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Executive summary 

About one fourth of the global population lives in countries belonging to the South-East Asia 
Region. Though most of these countries and the majority of households in these countries are 
food secure, there are still pockets with food insecurity. Food inflation in the last few years has 
led to an increase in food-insecure households and prevalence of undernutrition in all segments 
of the population continues to be quite high. 

The Member States of the WHO South-East Asia Region account for over 70% of the 
world’s malnourished children. While children with severe malnutrition have high mortality, 
larger numbers of deaths occur among the more numerous but less severely malnourished 
children. 

Lack of dietary diversification and poor bio-availability of iron from plant-based diets have 
resulted in the Region reporting the highest level of anaemia in the world. Nearly half of the 
preschool children and pregnant women have low levels of plasma vitamin A.  In spite of 
legislation mandating universal iodization of salt, substantial proportion of households in these 
countries still use non-iodized salt. 

Over the last decade, countries of this Region have also witnessed a relative rapid increase 
in overnutrition and obesity and associated noncommunicable diseases. In some segments such 
as urban affluent population, high intake of energy-rich foodstuffs is responsible for rising 
overnutrition rates. In other segments of the population, the steep reduction in physical activity 
due to increased mechanization of transport and occupational and household activity domains is 
the major factor. The presence of undernutrition and overnutrition, at the individual, family and 
community levels, is referred to as the “double burden of malnutrition”. 

As countries of the Region are undergoing rapid nutrition and health transition, nutrition 
monitoring and surveillance are needed to identify changes and initiate appropriate multisectoral 
multipronged interventions. The five-year development plan cycle in vogue in many Member 
countries provide an opportunity to review available national data on prevalence of under- and 
overnutrition and micronutrient deficiencies, evolve appropriate policy framework, formulate 
strategies/programmes to ensure sustained reduction in undernutrition and prevent the projected 
increase in overnutrition as a part of national development plan. 

The health sector alone will not be able to make a real difference in improving the health 
and nutritional status of the population. Therefore, there is an urgent need for a multisectoral 
approach involving all relevant sectors, e.g. education, agriculture, fisheries, transport, food 
processing, finance, media, civil society, as well as members of Parliament. A multisectoral 
approach with a systematic and comprehensive application of available nutrition interventions 
can prevent two thirds of all deaths while contributing to child survival and the emergence of a 
healthy population in Member States. 

The Regional Nutrition Strategy is intended to assist Member States in developing a 
multisectoral approach and adopt measures for the promotion of nutrition among all population 
groups following a life-course approach and identify and prioritize nutrition action in their 
countries in all relevant sectors. The Strategy has taken into consideration the diversity exhibited 
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in the nature and magnitude of nutrition problems in Member States, as well as the available 
national capacities and technical expertise to address such problems. 

The Regional Nutrition Strategy has the following four strategic elements:  

(1) Developing a country-driven, outcome-oriented integrated multisectoral nutrition 
policy and plan of action. 

(2) Addressing malnutrition and micronutrient deficiencies through a multisectoral 
approach and involvement of all relevant sectors. 

(3) Addressing obesity and dietary prevention of chronic diseases. 

(4) Developing effective and functional nutrition surveillance systems. 

The proposed duration of the Regional Nutrition Strategy is five years (2011–2015). 
Therefore, the Strategy calls for building an effective network and partnership among all relevant 
sectors for developing a national plan of action. A high-level national structure or body, chaired 
preferably by the Head of State, will be needed not only to endorse the plan of action, but also 
to monitor implementation and progress. The following sectors may need to be included: 
(1) Member States, involving all relevant ministries, e.g. health, agriculture, fisheries, transport, 
regulatory bodies, etc.; (2) civil society, nongovernmental organizations, consumer forums and 
professional associations; (3) food industry; (4) media; (5) specialized agencies of the United 
Nations and other international organizations. 

Incorporation of monitoring and evaluation mechanisms in the nutrition programme 
contributes to the establishment of evidence-based public health practices. Each Member State 
would need to establish dedicated monitoring and evaluation units at the Ministry of Health or 
at the appropriate line ministry responsible for the national nutrition programmes. Monitoring 
and evaluation tools and techniques adopted should be simple and sustainable and, to the 
extent possible, aligned with internationally-accepted protocols, analytical tools and databases. 
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Introduction 
1. About one fourth of the global population lives in countries belonging to the South-East 
Asia Region. The population density is high in the majority of the countries of the region and the 
region is vulnerable to adverse consequences of climate change. All countries in the region are 
undergoing phases of socioeconomic, demographic, nutrition and health transition but there are 
substantial differences in the rate of transition and current status. Though most of these countries 
and the majority of households in these countries are food secure, there are still pockets with 
food insecurity. 

