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1. INTRODUCING
Definition
Stunting, also known as chronic malnutrition, is a low
height-for-age defined as more than 2 SD below the
mean of the sex specific reference data established by
WHO Child Growth Standards1. Stunting is the
cumulative effect of long-term deficits in food intake,
poor caring practices and/or illness2. Furthermore,
stunting is frequently found to be associated with poor
overall economic conditions3.
Stunting has negative consequences for a child’s physical and mental development, mainly if it occurs
in the critical window of the first 1.000 days (from conception to the first 2 years of life). A stunted
child has a higher risk of short-term morbidity and mortality, as well as non-communicable diseases in
later life, and a lower learning capacity and productivity.

What are the causes of stunting? Brief description
Stunting is one of the types of
malnutrition and depends on a complex
and multifactorial causal framework. As
it was mentioned previously, scientific
evidences have highlighted that stunting
has long-life effects if it occurs in a
critical window: the first 1,000 days from
conception to the first 2 years of life.
During this period linear growth is most
sensitive to environmentally modifiable
factors related to feeding, infections and
psychosocial care4 .
Therefore, in order to permit that a child
grows according to his/her genetic
potential, it is extremely important
guaranteeing timely and effective
interventions, based on exhaustive
analysis of the causes of stunting. Below,
we will highlight several factors causing
stunting,
using
the
classification
established by UNICEF framework, that
is basic, underlying and immediate
causes.
Figure 1: UNICEF framework of the causes of stunting

Immediate causes
Maternal and child undernutrition
Maternal health and nutrition. Maternal health is inevitable connected to child health and
subsequently child stunting. It’s recognized that poor maternal nutrition is a major cause of stunting.
Immediate maternal factors affecting child stunting are maternal weight gain during pregnancy, illness,
body mass index, dietary intake, mental health, maternal empowerment and vitamin A and iron
deficiency during pregnancy.
Child health and nutrition: Immediate causes directly related to the health of the child are child
illnesses, low birth weight and dietary intake. Recurring illnesses can contribute to the increasing
stunting rates: recurring episodes of diarrhoea from birth on was found associated with stunting at 24
months of age5 . All illness measures in the study by Bloss et al. (2004)17 were significantly associated
with stunting; includes: diarrhoea, upper respiratory infection, measles, malaria, vomiting.
Several studies show a significant association between low birth weight and stunting6 7, or even find
low birth weight as the most important factor contributing to stunting XV.
Regarding dietary intake, Theron et al. (2006)8 , in two provinces of South Africa, found that stunted
children consumed the same foods as non-stunted children, but in smaller quantity.

Underlying causes
Poor household, access to efficient safe and nutritious food.
Food insecurity. Food insecurity - at community and household level - is caused by poverty,
environmental stressors and conflicts9. Household poverty may lead to food insecurity, from which
depends the quantity and quality of food. An inadequacy in energy availability only related to food
quantity was found associated with stunting10 . On the other hand, poor quality food and inadequacy
in micronutrient have a negative impact on infant and young child growth.

Inadequate and child care and feeding practice.
Breastfeeding practice. Despite The World Health Organization (WHO) strongly recommends
exclusive breastfeeding during the first 6 months of life11 , this advice is not seen in practice in a large
part of the population in developing countries. In Africa, Asia and Latin America, only 47 to 57% of
infants younger than 2 months are exclusively breastfed for the first 6 months12 ; and 25 to 31%
between 2 and 5 months. Non-breastfed children are more likely to be stunted compared to breastfed
children (even if not exclusively). According to Engebretsen et al. (2008), in Uganda, mixed feeding or
replacement feeding was found to increase the risk for stunting compared to exclusive breastfeeding13
.
Inadequate complementary feeding: Importance of timely introduction of complementary foods,
frequency of feeding and quality of food. Most of the decline in length-for-age occurs during the
complementary feeding period, between 6 and 24 months of age14,15. Household-level hygiene
practices on the handling of food (such as hand washing, safe water source and storage, and sanitation
conditions) affect the risk of diarrhoea and other morbidities, which interfere with growth16,17.

Poor household access to health services and unhealthy environment:
Accessibility of health care facilities. The accessibility of health care facilities influences the risk of
stunting.
•

•

•

Distance: More than an hour travelling distance to a health clinic was found significantly
associated with stunting18 . Additionally, the place of birth delivery relates to the probability
of stunting. Home delivered children were 1.16 times more likely to be stunted compared to
children delivered at a health facility in El Salvador19 . Giving birth at home may indicate access
to health services, which is associated with stunting and poverty.
Maternal care services. The quality of antenatal care (ANC) mothers received during pregnancy
was found associated with stunting in El Salvador16. Inadequate ANC increased the risk of
stunting 1.27 times16.
Immunization contributes significantly and positively to stunting. Having up-to-date
vaccinations was protective against stunting for children in Kenya20 .

Unhealthy environment. Access to improved sanitation and water facilities are both independently
associated with stunting14. The relationship between sanitation and stunting is likely to be mediated
via diarrhoea and other intestinal infections. Environmental Enteric Dysfunction (or Environmental
Enteropathy) is a subclinical state caused by constant fecal-oral contamination and results in
inflammation and modifications of the small bowel. These enteric infections in childhood whether
clinically expressed or asymptomatic are associated with a decrease in the absorption of macro and
micronutrients, failure to oral vaccines21 and increases in systematic inflammation, any of these
processes may contribute to growth faltering22,23,24,25.

Basic causes
Basic causes are quite diverse, ranging from socioeconomic variables to political contexts. Those
causes highlight inequalities in stunting.
Socioeconomic factors. Poverty plays a central role as a cause of stunting. Political stability, food
prices and trade policy and marketing regulations, are key determinants of poverty. Furthermore,
these elements determine the agricultural and food system, from which depend the availability, the
quality and the safety of food.
Health, health care and education policies. Healthcare system and policy, the quality of the services
and their accessibility, are elements that could have preventive effects on inadequate growth and
development. Regarding the education, denying this right could also have adverse effects on nutrition.
In fact, it has been estimated that improved female education was responsible for nearly 43% of the
total reduction in under nutrition between 1971 and 199526 .

Causal framework of reference
Recently, WHO has published the conceptual framework on Childhood Stunting: Context, Causes,
and Consequences (see diagram below). In the framework it is possible to figure out the connections
and the cause-effects relations between the factors that could determine stunting and its short and
long-term effects. This diagram is an adaptation of the UNICEF framework on causes of malnutrition
and its different versions27 . In this case, the focus is on stunting. For a complete analysis of each of
the mentioned items of the WHO framework, we recommend the reading of Contextualising
complementary feeding in a broader framework for stunting prevention by Stewart et al. (2013)27.

