 
Case Studies

Contributions from Transform Nutrition
Critical contributions were also provided by 
Transform Nutrition, a global multipartner 
research consortium led by the International Food 
Policy Research Institute (IFPRI). In late 2014, 
Transform Nutrition launched a research initiative 
called “Stories of Change,” which developed a series 
of structured case studies focused on national-level 
successes in six developing countries or regions: 
Bangladesh, Ethiopia, the state of Odisha in India, 
Nepal, Senegal, and Zambia. Throughout 2015 
and into 2016, country teams undertook in-depth 
assessments and analyses, using both primary and 
secondary data, to develop case studies. These 
case studies will be incorporated into a learning 
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platform linked to existing communities of prac-
tice, such as the SUN Movement. Given the syner-
gies between Nourishing Millions and Transform 
Nutrition’s Stories of Change projects, the six coun-
try case studies were added to the list for consider-
ation. Four were ultimately written up as chapters 
(Chapters 12, 13, 16, and 17), and one is presented 
as a box within a chapter (Box 18.1 on nutrition 
leadership in Zambia).

Key Informant Interviews
To fill in any potential information gaps on nutri-
tion case studies, 10 key informant interviews 
were conducted with high-level experts. The 40- 
to 60-minute interviews identified success stories 
and covered other relevant topics such as historical 
changes in nutrition. The interviews were recorded, 
transcribed, and coded for future analysis. Case 
studies identified by the experts were then added to 
the list for consideration.

Step 4: Make Final Selections with 
Input from the Advisory Committee
The project’s Advisory Committee (listed on page 
218) met on September 30, 2015, to discuss all the 

case studies in depth. Members provided input on 
which case studies best met the project’s criteria 
while ensuring a balanced presentation of nutri-
tion-specific, nutrition-sensitive, and country-level 
stories as well as a coherent storyline. Following the 
meeting, the project team finalized the list of chap-
ters to include in the book.

Step 5: Write Chapters and Conduct 
Peer Review
All the chapters were written by the book editors, 
external authors, or Stories of Change team mem-
bers. Draft chapters were reviewed by the editors 
and, in most cases, by additional expert reviewers. 
They were then revised by the authors before being 
submitted for peer review. All chapters under-
went formal peer review by IFPRI’s independent 
Publications Review Committee (PRC). Upon 
approval by the PRC, the chapters were edited 
and finalized.
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Glossary

acute malnutrition (wasting): normally the result 
of acute (short-term) insufficient food intake and 
frequent illness. Wasting is assessed by anthropo-
metric measurements (weight-for-height) mainly 
in children younger than 5 years of age, but also in 
adults (body mass index).

anthropometry: the use of body measurements, such 
as height, weight, and mid-upper arm circumfer-
ence, along with age and sex, to determine nutri-
tional status.

Baby Friendly Hospital Initiative: a global program 
that recognizes and awards birthing facilities that 
offer an optimal level of care for infant feeding and 
bonding between mothers and their babies.

behavior change communication: an intervention or 
set of activities involving communication strategies 
and channels to promote positive behaviors among 
individuals, communities, or societies.

body mass index: a measure calculated by dividing 
weight (in kilograms) by height (in meters) squared, 

and used to classify individuals on a scale from 
underweight to obese.

breast-milk substitutes: foods that are marketed 
or presented as partial or total replacement for 
breast-milk.

chronic malnutrition (stunting): normally an indi-
cator of chronic (long-term) insufficient energy 
or micronutrient intake, which results in irrevers-
ible growth retardation and cognitive and men-
tal impairment in children in the first years of life. 
Children younger than 5 years of age are classi-
fied as stunted if they have a height-for-age Z-score 
that is more than 2 standard deviations below the 
median of an international reference population of 
the same age and sex.

complementary feeding: the introduction of safe, 
age-appropriate soft and solid food to a baby start-
ing at 6 months of age, for the period of transition 
from breastfeeding to the gradual introduction of 
new foods until a baby is eating the same foods as 
the rest of the family. The period of complementary 
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feeding, usually between 6 and 23 months of age, is 
the most nutritionally vulnerable period for a child 
and coincides in many developing countries with a 
rapid acceleration in the incidence of stunting (par-
ticularly among children 6–12 months of age).

dietary diversity: the number of food groups con-
sumed by a household or individual over a specific 
time period. The most commonly used indicator 
of dietary diversity is the proportion of children 
6–23 months of age who receive foods from four or 
more food groups daily.

exclusive breastfeeding: the practice of giving an 
infant only breastmilk and no other food or water 
for the first 6 months of life.

fortification: adding vitamins or minerals (micro-
nutrients) to foods, usually staples, to improve 
their nutritional content or to restore nutrients lost 
during food processing.

growth monitoring and promotion: the monitoring 
of monthly weight gain or decline of children and 
their families and the prescription of an interven-
tion, such as counseling on feeding practices, to pro-
mote growth or ameliorate growth problems.