2. Food inflation in the last few years has led to an increase in food insecure households. In 
spite of selfsufficiency in foodgrain, relatively good coverage of poverty alleviation schemes, 
access to health care and food supplementation programmes for the vulnerable groups, 
prevalence of undernutrition in all segments of the population continues to be quite high. 
Though the region is blessed with a huge variety of nutrient-rich pulses, legumes, vegetables and 
fruits, consumption of these is far below recommendations. Lack of dietary diversification and 
poor bio-availability of iron from plant-based diets have resulted in the region, especially South 
Asian countries, reporting the highest level of anaemia in the world; nearly half of the preschool 
children and pregnant women have low levels of plasma vitamin A. In spite of legislation 
mandating universal iodization of salt, substantial proportion of households in these countries 
still use non-iodized salt. 

3. Over the last decade countries of this region have also witnessed a relative rapid increase 
in overnutrition and obesity and associated noncommunicable diseases. In some segments such 
as urban affluent population, high intake of energy-rich foodstuffs is responsible for rising 
overnutrition rates. In other segments of population, the steep reduction in physical activity due 
to increased mechanization of the transport, occupational and household activity domains is the 
major factor. There is persuasive evidence to show that undernourished stunted children are at 
higher risk of becoming overnourished adults and face higher risk of noncommunicable 
diseases—dual nutrition burden in the same individual. Surveys have also shown that within the 
same family there are under- and overnourished individuals. 

4. It is, therefore, essential to screen individuals and provide appropriate nutrition 
counselling. The WHO Growth Standards (2006) providing weight-for-age, height-for-age and 
BMI-for-age in breastfed infants has been accepted by all SEA Region countries as a tool for 
growth monitoring, early detection and initiation of intervention for management of under- and 
overnutrition right from infancy and childhood. 

5. As countries of the region are undergoing rapid nutrition and health transition, nutrition 
monitoring and surveillance are needed to identify changes and initiate appropriate multisectoral 
multipronged interventions. The five-year development plan cycle in vogue in many countries 
provide an opportunity to review available national data on prevalence of under- and 
overnutrition and micronutrient deficiencies, evolve appropriate policy framework, formulate 
strategies/programmes to ensure sustained reduction in undernutrition and prevent the projected 
increase in overnutrition as a part of national development plan. 
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6. The Regional Nutrition Strategy is intended to assist Member States in developing a 
multisectoral approach and identifying and prioritizing nutrition action in their countries in all 
relevant sectors. The strategy has taken into consideration the diversity exhibited in the nature 
and magnitude of nutrition problems in Member States, as well as the available national 
capacities and technical expertise to address such problems. 

Profile of the SEA Region Countries 
7. The World Health Organization’s Regional Office for South-East Asia comprises 
11 member states: Bangladesh, Bhutan, Democratic People’s Republic of Korea, India, 
Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand and Timor-Leste. The total 
population in these 11 countries exceeds 1.7 billion, contributing to about a quarter of the 
world’s population. These countries occupy only 5% of the global land area. Therefore 
population density in these countries is very high. All these countries are undergoing 
urbanization— only 15% of the population live in urban areas in Sri Lanka but nearly 2/3 rd of 
the population live in urban areas in DPR Korea. Annual population growth rate is less than 1% 
in DPR Korea, Sri Lanka and Thailand. In populous countries like India and Bangladesh the rate 
is about 1.6%. These countries have to prepare for meeting the nutrition and health care needs 
of the growing population (Table 1). 