Figure 2: WHO 2013, the conceptual framework context, causes on Childhood Stunting

The relationship between stunting and wasting
Stunting, as we mentioned previously, occurs as a response to a number of different acute and chronic
factors, including micro- and macro-nutrient deficiencies, serial infectious diseases, inadequate
feeding practices, and exposure to pathogens in the environment, among others. Wasting, on the
other hand, is thought to be a short-term response to food shortage or infectious disease that may or
may not lead to stunting, depending on whether the child is able to recover his or her trajectory via
catch-up growth28.
The relationship and associations between wasting and stunting are not yet well understood. While
both types of under-nutrition share similar causal pathways and are therefore unquestionably linked,
limited evidence is currently available to describe the relationship and associations between them, and
whether one precedes or predisposes the other. In the table below are represented the immediate
‘causal’ factors identified for wasting and stunting in the literature.

Immediate ‘causal’ factors suggested in literature for wasting and stunting
Wasting*

Maternal stature (Ozaltin, Hill et al.
2010
Infectious disease (Olofin,
McDonald et al. 2013)
Dietary inadequacy (Arimond and
Ruel 2004)
Associated
factors

Diarrhoea (Richard, Black et al.
2013)
Inappropriate complementary
feeding

Intrauterine growth restriction
(Christian, Lee et al. 2013)

Stunting*

Maternal stature (Ozaltin, Hill et al. 2010)
Maternal weight gain during pregnancy (WHO
1997)
Infectious disease (Olofin, McDonald et al. 2013)
Dietary inadequacy (Arimond and Ruel 2004)
Zinc inadequacy (Imdad and Bhutta 2011)
Diarrhoea (Checkley, Buckley et al. 2008) though
not replicated by Richard et al in 2013 (Richard,
Black et al. 2013)
Inappropriate complementary feeding (Bhutta, Das
et al. 2013)
Environmental Enteric Dysfunction (EED) (Keusch,
Rosenberg et al. 2013)
Intrauterine growth restriction (Black, Victora et al.
2013)

*Including in-utero – inferred from measurements taken at birth Notes:
• This table does not depict the strength of association found between these factors and wasting or stunting, simply
where evidence exists for an association.
• For sub-optimal breastfeeding sufficient evidence was not found by Lancet review authors (Bhutta, Ahmed et al.
2008) for a link to linear or ponderal growth, or of promotion of breastfeeding positively impacting linear growth (Black,
Victora et al. 2013)
Table 1: Associated factors wasting and Stunting. Immediate ‘causal’ factors suggested in literature for wasting and stunting. Sourse The
relationship between wasting and stunting, policy, programming and research implications i

Nevertheless, stunting and wasting often co-exist in the same places, and among the same children.
This is what we observe in ACH programs and survey results. In some regions we observe areas with
high rates of wasting with high rates of stunting; in the other hand, areas with low rates of wasting
with high rates of stunting due to ongoing nutritional deficiencies. The prevalence of wasting does not
therefore act as a good indicator for the prevalence of stunting. Diagnosis method of stunting using
height-for-age is more difficult comparing to the weight-for-height (taken to diagnose wasting).
Indeed, age of the children is often very difficult to know (no birthdate registered) and height is
difficult to measure reliably so, it is prone to significant measurement error. Therefore, in contrast to
the use of MUAC for acute malnutrition, chronic malnutrition lacks a viable, field-friendly alternative,
which means that assessing stunting in the field remains prone to error and misclassification29. A
recent meta-analysis of eight longitudinal studies with anthropometric measures over two years
shows30 :
•
•
•

Nearly 80% of stunted children at 3, 6, or 9 months were still stunted at 12 months.
70% of wasted children at 3, 6 or 9 months were not wasted at 12 months.
At 18 to 24 months of age, children were more likely to be stunted if they had experienced
recent wasting. But wasting is only one of the potential causes of stunting.

The recent Lancet nutrition series (2013) recognised the role of catch-up growth as central to the link
between wasting and stunting. “Severe infectious disease can lead to wasting, which may have longerterm consequences on linear growth, particularly if there is insufficient food availability to recover
after a bout of infection”31 . However, the relationship between infection-wasting-stunting has yet to
be exhaustively described and many authors suggest that more research is needed.
i

Tanya Khara & Carmel Dolan (2014). Technical Briefing Paper. The relationship between wasting and stunting, policy, programming and
research implications.

2. Why should we reinforce our focus on stunting?
2.1 Consequences of stunting
Linear growth in early childhood is considered as a marker of healthy growth given its association with
risk of short-term morbidity and mortality, non-communicable diseases in later life, and learning
capacity and productivity31.

Morbidity and mortality
Globally, undernutrition (including fetal growth restriction, sub-optimum breastfeeding, stunting,
wasting, and deficiencies of vitamin A and zinc) causes 45% of child deaths, resulting to 3.1 million
deaths annually31.
The number of deaths in the world and the DALYs among children under 5 years related to growth
retardation, severe wasting and intrauterine growth retardation is the highest percentage of the
overall risk factors for the under 5 years age group9.
Actually, the risk of death increases with descending Z scores for underweight, stunting, or wasting9.
In a recent pooled analysis, it has been estimated that a moderately stunted child was 2.3 times, and
the severely stunted child 5.5 times more likely to die than the non-stunted childii . Stunting underlies
14–17% of child deaths globally32.

Short-term and long-term consequences
As it is shown in the WHO framework, stunting has both, short-term and long-term consequences at
health level, development and economic outcomes.
Concurrent developmental problems and short-term consequences consist of poorer psychomotor
and mental development33, 34 , which may cause long-term cognitive defects, fewer years and poorer
performance at school, lower adult economic productivity and an increased risk of stunting into
subsequent generations32.
Stunting may have effects also on adult health and chronic disease risk27. Studies of infants born with
low birthweight have demonstrated consistent associations with elevated blood pressure, renal
dysfunction and altered glucose metabolism27.
In his review, Martins et al. (2011) described a coexistence of under-nutrition and obesity in many
developing countries35 . The rapid transition in these countries has manifested this double burden of
disease, which is clearly seen in a family with an undernourished child of obese parents.

Stunting and poverty
Most studies emphasize a strong link between malnutrition and socio-economic factors. A recent
study investigated the relationship between height-for-age and stunting at 24 months and human,
social and economic capital of Guatemalan adults aged over 25 years. It showed that growth failure in
ii
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early life has profound adverse consequences over the life course on human, social and economic
capital36.
Nevertheless, a study in India on more than 70,000 children didn’t establish an obvious link between
poverty and stunting37 .
In most developing regions of the world, the prevalence of stunting ranges from 15–40%, even among
the highest income group38 .