International Code of Marketing of Breast-milk 
Substitutes: a global health policy framework 
adopted by the World Health Assembly of the 
World Health Organization to promote breastfeed-
ing and restrict the marketing of breast-milk substi-
tutes such as infant formula.

iron-deficiency anemia: the most common type of 
anemia, a condition in which the blood does not 
have an adequate number of healthy red blood cells. 
When the body is deficient in iron, it cannot pro-
duce enough hemoglobin, a substance that enables 
red blood cells to carry oxygen to the body’s tissues.

low birth weight: a birth weight below 2,500 grams.

malnutrition: an abnormal physiological condition 
caused by inadequate, unbalanced, or even exces-
sive consumption of macronutrients (carbohydrates, 
protein, and fats) or micronutrients (vitamins and 
minerals) and/or poor utilization of consumed food 
due to illness.

macronutrients: nutrients that contribute most of 
the energy to a diet, including carbohydrates, fats, 
and protein.

micronutrients: essential nutrients that are con-
sumed in smaller amounts. These include various 
vitamins along with minerals such as calcium, iron, 
potassium, selenium, sodium, zinc, and folic acid.

micronutrient malnutrition: lack of vitamins and 
minerals necessary for health. From a public health 
perspective, the most significant micronutrient 
deficiencies in developing countries are deficiencies 
of iron, vitamin A, zinc, and iodine.

micronutrient powders or Sprinkles: single doses of 
vitamins and minerals in powder form that can be 
sprinkled onto any ready-to-eat semi-solid food. 
These are often used to increase an individual’s con-
sumption of micronutrients without changing his 
or her dietary habits.

minimum meal frequency: indicator used to assess 
the proportion of breastfed and non-breastfed chil-
dren 6–23 months of age who receive solid, semi-
solid, or soft foods (also including milk feeds for 
non-breastfed children) the minimum number 
of times or more per day—that is, two times for 
6–8 months, three times for 9–23 months, and four 
times for 6–23 months (if not breastfeeding).

minimum acceptable diet (composite indicator): pro-
portion of children 6–23 months of age who had 
both minimum meal frequency and dietary diver-
sity (in both breastfed and non-breastfed children).
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moderate acute malnutrition: the condition of a 
wasted child who has a weight-for-height between 

-2 and -3 standard deviations from the median of a 
reference population.

noncommunicable diseases: diseases that are not 
infectious nor transmittable; also known as chronic 
diseases of long duration. The most common types 
of noncommunicable diseases globally are cardio-
vascular diseases (for example, heart attacks and 
stroke), cancers, chronic respiratory diseases (such 
as chronic obstructed pulmonary disease and 
asthma), and diabetes.

obesity: a condition of excess body fat. A person is 
generally considered obese when his or her body 
mass index is more than 30, though some countries 
use lower cutoff points.

overweight: generally defined as having a body mass 
index of 25–30.

ready-to-use (therapeutic) foods: processed “medic-
inal foods” with appropriate nutrient content 
for rapidly improving children’s nutritional and 
health status.

severe acute malnutrition: the condition of a wasted 
child who has a weight-for-height below the cutoff 
point of -3 standard deviations from the median of 
a reference population of the same age and sex.

undernourishment: having food intake that is insuf-
ficient to meet dietary energy requirements for an 
active and healthy life (the Food and Agriculture 
Organization of the United Nations defines this as 
an average food intake less than 1,800 kilocalories a 
day). Insufficient food intake is one cause of under-
nutrition. Hunger is usually defined as the discom-
fort associated with a lack of food.

stunting: low height-for-age in children. This indi-
cator is most often expressed as a Z-score or as 
a percentage of individuals stunted. Individuals 

with Z-scores below -2 standard deviations from 
the median of a reference population are classi-
fied as stunted and below -3 standard deviations as 
severely stunted.

total fertility rate: the number of children that 
would be born to a woman if she were to live to the 
end of her childbearing years and have children 
according to current age-specific fertility rates.

underweight: low weight-for-age in children. A 
composite measure of stunting and wasting, this 
indicator is most often expressed as a Z-score or as a 
percentage of individuals underweight. Individuals 
with Z-scores below -2 standard deviations from 
the median of a reference population are classified 
as underweight and below -3 standard deviations as 
severely underweight.

wasting: low weight-for-height in children. This 
indicator is most often expressed as a Z-score or 
as a percentage of individuals wasted. Individuals 
with Z-scores below -2 standard deviations from 
the median of a reference population are classi-
fied as wasted and below -3 standard deviations as 
severely wasted.

Z-score: a statistical measure of a child’s nutritional 
status. A Z-score essentially measures the standard 
deviation, or the distribution of data. A weight-
for-age Z-score (WAZ), for example, is the num-
ber of standard deviations of the actual weight of a 
child from the median weight of children of his or 
her age in a particular sample. A WAZ score of 0 
would mean that the child’s weight is the same as 
the median weight of all children of his or her age 
in the sample. When applied to international ref-
erence populations, Z-scores can be used to deter-
mine degrees of underweight, stunting, and wasting.
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Malnutrition costs the world trillions of dollars, but global commitment to improving people’s nutrition is on the rise, 
and so is our knowledge of how to do so. Over the past 50 years, understanding of nutrition has evolved beyond 
a narrow focus on hunger and famine. We now know that good nutrition depends not only on people’s access to 
a wide variety of foods, but also on the care they receive and the environment they live in. A number of countries 
and programs have exploited this new understanding to make enormous strides in nutrition.

Nourishing Millions: Stories of Change in Nutrition brings together the most intriguing stories from the past five 
decades to show what works in nutrition, what does not, and the factors that contribute to success. The stories 
gathered here examine interventions that address nutrition directly—such as community nutrition programming 
and feeding programs for infants and young children—as well as nutrition-sensitive policies related to agriculture, 
social protection, and clean water and sanitation. The authors consider efforts to combat the severest forms of 
acute malnutrition as well as overweight and obesity. They shed light on nutrition success stories on the ground in 
places ranging from Bangladesh, Brazil, Nepal, Peru, Thailand, and Vietnam to Ethiopia and the state of Odisha 
in India. The book also examines how nutrition “champions” emerge and drive change. Altogether, Nourishing 
Millions is a unique look at past and emerging nutrition successes and challenges around the world.

WWW.NOURISHINGMILLIONS.IFPRI.INFO
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