Table 1: Population Profile 

Total 
(000s) 

Median 
age 
(yrs) 

Aged 
under 
15 yrs 

Aged 
over 60 

yrs 

Annual growth rate 
(%) 

Living in urban areas  
(%) 

 

2009 2009 2009 2009 1989- 
1999 

1999- 
2000 

1990 2000 2009 

Bangladesh 162 221 24 31 6 2 1.6 20 24 28 

Bhutan 697 24 31 7 0 2.5 16 25 36 

DPR Korea 23 906 34 22 14 1.3 0.5 58 60 63 

India 1 198 003 25 31 7 1.9 1.6 26 28 30 

Indonesia 229 965 28 27 9 1.5 1.3 31 42 53 

Maldives 309 24 28 6 2.5 1.4 26 28 39 

Myanmar 50 020 28 27 8 1.4 0.8 25 28 33 

Nepal 29 331 21 37 6 2.5 2.1 9 13 18 

Sri Lanka 20 238 30 24 12 0.9 0.8 17 16 15 

Thailand 67 764 33 22 11 1 0.9 29 31 34 

Timor-
Leste 

1 134 17 45 5 1.2 3.3 21 24 28 

Source: World Health Statistics 2011, (Table 9) 
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8. There are wide variations in between the countries in terms of population size – India has a 
population of 1.2 billion and Timor-Leste 11.3 million. All countries in the region are undergoing 
demographic transition- but rate of transition varies (Table 2). Median age of the population is 
17 years in Timor Leste and 33 in Thailand. Children as proportion of the population are 45% in 
Timor Leste and a mere 22% in DPR Korea. In populous countries like India and Bangladesh, 
children form about a third of the population. Interventions to improve health and nutritional 
status of children who are the future citizens of the country have to receive priority in these 
countries. DPR Korea, Sri Lanka and Thailand are ahead of all other countries in the region in 
terms of demographic transition, with 14%, 12% and 11% of elderly population respectively 
(Table 1 and 3). There has been a steady increase in longevity in most countries of the region 
and longevity at birth exceeds 60 years in all the countries (Table 3). Nutrition and healthcare for 
the elderly should receive due attention in these countries so that these citizens do enjoy good 
quality of life. 

Table 2: Total Fertility Rate 

Total Fertility Rate (per woman) 
 

1990 2000 2009 

Bangladesh 4.4 3 2.3 

Bhutan 5.9 3.8 2.6 

DPR Korea 2.4 2 1.9 

India 4 3.3 2.7 

Indonesia 3.1 2.5 2.1 

Maldives 6.1 2.8 2 

Myanmar 3.4 2.5 2.3 

Nepal 5.2 4 2.8 

Sri Lanka 2.5 2.2 2.3 

Thailand 2.1 1.8 1.8 

Timor-Leste  7.1 6.4 

Source: World Health Statistics 2011, (Table 9) 
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Table 3: Life expectancy at birth (both sexes) 

 1990 2000 2009 

Bangladesh 54 61 65 

Bhutan 55 60 63 

DPR Korea 68 66 70 

India 57 61 65 

Indonesia 65 68 68 

Maldives 57 67 75 

Myanmar 58 62 64 

Nepal 55 62 67 

Sri Lanka 68 69 71 

Thailand 68 68 70 

Timor-Leste 50 60 67 

Source: World Health Statistics 2011, (Table 1) 

9. Most countries in the region are reaping the benefits of the availability of the young 
relatively well-educated human resources due to the current phase of demographic transition 
and have used this opportunity to rapidly improve their socio economic status. There has been 
substantial reduction in poverty ratio in most countries. In Thailand less than 2% are poor; 
Sri Lanka with poverty ratio of 14% comes next while in populous countries like India and 
Bangladesh, the poverty ratio is still above 40%. The poor in these countries are likely to be face 
adverse consequences of food inflation. Specific steps have to be taken up to protect food 
security of the poor, perhaps through subsidized food grains provided through the public 
distribution system (Table 4). 

Table 4: Per capita income and poverty ratio  

 GNI per capita PPP* US $ % living on < US $ 

 1990 2000 2009 2000 – 2008 

Bangladesh 500 820 1550 49.6 

Bhutan 1300 2380 5290 26.2 

DPR Korea – – – – 

India 890 1560 3250 41.6 

Indonesia 1440 2200 3720 29.4 

Maldives – 2930 5250 – 
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 GNI per capita PPP* US $ % living on < US $ 

 1990 2000 2009 2000 – 2008 

Myanmar – – – – 

Nepal 520 800 1180 55.1 

Sri Lanka 1450 2670 4720 14 

Thailand 2820 4860 7640 <2.0 

Timor-Leste – – – – 

Source: World Health Statistics 2011 (WHO, Table 9) 

*purchasing power parity 

10. Most countries in the region have achieved rapid decline in infant mortality rates (IMR) and 
under-5 mortality rates in the last two decades and are well on track for achieving Millennium 
Development Goal (MDG) 4. India, the most populous country in the region, has not been able 
to achieve the goals set though many of the states in India have achieved or likely to achieve 
MDG 4 (Tables 5 and 6). 