2.2 World prevalence and international focus on stunting.
Stunting is an intractable public health problem affecting around one-third of children in developing
countries32. In 2011, globally, 165 million children younger than 5 years had a height-for-age Z score
(HAZ) of –2 or lower (stunted) on the basis of WHO Child Growth Standards31. As it shown in the
following map, this burden is not evenly distributed around the world. Sub-Saharan Africa and South
Asia are home to three fourths of the world’s stunted children: in sub-Saharan Africa, 40% of children
under 5 years of age are stunted; in South Asia, 39% are stuntediii.

Figure 3: UNICEF (2013). Improving Child Nutrition. The achievable imperative for global progress.

iii

UNICEF (2013). Improving Child Nutrition. The achievable imperative for global progress.

Beside this regional disparity, the prevalence of stunting is quite different in each country depending
on social and economic factors, such as area of residence, household income, sex and age.
•

Household income:
income Children in the poorest households are more than twice as likely to be
stunted as children in the richest householdsiv .

•

Area of residence: Globally, the prevalence of stunting is almost 1,5 higher in rural areas than
in urban areas32. Over one third of children in rural households are stunted compared to one
quarter in urban households.

•

Sex:
Sex Globally, stunting affects girls and boys almost equally. In 81 countries with data, stunting
prevalence is slightly higher in boys than in girls (1,14 times, range 0,83–1,53)32. In sub-Saharan
Africa stunting follows this tendency, where it afflicts more boys (42%) than girls (36%)v .

•

Age: Older children are more likely to be stunted compared to young ones (below 12 months)
that are often breastfed. Stunting is regarded as a long term, irreversible or chronic condition39
. Stunting manifests at birth and then increases considerably from 3 to 18 to 24 months of
age40 , 12.

According to the data published in The World Health Organization’s global target for reducing
childhood stunting by 2025: rationale and proposed actions, at global level the prevalence of stunting
has decreased from an estimated 40% in 1990 to 26% in 2011. Despite this positive tendency at global
level, from a regional point of view the situation is quite different: Africa shows rising numbers of
stunted children due to population increase and an almost stagnant prevalence of stunting over the
past two decades.
Thus, it is important to underscore that the decrease in prevalence does not always translate to a
decrease in absolute number of children affected by stunting. Africa, where the high population
growth rate explains the increase in the absolute number of stunted children despite decreased in
prevalence.
In order to enhance actions to reduce the prevalence of stunting - and malnutrition in general -, the
Health Assembly in resolution WHA65.6 (2012) has established global nutrition targets, from which,
the first one is to reduce the number of under-five stunted children by 40% (2010 to 2025).

iv
v
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These targets have been widely adopted by global initiatives, donors and agencies (both public and
private).
World Health
Organization

Strategy / Program
Comprehensive
implementation
plan
on
maternal, infant and young
child nutrition.
Based
on
the
WHA65.6 (2012)

resolution

Targets / Key elements
To achieve, by the year 2025, six global nutrition targets:
•
40% reduction of the global number of children under five who
are stunted.
•
50% reduction of anaemia in women of reproductive age.
•
30% reduction of low birth weight.
•
No increase in childhood overweight.
•
Increase the rate of exclusive breastfeeding in the first six
months up to at least 50%.
•
Reduce and maintain childhood wasting to less than 5%.

Scaling Up
Nutrition (SUN)
Movement

Scaling Up Nutrition
framework for action

a

1. The primacy of country-level action.
2. The focus on evidence-based and cost-effective actions. The
priority of these actions will be assigned to:
•
The minus 9 to 24 months windows of opportunity;
•
At prevention and treatment levels.
3. A multi-sectoral approach in order to promote actions targeting to
the whole determinants of malnutrition.

UK Government

Global Nutrition for Growth
Compact

We highlight the following targets to achieve by 2020:
•
To ensure that at least 500 million pregnant women and
children under two are reached with effective nutrition
interventions.
•
To reduce the number
number of children under five stunted by at least
20 million.
•
To save the lives of at least 1.7 million children under 5 by
preventing stunting,
stunting increasing breastfeeding, and increasing
treatment of severe acute malnutrition.
•
To make nutrition one of the top political and socio-economic
development priorities and to work in partnership together
(governments, international organisations, private sector and
civil society) and with vulnerable populations to accelerate
progress towards achieving the World Health Assembly
nutrition targets by 2025.

USAID

2014Multi2014-2025
Multi-Sectorial
Nutrition Strategy

Regarding to stunting, the main targets of the Strategy, by the year
2025, are:
•
Decrease chronic malnutrition, measured by stunting, by 20%
through the U.S. Government’s Feed the Future and Global
Health initiatives, the Office of Food for Peace development
programs, resilience efforts, and other nutrition investments.
•
Concentrate resources and monitor impact to reduce the
number of stunted children by a minimum of 2 million.
million.
The Strategy is aligned with the 2025 World Health Assembly
Nutrition Targets and reaffirms both USAID’s commitment to global
nutrition, and their role as a major international partner in the fight
against malnutrition.

3. Which kind of interventions is needed?
3.1 A new strategy is needed
As we mentioned previously explaining the multi-causal framework of malnutrition of Unicef, the
factors that lead to undernutrition are complex and interconnected, increasing people's vulnerability
to unfavourable situations prolonged in time.
Despite that a new approach in nutrition area has been adopted by international community in the
last years, the results in decreasing of malnutrition don't have evolved at same speed in the agricultural
sector and in the access to basic services and education at worldwide level.
According to data, in the year 2011, 165 millions of children were affected from stunting in
comparison to the 253 million of 1990, that is, a reduction average annual rate of 2.1%. As we
mentioned before, the WHO's goal is to reduce the number of children suffering from stunting a 40%
by 2025, but the present reduction rate shows that this goal can't be achieved.
Thus, it is seen as a priority the revision and, at the same time, the reinforcement of the strategies to
overcome the malnutrition in a sustainable way. It is necessary leaving behind the tendency to
implement exclusively nutrition-specific interventions and focusing, as well, on nutrition-sensitive
interventions to mitigate the direct and indirect causes of malnutrition. Nutrition-sensitive
interventions can complement the nutrition-specific and curative interventions, which have a shortterm impact. Nutrition-sensitive programs can be useful as delivery platforms for nutrition-specific
interventions, potentially increasing their scale, coverage and effectivenessvi.
In this framework, multi-sectoral programs and coordinated and coherent responses between
different areas are needed in order to obtain better results at nutrition level. It exists an international
consensus over the importance of a multi-sectoral and multi-level approach in order to achieve better
outcomes in malnutrition-oriented programs. This consensus is based on recent literature reviews,
which have highlighted that nutrition-specific and nutrition-sensitive interventions have a great
potential to improve the nutritional status.
In the following paragraphs, it will be given the definition of both type of interventions and it will
complete the information with some examples of each.

Nutrition-Specific Interventions
Nutrition-specific interventions: Interventions that address the immediate determinants of foetal
and child nutrition and development—adequate food and nutrient intake, feeding, caregiving and
parenting practices, and low burden of infectious diseases.
According to the document Evidence-based interventions for improvement of maternal and child
nutrition: what can be done and at what cost?41 , the scaling-up of ten nutrition-specific interventions
to 90% coverage was also associated with a mean 20,3% (range 11,1–28,9) reduction in stunting and
a 61,4% (35,7–72) reduction in severe wasting. These nutrition-specific interventions are:

vi

ACF International (2014), Nutrition Security Policy, p. 11.

Optimum maternal nutrition during pregnancy
1. Periconceptional folic acid supplementation or fortification
2. Maternal balanced energy protein supplementation
3. Maternal calcium supplementation
4. Multiple micronutrient supplementation in pregnancy
Infant and young child feeding
5. Promotion of breastfeeding
6. Appropriate complementary feeding
Micronutrient
Micronutrient supplementation in children at risk
7. Vitamin A supplementation in children 6–59 months of age
8. Preventive zinc supplementation in children 6–59 months of age
Management of acute malnutrition
9. Management of Severe Acute Malnutrition (SAM)
10. Management of Moderate Acute Malnutrition (MAM)
Table 2: These nutrition-specific interventions, lancet 2013

Several of these interventions have been incorporated in the strategies of many agencies, donors and
organizations at international level, such as SUN Movement, World Bank and others (see table below).
Sun (May 2015)vii
Feeding practices & behaviours:
• Encouraging exclusive breastfeeding up to 6
months of age and continued breastfeeding
together with appropriate and nutritious food up
to 2 years of age and beyond
Fortification of foods:
• Enabling
access
to
nutrients
through
incorporating them into foods
Micronutrient supplementation:
• Direct provision of extra nutrients
Treatment of severe malnutrition:
• Enabling persons with moderate and severe
malnutrition to access effective treatment

World Bankviii
Health sectors.
• Reduce micronutrient deficiencies.
• Reduce anaemia in pregnant and lactating
women and children 0-24 months.
• Promote good feeding and nutritional care
practices.
• Treat and prevent illness.
• Reduce low birth weight.
• Improve reproductive health and family planning.
• Treat moderate and severe undernutrition in
children.

Table 3: description to the Several of these interventions have been incorporated in the strategies of many agencies, donors and organizations at
international level.

Despite these actions are extremely important, it is necessary to highlight once again, that without an
effort to approach the direct and indirect causes of undernutrition, the problem can't be solved.
Nutrition-sensitive interventions in key sectors like WASH, agriculture, health care, social safety net,
early childhood development or education (among others) could have a massive potential to reduce
the prevalence of desnutrition at worldwide level.

Nutrition-Sensitive Interventions
Nutrition-sensitive interventions: Interventions that address the underlying determinants of fetal and
child nutrition and development—food security; adequate caregiving resources at the individual,
household and community levels; and access to health services and a safe and hygienic environment—
and incorporate specific nutrition goals and actions.

vii
viii

SUN Movement (2015), Scaling Up Nutrition – Engage, Inspire, Invest, p.2.
World Bank (2013), Improving Nutrition Through Multisectoral Approach.

To enhance the impact of nutrition-specific interventions an integrated approach is needed. In fact,
integrated interventions that combine nutrition, infection control (including WASH), and care for
mothers and children are likely to have a larger impact on stunting than any of these components
alone4. Bhutta et al. (2013) point out that the countries that have made tremendous strides in
improving nutrition and health outcomes (such as Brazil, China, Saudi Arabia, Kuwait, and Chile) have
implemented nutrition-specific interventions, but also have been settings with exceptional economic
growth, and investments in nutrition-sensitive interventions to address population health, education,
and social sector development41. Onis et at. (2013), mentioned that a remarkable reduction in stunting
has been possible in some regions of South America due to four primary reasons: (1) increased
purchasing power of low-income families; (2) improved educational levels of mothers; (3) expanded
public water supplies and sewage systems; and (4) virtually universal basic health care, including
prenatal care4. As it can be seen in the Table A in the section of annexes, SUN Movement (May 2015),
WHO and the World Bank have focused their efforts on specific nutrition-sensitive strategies.

Figure 4: integrated aproach. Source Nutrition security ACH.

Summarizing, a multi-sectoral approach is needed to enhance the impact of nutrition policy and
programs, which should be designed from the synergy and the interactions of evidence-based
nutrition-specific and nutrition-sensitive interventions. ACH considers as a priority to promote
strategies based on both types of interventions, which have to be designed starting from an exhaustive
and multi-sectoral analysis.

Evidence shows that direct actions to address the immediate determinants of undernutrition can be
further enhanced by action on some of the more distal or underlying determinants. For example, in
addition to providing micronutrient supplements to address vitamin and mineral deficiencies,
improving food security, and enhancing hygiene and environmental issues have been shown to
improve nutrition outcomes among childrenix .
It has to be highlighted that this multi-sectoral and multi-level approach, represents the core of the
ACF’s nutrition security approach, which main objective is guarantee a long term, sustainable and at
scale impact on undernutrition. This framework calls for adopting a multisectoral approach and acting
in an integrated, simultaneous way on all the causal context-specific factors leading to undernutritionx.

¿Who are the target population?
As mentioned previously, the literature has identified a critical window for human life, known as the
critical 1,000 days, that is from pregnancy and the first two years of life. In this period, it is when the
basic child development occurs, so the lack of adequate food and attention could cause, life-long
damage, both physic and cognitive.
Thus, the interventions have to be targeted to:
•
•

Women in reproductive age and during pregnancy
New-born children and children until 24 months of lifexi .

4. Which kind of nutrition-sensitive interventions are we
implementing in order to decrease undernutrition?
This section is going to present the results of an analysis that has been done on several stuntingoriented proposals which are being implemented in Pakistan, Haiti, Niger, Nigeria, Democratic
Republic of Congo and Peruxii . Due to that the analysis is based exclusively on the documents of the
proposals, its scope is quite limited because of the lack of documented results and evidence. (All these
projects are being implemented up to the date of the elaboration of this document.)
The analysis is based on three main questions:
•
•
•

Are the proposals coherently aligned with ACH's Nutrition Security Policy?
Are these proposal aligned to international tendencies?
Does it exist any good practices so far?