Table 5: Infant mortality rate (both sexes) 

Countries 1990 2000 2009 

Bangladesh 102 66 41 

Bhutan 91 68 52 

DPR Korea 23 42 26 

India 84 68 50 

Indonesia 56 40 30 

Maldives 80 42 11 

Myanmar 84 62 54 

Nepal 99 63 39 

Sri Lanka 23 17 13 

Thailand 26 17 12 

Timor-Leste 138 84 48 

Source: World Health Statistics 2011 (WHO, Table 1) 
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Table 6: Under-5 mortality rate (both sexes) 

Countries 1990 2000 2009 

Bangladesh 148 92 52 

Bhutan 148 106 79 

DPR Korea 45 58 33 

India 118 93 66 

Indonesia 86 56 39 

Maldives 113 53 13 

Myanmar 118 85 71 

Nepal 142 85 48 

Sri Lanka 28 21 16 

Thailand 32 20 13 

Timor-Leste 184 106 56 

Source: World Health Statistics 2011 (WHO, Table 1) 

11. In all countries mortality rate in women is lower than the mortality rate in men. There has 
been a decline in adult mortality rates in all the countries in the region over the last two 
decades. The fall in adult mortality rates was higher in all the countries during the period 1990—
2000 as compared to the period 2000—2009. This reduction in the rate of fall is mostly due to 
emergence of noncommunicable diseases as a major public health problem in all the countries 
of the region (Table 7). 

Table 7: Adult mortality rates 

 Male Female Both sexes 

Countries 1990 2000 2009 1990 2000 2009 1990 2000 2009 

Bangladesh 333 251 246 355 258 222 344 254 234 

Bhutan 337 285 256 302 234 194 321 261 228 

DPR Korea 217 230 207 145 164 126 180 198 167 

India 302 289 250 243 220 169 274 256 212 

Indonesia 199 195 234 137 137 143 168 166 190 

Maldives 281 182 97 346 163 70 312 173 84 

Myanmar 306 299 275 244 202 188 275 250 231 

Nepal 321 271 234 308 217 159 314 243 196 

Sri Lanka 326 321 275 127 113 82 234 223 182 

Thailand 259 328 270 147 163 139 204 248 205 

Timor-Leste 402 292 233 329 223 154 368 258 195 

Source: World Health Statistics 2011 (WHO, Table 1) 
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12. Countries of the region had in the past reported relatively high maternal mortality ratios. All 
countries of the region invested in improving antenatal, intra-partum and postnatal care. As a 
result there has been a steep reduction in the maternal mortality ratio (MMR), especially in 
countries that earlier had higher MMR. There are huge differences in the MMR between 
Member countries. Sri Lanka with MMR of 39 and Thailand with MMR of 48 clearly show that 
all countries of the region can reduce their MMR by investing in essential obstetric care through 
primary health care network. Screening and management of anemic pregnant women can 
achieve a steep reduction in maternal mortality in countries like India where maternal anaemia 
is estimated to be the direct cause of mortality in 20% of maternal deaths and contributory cause 
in another 20% (Table 8). 

Table 8: Maternal mortality ratio (per 100 000 live births) 

Countries 1990 2000 2008 

Bangladesh 870[440–1700] 500[250–970] 340[170–660] 

Bhutan 940[470–1900] 420[220–790] 200[110–370] 

DPR Korea 270[96–730] 260[91–760] 250[84–690] 

India 570[360–870] 390[250–600] 230[150–350] 

Indonesia 620[370–1000] 350[210–570] 240[140–380] 

Maldives 510[290–930] 110[63–190] 37[21–64] 

Myanmar 420[230–740] 290[170–510] 240[140–410] 

Nepal 870[470–1500] 550[300–950] 380[210–650] 

Sri Lanka 91[61–140] 59[40–88] 39[26–57] 

Thailand 50[31–78] 63[41–89] 48[32–68] 

Timor-Leste 650[270–1500] 520[230–1200] 370[150–860] 

Figures in parenthesis denote 95% confidence intervals  

Source: World Health Statistics 2011 (WHO, Table 2) 