Before presenting the results of the analysis, it is important to make a reflexion about the temporal
framework existing between some of the documents, which have been considered - in this paper - as
reference for the strategies based on multi-sectoral approach, and ACH's proposals. For that reason,
it has been created two timelines (See section of annexes): in the first one, it appears the reference of
the scientific and programmatic documents in chronological order; in the second one, the title of the

ix
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World Bank (2013), Improving Nutrition Through Multisectoral Approach, p.30
ACF International (2014), Nutrition Security Policy, p. 14

xi

Depending on context of interventions (i.e. emergency), other groups of people may be considered as beneficiaries
In case of Peru the project finalized on December 2014. The analysis has been done on the final evaluation report and capitalization
documents.
xii

proposalsxiii . From the comparison of the timelines it can be highlighted that most of the proposals
precede or have been elaborated in the same year of publication of key documents like the Lancet
2013 and the Resolution WHA65.6 (WHO).

4.1 Are the proposals coherently aligned with ACH's Nutrition Security
Policy?
In order to assess whether the content of the proposals is coherent with the priorities established by
ACH’s Nutrition Security Policy, we have taken the Guidelines Principlesxiv as a reference, then, we
have checked if these principles were present in the proposed interventions.
On the whole, we can affirm that the proposals consistently respond to the vast majority of the
guideline principles as it is explained in the following table.
Guideline Principles

Analysis

I. Embed nutrition security into
policies, strategies and programmes.

All the proposals have been designed to achieve clear nutritional outcomes
through a multi-sectoral approach. The logic of the interventions and the
different strategies, could guarantee – from a theoretical point of view – the
nutritional security of the beneficiaries.

II. Promote and ensure coordination,
coherence and synergies.

Most of the proposals are based on a multilevel analysis of the determinants of
malnutrition. This kind of analysis represented the first fundamental step to
ensure coordinated interventions between different sectors (i.e. agriculture,
health and social protection, wash) with the aim of overcoming the detected
causes of malnutrition.

III. Prioritize high burden areas and
nutritionally at risk populations.

All the proposals identify as beneficiaries the most vulnerable people, who live
in condition of extreme nutrition insecurity. The backbone of most of the
proposed strategies is the community approach, which promotes community
empowerment at different levels with the aim of guaranteeing the quality and
the sustainability of the interventions. All the proposals have the 1.000 days
approach, proposing strategies, which the main beneficiaries are children under
two years old, and pregnant, and lactating women.

IV. Base programming on multimultisectoral nutritionnutrition-sensitive analysis.

Most of the proposals present a multi-sectoral analysis of the nutrition situation
in the intervention areas, giving information about the causes of the malnutrition
divided by different sectors of intervention, along with statistical and specific
data about the type of malnutrition (above all wasting and stunting). In the larger
proposals (Madagascar, Haiti and Pakistan) it can be find complete information
about political, socio-cultural, seasonal factors, which could underlay the
nutrition situation in the different areas.

V. Design holistic, integrated, at scale
and long term response strategies.

The strategies present in almost the totality of the proposals established a
synergy between nutrition-specific and nutrition sensitive interventions. In this
way, it is possible to combine a curative approach with a preventive one, along
with a community approach that is oriented to the improvement of the resilience
capacities.

VI. Aim for nutrition impact and
enhance nutritionnutrition-sensitivity of
interventions.

The proposals follow the international recommendation about the importance
of implementing evidence based interventions and official international
protocols (i.e. ENA protocols).

VII. Do no harm to nutrition.

Due to the heterogeneity of the proposals, it isn't possible to give general
conclusions. We can just highlight that in two proposals there were a detailed
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The year of the proposal has been established considering a time of six months before the estimated date of beginning of the project.
ACF International (2014), Nutrition Security Policy, p. 15-18.

Guideline Principles

Analysis
risks analysis and mitigation plans to control the negatives effects of the
interventions.

VIII. Apply a systematic gender
analysis & mainstream women
empowerment.

Due to the heterogeneity of the proposals, it isn't possible to give general
conclusions. In the larger proposals, there is a complete and multi-level gender
analysis, including specific indicators in the logic framework. None of the
proposals analysed whether the activities could hamper women’s ability to
complete their normal tasks or lead to additional workloads.

IX. Assess, document and be
accountable for nutritional impact.

Due to the heterogeneity of the proposals, it isn't possible to give general
conclusions, but it can be highlighted that most of the logic frameworks include,
at outcome level, some indicators of the nutritional status of the beneficiaries.
(i.e. stunting and/or wasting rate. For additional information about indicators,
see below).

X. Build and foster adequate skills and
capacity.

Due to the heterogeneity of the proposals, it isn't possible to give general
conclusions.

XI. Align to local priorities and realities.

The strategies proposed fit to the established priorities in the country or
intervention zones. The documents give information about the processes that
have been followed to design the proposals, that is, the collaboration and
cooperation with the local communities, as well as coordination with local and
international government and agencies. As we mentioned before, the
community approach is the key element, which could guarantee the long-term
sustainability.

XII. Advocate for lasting changes in
policies, practices and capacity.

Advocacy represents a constant element in all the proposals. This strategic
component is considered very important for long-term sustainability of the
interventions. It has to be highlighted that in three proposals, advocacy
represent a outcome of the proposal, being included as specific objective or
result in logic framework.

Table 4: analysis to the priorities established by ACH’s Nutrition Security Policy

Concluding this brief analysis about the coherence, it is worth deepening one of the aspects
highlighted by the ninth Guideline Principle, that is, the fact that the interventions must be
accountable on nutrition impact with the aim of “guaranteeing their replication and scaling up”.
This matter is in line with the recommendation of the document “Improving Nutrition Through
Multisectoral Approaches”, according to which in order to measure the nutrition impact of
multisectoral strategies based on nutrition–sensitive interventions - despite not belong to curative or
nutrition sectors - can be done most directly by using anthropometric or biochemical indicators
commonly used in nutrition or health projectsxv .
In line with this recommendation, it has to be underscore that the majority of the proposals measured
their nutrition outcomes with proper nutrition status indicators, as we shown in the following tablexvi
:

xv

xvi

World Bank (2013), Improving Nutrition Through Multisectoral Approach, p.82.

With the aim of completing the analysis of the indicators of the different proposals, a table with a selection of indicators of outputs,
outcomes and impact has been added in the section of annexes (Table C)

Country

Haiti

Proposed Outcome Indicator
Reduction from the baseline (%) of children aged 0-59 months with
Height for Age Z-Score < −2
Reduction from the baseline (%) of children aged 0-59 months with
Weight for Age Z-Score < -2

Madagascar

Reduction of global acute malnutrition rate in the intervention areas
compared to uncovered areas.
Reduction % (per year) of underweight prevalence in children 6-23
months

Niger

Reduction of acute malnutrition prevalence (less than 5%) in
children 6-59 months.

DRC

The GAM rate remains under (xx) % during the hunger season
(disaggregated by gender) (baseline value is needed)

Niger and Peru

Reduction the (%) of chronic malnutrition prevalence in children
(specific range of age);

Table 5: outcome indicator of the ACH programs

4.2 Are these proposal aligned to international tendencies?
In this paragraph we are going to see whether the ACH’s proposals are aligned with the international
tendencies (see Section C), above all concerning the nutrition-sensitive interventions.
The results of the analysis have been systematised in the table xx (see Annex Section at the end of
the document), from which we can highlight some key elements:
•

Almost the totality of the proposals have based their strategies on a multi-sectoral approach,
indeed each proposal include two or more area of intervention (i.e. Health and social protection
and WASH).

•

The activities, which have been planned in the different strategies, are aligned to the
recommended interventions by the international donors and agencies (See Table B in the
section of annexes). This element can be considered very important, indeed, implementing
these strategies could produce useful information (i.e. good practice, evidences, clinical
studies), which could be shared at international level with the aim of extending the actual
knowledge about effective strategies oriented to the reduction of the prevalence of stunting.

•

Among the strategic activities which are being implemented in the stunting oriented programs
and projects, it should be underscored the nutrition-sensitive interventions in water, health
and sanitation (WASH) area. Scientific literature, in the last few years, has been giving evidence
that WASH interventions can produce “improvements on people’s health and nutritional
status” as well as a positive effect on the prevalence of stunting. Bhutta et al. (2008) report
that “Hygiene coverage of 99% reduces stunting prevalence by 2,4% on under 36 months old
children42 . Furthermore, Checkley, et al. (2014) inform that children who live in households
with water connection, but without adequate sewage disposal and small storage containers
are 1,8 cm shorter than those who live in households with adequate sewage disposal and
storage containers”43 . Despite the scientific community still hasn’t reached a unanimous
position on the real impact of WASH interventions on health and nutrition areas, the wide
experience in this sector is strong enough to emphasises that the interventions are a key point

to reduce undernutrition, especially during the first 1.000 days of children`s life44 . Finally,
mentioned that a Cochrane review (2013) on WASH interventions concluded that they reduce
incidence of chronic undernutrition on long-term basis45 .
•

As can be seen in the annexed Table B, nutrition-sensitive interventions belonging to WASH
area, next to agriculture and social protection, play an important role in the multi-sectoral
strategy of ACH. For that reason, in the following paragraphs we are going to present three
experiences, highlighting the causes of stunting and the strategies implemented by ACH in
order to revert the situation.

Kalomba (Kasai, Democratic Republic of Congo)
Stunting Prevalence: 60,8% (Children; 6-59 months-old)
Identified determiners of malnutrition:
• High prevalence of malaria and diarrhoea (40,7%);
• Limited access to water and sanitation infrastructures
• Inappropriate hygiene practices (only 41,4% of households have access to traditional
latrines).
Multisectoral strategy: WASH and Health care and Social Protection (SP) Interventions.
Key approach: With the aim to reduce the prevalence of malnutrition, it is being implemented a
multisectoral and transversal behavioural change strategy with strong gender mainstreaming, to
promote the mobilisation of the community towards the search for local solutions to the problems
identified by the own community. For example, the improving of the water and sanitation services is
being developed as long as an empowerment process of the water and hygiene committees in order
to ensure the maintenance and the sustainability of the infrastructures.

Betioky District (Atsimo Andrefana, Madagascar)
Stunting Prevalence: 41,6%
Identified determiners of malnutrition:
• Poor food accessibility and diversification, worsened by a strong seasonal tendency.
• Poor access to drinking water
• Inadequate hygiene practices raise the risk of gastrointestinal diseases, which could
exacerbate the nutritional status of the children.
Main multimulti-sectoral strategy: Agriculture, WASH, health care and Social Protection (SP) Interventions
and support for resilience.
Key approach:
approach: The beneficiaries of these actions are local farmers and breeders mainly at small-scale
y household level, in order to improve their skills and guarantee the access and the diversification of
food during the critical season. The purpose of this strategy is improving the resilience of the target
population in order to prevent the fall of nutritional status.

Dadu District (Sindh Province, Pakistan),
Stunting Prevalence: 49,8% (children < 5 years old)
Identified determiners of malnutrition:
• 7 out of 10 households were in nutrition insecurity situation;
Main multimulti-sectoral strategy: Agriculture, WASH, Health care and Social Protection (SP)
Interventions and support for resilience.
Key approaches:
approaches: All these sectors are integrated with the purpose to raise the household income:
• One of the purpose of the community based healthy animal system is to improve animal
health to guarantee better food intake, as well as cash generation;
• All children between 6 and 24 months discharged from the Out-patient Therapeutic
Programs receive vouchers for complementary feeding with the objective to reduce the risk
of relapse and promote the behavioural change of the caretakers with regards to the
complementary feeding.

4.3 Does it exist any good practice so far?
Concluding this chapter focused on ACH's experiences oriented to stunting, we are going to introduce
the results of the program “Sumaq Kawsay – “Buen Vivir”, implemented in Vilcas Huamán (Ayacucho,
Peru) from 2010 to 2014. This program can be considered a clear example of a holistic multi-sectoral
strategy that “includes a set of coherent nutrition-sensitive interventions aligned towards a common
nutritional goal”xvii . The approach of the program is based on five thematic lines:
•

•

•
•

•

Territorial and community management: the aim of this component was to improve the
organization, the performance and the quality of services of local governance, as well as,
grassroots organization.
Health and nutrition: the purpose of this line was to improve the health and nutritional status of
the children, as well as the care practices, through a household-approach focused on local
resources.
Water and sanitation: improved access and use of safe water and basic sanitation, as well as the
hygienic practices and environmental care to guarantee and healthy environment.
Nutrition security and income generation: Improve the availability and access to nutritious food
at household level, through a strategy based on a comprehensive and sustainable land
management.
Education: The aim of this line was to improve the knowledge and the habits of professors, the
students of the community and their families on specific topics as nutrition, hygiene and sexual
and reproductive health, among others.