13. Waterborne diseases are a major public health problem in all countries of the region. In 
children, waterborne diseases have been a major cause of death and are a factor responsible for 
deterioration in nutritional status. Realizing the urgent need to improve access to safe drinking 
water and improving environmental sanitation, all SEA Region countries have invested in 
improving water supply and access to sanitary toilets. Access to safe drinking water is higher in 
urban as compared to rural areas. All SEA Region countries have reported that over 85% of their 
population has access to safe drinking water (Table 9). 
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Table 9: Population with access to safe drinking water sources (%) 

Urban Rural Total 
Countries 

1990 2008 1990 2008 1990 2008 

Bangladesh 88 85 76 78 78 80 

Bhutan – 99 – 88 – 92 

DPR Korea 100 100 100 100 100 100 

India 90 96 66 84 72 88 

Indonesia 92 89 62 71 71 80 

Maldives 100 99 87 86 90 91 

Myanmar 87 75 47 69 57 71 

Nepal 96 93 74 87 76 88 

Sri Lanka 91 98 62 88 67 90 

Thailand 97 99 89 98 91 98 

Timor-Leste – 86 – 63 – 69 

 

14. Over the last two decades there has been a substantial improvement in access to improved 
sanitation in all the countries of the region (Table 10). Myanmar, Thailand and Maldives report 
near universal access to improved sanitation; the position on this is poor in Nepal and India 
where only half the population is reported to have access to sanitary toilets. There is an urgent 
need to improve this so that there is reduction in the prevalence of water borne diseases and 
their nutritional toll. 

Table 10: Population with access to improved sanitation (%) 

Urban Rural Total 
Countries 

1990 2008 1990 2008 1990 2008 

Bangladesh 59 56 34 52 39 53 

Bhutan N.A. 87 N.A. 54 N.A. 65 

DPR Korea N.A. N.A. N.A. N.A. N.A. N.A. 

India 49 54 7 21 18 31 

Indonesia 58 67 22 36 33 52 

Maldives 100 100 58 96 69 98 

Myanmar N.A. 86 N.A. 79 N.A. 81 
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Urban Rural Total 
Countries 

1990 2008 1990 2008 1990 2008 

Nepal 41 51 8 27 11 31 

Sri Lanka 85 88 67 92 70 91 

Thailand 93 95 74 96 80 96 

Timor-Leste N.A. 76 N.A. 40 N.A. 50 

Food security 
15. The term "food security" refers to the ability of a country or region to assure adequate food 
supply for its current and projected population. The World Food Summit in 1996 defined food 
security as a situation in which “all people, at all times, have access to sufficient, safe and 
nutritious food to meet their dietary needs and food preferences for an active and healthy life”. 
FAO provided the link between food, nutrition and health by advocating food security should be 
assessed taking into account: 

availability (agricultural production, its determinants and availability to households); access 
(household and individual’s access to food, poverty and literacy levels, vulnerability of 
populations); and 

absorption (optimal absorption and utilization of food). Many countries use the term food 
and nutrition security to indicate this broader concept.  

Food production in SEA Region countries  

16. All countries (except DPR Korea) are located in the tropical and sub tropical region, have 
fertile soil and many are endowed with large rivers. Many have long coast lines. As result of 
these natural advantages, SEA Region countries have generally been self-sufficient in food 
production. The green revolution had ensured that in all these countries growth in food 
production exceeded the growth in population. Countries of the region grow pulses and legumes 
which are the major source of protein in their diet. The region is rich in having a wide variety of 
vegetables and fruits – many of them are relatively inexpensive and rich in micronutrient 
content.  

17. There are however, some looming threats to this apparently comfortable situation. It is 
estimated that the population in Asia will grow from 4 to 5 billion in next four decades. Even 
though the increase will be slower compared with the experience they had in the last six 
decades, it will not be easy to cope. Most SEA Region countries have high population density 
and almost all arable land is under cultivation. Many countries are experiencing green revolution 
fatigue and are unable to improve productivity. In some countries attempts are being made to 
respond to the increasing income and demand for animal food. Animal food requires fodder and 
feeds and increases the pressure on land water. The long coast line, situation near the tropics are 
both turning to be a disadvantage as many of these countries are likely to be adversely affected 
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by climate change related adverse consequences. It has been estimated that South East Asia is 
one of the regions which will bear the brunt of adverse events rated to climate change. Coastal 
submergence, soil salinity increase, repeated flooding, temperature related reduction in 
productivity are some of the major problems that these countries have to face and combat in the 
near future while attempting to remain food secure . 