The methodology used for the implementation of the program is named Seed Scale, which, basically,
it looks for the empowerment at community level, strengthening local capacity through change. This
methodology is based on four fundamentals principles:

xvii
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a) Strengthen what is working; b) create a three-way partnerships between community, government,
and outside change agents; c) make decisions based on evidence; d) seek behavior change as the
primary outcome.
In the following paragraphs, we’ll briefly present some of the results highlighted by the evaluation of
the program “Sumaq Kawsay”:
• The prevalence of stunting in children under 36 months decreased in about 10%xviii in the zone of
intervention.
• Using the prevalence of chronic child malnutrition of CENAN-INSxix , the Sumaq Kawsay Program
has contributed to 33% of this reduction.
• Households with connections to the public sewage system increased by 10%.
• Among the factors which could have had a positive effects on the reduction of stunting
prevalence, it has to be mentioned the early stimulation. In fact, mothers who applied early
stimulation to their last child increased by 19%.
• Practice of early breastfeeding improved slightly: on one hand, the amount of time of the very
first milk intake from the delivery decreased from 3.11 to 2.35 hours; on the other, the percentage
of children who received the first milk intake within the first hour from delivery, increased in a
5%. The latter, is very important because colostrum intake could guarantee an early protection
from infections.
• Despite there wasn’t a significant variation on the incidence of diarrhoea, it was observed less
complications such as presence of mucus or blood in stool, sunken soft spot, and sunken lips. This
should suggest a milder severity of the disease. It has to be underscored as well, that during the
implementation of the program, it has increased the number of children who received serum of
rehydration and home made preparation; it can denote a better response from mothers against
diarrhoea, thus reducing the impact on the health of children.

5. ACH’s positioning on stunting for 2016-2020
According to ASCH's policy, it is considered necessary to know the context of the intervention
through a detailed and comprehensive analysis with a nutrition security approach. The aim of this
fundamental step is to define the best suitable nutrition-specific and nutrition-sensitive interventions
(mono or multi-sectoral) in order to ensure maximum impact in the fight against malnutrition.
While ACH has recently been applying this approach in some of its interventions, as described in
section D, it is important that the organization learns from further experiences implemented by other
NGOs, in order to compare and putting in practice the learned experiences in the implementation its
interventions.
Therefore, it is clear for the organization that, nutrition-specific interventions are not sufficient to
eradicate malnutrition if they are not complemented by nutrition-sensitive interventions adapted to a
specific context. This means, hence, that in contexts with high prevalence of stunting, as well as in
other contexts where the prevention of it is seen as a priority:
xviii

Prevalence of stunting: at the beginning of the program(Line base - 2011): 31,5%; in the end of the program (Evaluation - 2014):
20,9%
xix
Centro Nacional de Alimentación y Nutrición – Instituto Nacional de Salud. Stunting prevalence in Vilcas Huamán: 33,5% (2010) – 25,3
% (2014).

•
•
•
•
•

ACH will promote identification with a nutrition security approach to define the best and
suitable nutrition-sensitive strategies and programs.
ACH will promote the nutrition security policy, and it will train its staff in the central office
as well as in the missions, about this policy.
ACH will evaluate the impact of the interventions, and it will capitalize experiences in order
to improve future interventions based on learned lessons.
ACH will promote investigation to obtain more and more evidence about this type of
interventions.
ACH will influence and advocate for integrating the nutritional security approach in
national policies, where relevant.

The nutrition security approach support the prevention of stunting, as well as the aim of reducing all
types of malnutrition.

Annexes
Table A: Recommended Nutrition-sensitive Interventions
Sun Movement (May
2015)

WHO A65/11

World Bank

ENA (2015)

Agriculture
• Making nutritious food • Agricultural activities that
more
accessible
to
generate employment
everyone, and supporting • Small-scale agriculture
small farms as a source of • Production of nutrientincome for women and
rich foods and of staple
families
foods of the poor.
• Home gardening and
large-scale fruit and
vegetable production.
Micronutrient-rich crop
varieties (e.g. orangeflesh sweet potatoes).
• Diversified food
production, and
improved storage and
processing of food.
• Nutrition counselling
integrated into
agricultural extension
programmes Women’s
role in agriculture
supported.

Priority
objectives
to • Agricultural interventions
enhance
nutrition
in
agriculture programs
• Invest in women:
safeguard and strengthen
the capacity of women to
provide for the food
security, health, and
nutrition of their families.
• Increase access to yearround availability of highnutrient content food.
• Improve nutrition
knowledge among rural
households to enhance
dietary diversity.
• Incorporate explicit
nutrition objectives and
indicators into agriculture
investments.

Clean water & sanitation
• Improving
access
to • Improvement of water
reduce infection and
supply
diseases
• Improvement of
sanitation

• Environmental
Enteropathy.
• Promotion of hygiene
behaviours and practices
• Hygienic and sanitary
environment
• Drinking water – quality,
distance and source
• Improved sanitation
facilities
• Reduction and
elimination of open
defecation

Sun Movement (May
2015)

WHO A65/11

World Bank

ENA (2015)

Education and Employment
• Making sure children
children have • Women’s primary and
the energy that they need
secondary education
to
learn
and
earn • Provision of healthy food
sufficient income as adult.
in schools and preschools
• Nutrition and physical
activity education in
school

• It claims for a
coordinated strategy that
involves interventions
not only to raise income
but also health,
education, agriculture,
and empowerment
outcomes.

• Classroom Education

Health care and Social Protection (SP) Interventions
• Improving
services to
women and
healthy.

access
to • Conditional cash
ensure that
transfers
children stay • Unconditional cash
transfers
• Support for socially
disadvantaged groups to
access healthy foods

• Target activities to the
most nutritionally
vulnerable populations
such as pregnant women
and children under 24
months.
• Include nutrition
education and counseling
activities within social
protection interventions
to increase household
awareness of care giving
and health seeking
behaviors.
• Integrate nutrition
services into SP
interventions, e.g. growth
monitoring and
promotion, and/or
activities for improved
growth and diet quality.
• Reduce the acute and
long-term negative
financial impacts of
external financial, price,
and weather shocks by
scaling up programs in
times of crises and by
targeting shock-affected
areas.

• Social protection and
safety nets
• Conditional and
unconditional cash
transfers
• Early Childhood
Development (ECD) and
Positive Caregiving
Women’s
• Empowerment
and
Gender Equality
• Maternal Mental Health
• Child Protection
Health and Family Planning
Services
Services
• Family planning
• Adolescent and women
health
• Immunization
• Management
of
childhood illnesses

Support for resilience
• Establishing a stronger,
healthier population and
sustained prosperity to
better
endure
emergencies and conflicts.

• Addressing seasonal food
insecurity
• Early
warning
and
resilience
• Dietary
quality
and
diversity

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

✓

Small-scale agriculture

•

Production of nutrient-rich foods and of staple foods of
the poor

•

Home gardening. Micronutrient-rich crop varieties;

•

Diversified food production, and improved storage and
processing of food

•

Improve nutrition knowledge among rural households to
enhance dietary diversity

•

Safeguard and strengthen the capacity of women to
provide for the food security, health, and nutrition of
their families

•

Improvement of water supply

•

Drinking water – quality, distance and source

•

Promotion of hygiene behaviours and practices

•

Reduction and elimination of open defecation

•

Improvement of sanitation

•

Nutrition education and counselling activities within
social protection interventions to increase household
awareness of care giving and health seeking behaviours

•

Empowerment and Gender Equality

•

Cash transfers

•

Social Safety Nets

•

Target activities to the most nutritionally vulnerable
populations such as pregnant women and children under
24 months.

•

Support for socially disadvantaged groups to access
healthy foods

•

Health and Family Planning Services

•

Integrate nutrition services into SP interventions, e.g.
growth monitoring and promotion, and/or activities for
improved growth and diet quality

•

Classroom Education

•

Coordinated strategy that involves interventions not only
to raise income but also health, education, agriculture,
and empowerment outcomes.

Support for
resilience

•

Early warning and resilience

✓

✓

•

Addressing seasonal food insecurity

✓

✓

Advocacy

•

Advocacy strategy to promote the multisectoral,
community-based, gender-sensitive approach

Clean water &
sanitation

Health care
and Social
Protection
(SP)
(SP)
Interventions

Education and
Employment

Peru

✓

•

Agriculture

Haiti

Pakistan

Niger

Nigeria

Recommended NutritionNutrition-Sensitive Interventions (See Table A)

RDC

Area

Madagascar

Table B: Nutrition-sensitive Interventions in ACH’s on-going interventions.
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✓
✓
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✓
✓

Table C: Outputs and Outcomes Indicators (Extract from ACH’s proposals)

Advocacy
- % Annual budget of the local government agency aimed to health and nutrition projects

Education
- % of children of school age found to be not enrolled in school at the baseline who are found to be enrolled when
the database is updated after two years

Food Security
- % households who improve their production (vegetables/fruit/animals/specific types of food) in their plots
- % of households reporting a Household Hunger Scale (HHS) score greater than 0
- % of the lowest tercile households achieving the average Household Dietary Diversity Score (HDDS) of the upper
tercile of households
- % or nº of households in nutritional insecurity condition during drought period
- % or nº of the targeted population improves food consumption as measured by the IDDS or a specific type of
food (animal; vegetables; fruit or rinch inn specific macro or micro nutrient) - desegregate by gender and age

Gender
- % of women who report expanded roles in household/community decision-making as a result of participation in
the program
- Increase % of women engaged in the program who report having significant decision-making responsibility as a
result of program activities, disaggregated by decision-making level
- Members of the different committees are composed at least by 25% of women who actively participate in
decision making processes (baseline: 0)
- Percentage of women representatives in CADEPs who report an improvement on an attendance and
participation index
- % or nº of fathers who participate in feeding care and early stimulation of children (<3 years old)

Health care and Social Protection (SP) Interventions
Interventions
- % / rate of children under 12 months fully immunized in the targeted population
- % children aged 6 to 8 months who received appropriate complementary feeding from six months in targeted
municipalities
- % of children (< 5 years old) who received a solution made from packets of oral rehydration salts (ORS) at home
- % of children aged 6 to 59 months detected malnourished are referred to and supported in the CREN.
- % of children identified with MAM receiving food who have met GoH recuperation standards
- % of women (15-49 years old) using modern contraceptive methods
- % or nº of children (< 3 years old) who receive early stimulation from gestational period
- % or nº of children identified with MAM receiving (nº) months of supplemental rations
- % or nº of safety net beneficiaries whose vulnerability classification improves after (period of time)
- % or nº pregnant women/children sleeping under Long-Lasting Insecticide-Treated Mosquito Nets
- % pregnant women receiving iron/folic acid supplementation
- Coverage rate in postnatal / nutrition consultation
- Coverage rate of immunization against measles in target population
- Deworming rate among the children (12 to 59 months) in targeted population
- Increased % of births attended by skilled personnel in target zone
- Maintain adequate % of coverage of vitamin A supplementation in children 6-59 months.
- Reduced the rate of anaemia among pregnant women / children (6 -23 months) in the targeted population
- Reduced the rate of paludism among pregnant and lactating women /children (< 5 years old)
- The coverage of the CMAM programme reaches minimum international standards (50%)
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- % children with a weight at birth < 2500g
- % of pregnant women had at least 4 antenatal consultation during pregnancy

Nutritional Status
- Reduction from the baseline (%) of children aged 0-59 months with Weight for Age Z-Score < -2
- The GAM rate remains under (xx) % during the hunger season (disaggregated by gender) (baseline value is
needed)
- Reduction of global acute malnutrition rate in the intervention areas compared to uncovered areas
- Reduction % (per year) of underweight prevalence in children 6-23 months
- Reduction of acute malnutrition prevalence (less than 5%) in children 6-59 months.
- Reduction (%) of chronic malnutrition prevalence in children (specific range of age)
- Reduction from the baseline (%) of children aged 0-59 months with Height for Age Z-Score < -2

WASH
- % households with a place dedicated to handwashing with soap / ash and water
- % households with functional devices for home water treatment
- % or nº of households (with children < 3 years old) which consume safe water
- % or nº of the water management committees functioning effectively (maintenance, governance, etc.)
- % or nº people have easier access to sources of drinking water all year
- Mothers who report washing their hands with soap / detergent / ash or other local produce in key moments
- Open defecation in communities supported by sanitation and hygiene awareness is reduced by (xx) %
- Prevalence of diahorrea among children (< 3 years old) in the last 15 days
- Incidence of diarrhoea is reduced by (xx) % in the targeted area (gender desegregated data)
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Timelines in the scientific literature

Documents a nd Scientific Litera ture

Comprehensive implementation
plan on maternal, infant and
young child nutrition (WHO)

Series on Maternal and Child
Undernutrition I (The Lancet)

Resolution WHA65.6 (WHO)
2014-2025 Multi-Sectorial
Nutrition Strategy (USAiD)

2007

2008

2009

2010

2011

2012

2013

2014

2015

Series on Maternal and Child
Undernutrition II (The Lancet)

Scaling Up Nutrition a
framework for Action (SUN
Movement)

Essential Nutrition Actions
(WHO)
Improving Nutrition Through
Multisectoral Approaches
(World Bank)
Global Nutrition for Growth
Compact (UK Government)

ACH's Proposa ls
Women and children/Infants
Improved Nutrition in Sindh
(Pakistan)

Child Development Grants’
Program (Nigeria)
Programa SUMAQ KAWSAY
(Peru)

2007

2008

2009

Programme thématique de
sécurité alimentaire
(Madagascar)

2010

2011

2012

2013

Addressing underlying causes
and consequences of
malnutrition in kalomba (DRC)

2014

2015

The KoreLavi Program (Haiti)
Improving Maternal, Newborn
and Child Nutrition In Northern
Nigeria (Nigeria)

Prévention de la malnutrition
des enfants de moins de 5 ans
(Niger)
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