18. In the last four decades, many SEA Region countries had high GDP growth. Even countries 
that did not have high GDP growth had put in place effective employment guarantee schemes to 
reduce unemployment rates and poverty alleviation. Public distribution systems supplied cereals 
at subsidized rates to the poor. Though coverage in the remote regions and most vulnerable 
families was suboptimal, these measures did keep cost of cereals low and contributed to 
reduction in hunger although dietary diversity continued to elude large segments of poor. In the 
last few years, food inflation has resulted in further deterioration in the dietary diversity 
especially among poorer segments of the population in SEAR countries. 

Food consumption patterns 

19. Based on information provided by the Food and Agriculture Organization of the United 
Nations (FAO), global food production has outpaced rising demand during the last four decades. 
Time trends and interregional differences in per capita food consumption (energy/person/day) in 
different regions in the world over the last four decades are shown in Table 11. Average food 
availability was 2360 kcal per person per day in the mid-1960s, rising to 2800 in the late 
nineties (FAO 2002) and is projected to rise to 3050 kcal by 2030.  

Table 11: Global and regional per capita food consumption (kcal per capita per day) 

Region 1964-1966 1974-1976 1984-1986 1997-1999 2015 2030 

World 2358 2435 2855 2803 2940 3050 

Developing countries 2064 2152 2450 2881 2850 2980 

East Europe and North 
Africa 2290 2591 2953 3008 3090 3170 

Sub-Saharan Africa 2058 2079 2057 2196 2380 2540 

Latin America and the 
Caribbean 2393 2546 2689 2824 2980 3140 

East Asia 1957 2106 2559 2921 3080 3190 

South Asia 2017 1986 2205 2403 2700 2900 

Industrialized countries 2947 3066 3206 3380 3440 3500 

Transition Countries 3222 3385 3379 2906 3060 3180 

Source: Report of the Joint WHO/FAO Consultation on Diet, Nutrition and Prevention of Chronic Diseases, WHO 
Technical Report Series 916, WHO 2003 
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20. Energy availability is higher in developed countries as compared to developing countries. In 
1960-61 energy intake in sub-Saharan Africa was similar to Asia and the Pacific but in 2001—
2002, energy intake in Asia was higher. It was projected that the rise would mainly come from 
increase in consumption in developing countries to about 300 kcal and that the gap between 
developed and developing countries would narrow to a mere 500 kcal (Table 11 and Figure1). 
These projections have to be reconsidered taking into account the reduction in energy 
requirement reported in the human nutrient requirements 2004, reduction in physical activity 
levels in all Member States and increase in the prevalence of overnutrition and obesity in most 
SEA Region countries. As many of these countries also have relatively high undernutrition rates, 
ensuring equitable distribution of food based on needs was regarded as an important issue 
receiving due attention. 

Figure 1: Time trends in maternal deaths 

 
Source: Draft Global Nutrition Policy Review: 20 December 2010 

21. Data from FAO (FAO 1996) indicate that the share of dietary energy supplies coming from 
vegetable sources in 1990—1992 was 71% in developed countries and 90% in developing 
countries. Cereals alone provided 60% of dietary energy in developing countries, compared with 
just 30% in developed. Reported time trends in global and regional per capita food consumption 
in kcal/per person between 1964—1999 and projected consumption in 2015 and 2030 is given 
in (Table 12). 
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Table 12: Global and regional per capita energy consumption 

Region 1990-1992 1995-1997 2003-2005 

World 2640 2700 2770 

Developed countries 3220 3230 3380 

Developing countries  2470 2550 2620 

Asia and the Pacific 2460 2560 2630 

East Asia 2680 2830 2980 

South-East Asia 2250 2410 2490 

South Asia 2280 2330 2340 

Source: Draft Global Nutrition Policy Review, 20 December 2010  

22. South Asia remains a region with relative low per capita energy consumption right from the 
Sixties till now and is projected to remain the region with lowest energy consumption even in 
the year 2030. Dietary intake is influenced by two major factors stature and body weight and 
physical activity. South and South-East Asians have a smaller stature compared with Europeans 
and North Americans. Over the last two decades increasing mechanization of transport and 
occupational and domestic activity has resulted in a steep reduction in the physical activity levels 
in these countries both in urban and rural areas. Only a small proportion of the population has 
realized the importance of physical activity for remaining healthy and has taken up discretionary 
physical activity. At the population level, the average energy requirements of the small-statured, 
sedentary South-East Asian are low and are met by their current intake. Reduction in physical 
activity without any reduction in energy intake is thought to be one of the major factors 
responsible for the increase in overnutrition and risk of noncommunicable diseases in SEA 
Region countries. There is a need to work out energy requirements of the populations of SEA 
Region countries and provide appropriate goals for the agricultural sector in these countries.  

Energy protein and fat intake in South-East Asian countries  

23. Time trends in energy protein and fat intake in the SEA Region countries is given in 
Table 13. Most SEAR countries are currently experiencing relatively substantial improvement in 
per capita GNI and consequent improvement in purchasing power. Simultaneously, there has 
been an improvement in the access to diverse food stuffs both from within the country and from 
abroad. Many countries have experienced a change in dietary patterns and witnessed a shift 
towards increase in animal food and fat consumption. This increased energy intake does not 
appear to be significant when the national averages are taken (Table 13); however many 
countries have reported that there has been an increase in energy intake, especially among the 
affluent segments of urban population which has been one of the factors driving the increase in 
obesity and overnutrition in urban population. 
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Table 13: Energy protein and fat intake in South-East Asian countries 

Energy Protein Fat 

cal/person/day g/person/day g/person/day Countries 

1999-
2001 

2003-
2005 

2005-
2007 

1999-
2001 

2003-
2005 

2005-
2007 

1999-
2001 

2003-
2005 

2005-
2007 

Bangladesh 2153 2232 2250 47 49 49 25 27 29 

Bhutan          

India 2323 2270 2301 55 55 56 46 46 48 

Indonesia 2484 2521 2535 54 55 56 45 49 51 

DPR Korea 2119 2153 2146 59 59 58 34 36 36 

Myanmar 2109 2344 2438 55 65 70 42 53 59 

Nepal 2259 2335 2349 57 60 60 37 40 40 

Sri Lanka 2368 2352 2392 54 54 55 45 44 47 

Thailand 2439 2503 2529 57 57 57 49 54 56 

Timor-Leste 1948 2058 2016 51 51 50 34 39 39 

World 2726 2753 2778 75 76 77 74 76 79 

Source: FAO Statistical Yearbook, 2010, Table D.1 

24. Per capita energy intake and energy intake from cereals in SEAR countries is shown in 
Figure 2. The per capita Dietary Energy Supply in SEAR countries varies between 2,137 and 
2,912 kcal/day. Cereals remain the major source of energy in most countries. The proportion of 
total dietary energy from cereals has been reported to range from 38% to 84%; the proportion of 
protein in total dietary energy supply to vary between 8.7% and 16.7%; and the proportion of 
fat in total dietary energy supply to range between 10.6% to 21.8%. Overall per capita 
consumption of dietary energy (kcal/day) has increased in most SEA Region countries since 
2002, as depicted below. However, the ongoing food and economic crises have the potential to 
increase household food insecurity and thereby lead to a relative increase in the total number of 
under-nourished people in several SEA Region countries. 
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Figure 2: Percapita energy intake and energy intake from cereals in  
SEAR countries in SEAR countries 

 
Source: FAO Stat 2009 

25. FAO reported that in 2007 the food price index (FPI) rose by 26% which was followed by 
another 24% increase in 2008 (FAO 2009). Though the FPI has decreased by almost 25% since 
it peaked in mid-2008, it is still about 50% over 2006 levels. The SEA Region countries have 
shared the global increase in food prices over the last three years. As there are substantial 
differences in the poverty rates in these countries, the poorer segments face increasing problems 
in accessing adequate food. 

26. The ongoing food inflation has the potential to increase household food insecurity. In an 
attempt to stem the rise in food insecure household, many countries of the region are attempting 
to improve access to increased quantity of subsidized food grains. However, access to subsidized 
foodgrain may satisfy hunger but will not meet the protein and micronutrient needs of the 
population. It is essential that attempts to provide subsidized foodgrain be combined with 
nutrition education aimed at ensuring that the populations spend the money that they save by 
accessing foodgrains on pulses and vegetables, essential to provide balanced meals while also 
improving the nutritional status of the population.  

27. Vegetables and fruits are rich sources of micronutrients and anti-oxidants. The SEA Region 
countries situated in the tropical and subtropical region have abundant vegetables and fruits, 
many of which are not expensive. Increasing realization of the importance of consuming 
adequate amount of vegetables and fruits for meeting several essential nutrients has led to the 
increasing cultivation and consumption of vegetables and fruits. Globally there has been an 
improvement in the vegetable consumption over the last four decades (Table 14). The increase 
in vegetable consumption in developing countries, especially Asian countries, has been nearly 
two-fold while consumption in developed countries remained unaltered. 
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Table 14: Supply of vegetables per capita, by region, 1979 and 2000 (kg per capita per year) 

Region 1979 2000 

World 66.1 101.9 

Developed countries 107.4 112.8 

Developing countries 51.1 98.8 

Africa 45.4 52.1 

North and Central America 88.7 98.3 

South America 43.2 47.8 

Asia 56.6 116.2 

Europe 110.9 112.5 

Oceania 71.8 98.7 

Source: Report of the Joint WHO/FAO Consultation on Diet, Nutrition and Prevention of Chronic Diseases, WHO 
Technical Report Series 916, WHO 2003 

28. Overall availability of vegetables does not imply that vegetable consumption has increased 
in all segments of the population in these countries. National consumption surveys clearly 
demonstrate that the increase has mainly occurred in the middle and high-income groups while 
the consumption patterns among the poorer segments of population remains low as before. 

29. At present, there is insufficient focus on the cultivation and marketing of low-cost, locally-
acceptable green leafy vegetables, yellow vegetables and fruits. As a result, these vegetables are 
not available at affordable cost throughout the year. Health and nutrition education emphasizing 
the importance of consuming these inexpensive but rich sources of micronutrients will not result 
in any change in food habits unless the horticultural resources in the country are harnessed and 
managed effectively to meet the growing needs of the people at an affordable cost. Horticultural 
products provide higher yields per hectare and sell at higher prices.  

30. The processing, storage and transportation for horticultural products in a manner so that 
there are no glut and distress sales, will make their production economically attractive to farmers 
and improve availability to the consumers. Post-harvest losses especially in vegetables and fruits 
are presently in the range of 20% to 30% and contribute directly to higher costs and reduced 
availability of these commodities. Precision farming and food processing based on science and 
technology are both intellectually stimulating and economically rewarding and can increase 
farmers’ income and rural employment considerably. This will not only help in retaining 
educated youth in the farm sector but would also enable the micro-nutrient needs of the 
population to be met through a sustainable food-based approach.  



Regional Nutrition Strategy: Addressing malnutrition and micronutrient deficiencies 

16 

Consumption of animal food 

31. Over the last five decades there has been an increase in the consumption of animal food in 
developing and developed countries. However among the developing countries there is diversity 
in the quantum increase. East Asia led by China has shown a steep increase in meat and milk 
consumption between 1966 and 1999 which coincided with the equally steep increase in GNI 
for the countries. During the same period South Asia did not experience a steep increase either 
in GNI or animal food consumption. FAO had projected that even in 2030 the ongoing increase 
in animal food consumption in South and East Asia will continue. This projection may have to be 
reconsidered in light of the current recommendation on importance of plant-based food for 
preventing escalation of overnutrition and noncommunicable diseases. 

Fat consumption 

32. There has been an increase in fat consumption in all countries and all regions of the world 
between 1969 and 1999 although there are marked differences in the quantum of increase 
(Table 15). In South and South-East Asia fat intake had doubled while it tripled in China. The 
steep increase in fat, refined carbohydrate and sugar consumption has been responsible for the 
increase in energy intake in these countries. Coupled with the conspicuous reduction in physical 
activity the increase energy intake triggered the steep increase in overnutrition and obesity in 
these countries. 

Table 15: Trends in the dietary supply of fat 

Supply of fat (g/capita/day) 
Region 1967-

1969 
1977-
1979 

1987-
1989 

1997-
1999 

Change between 1967-
1969 and 1997-1999 

World 53 57 67 73 20 

North Africa 44 58 65 64 20 

Sub-Saharan Africa 41 43 41 45 4 

North America 117 125 138 143 26 

Latin America and the Caribbean 54 65 73 79 25 

China 24 27 48 79 55 

East and South-East Asia 28 32 44 52 24 

South Asia 29 32 39 45 16 

European Union 117 128 143 148 31 

Eastern Europe 90 111 116 104 14 

Oceania 102 102 113 113 11 

Source: Report of the Joint WHO/FAO Consultation on Diet, Nutrition and Prevention of Chronic Diseases, WHO 
Technical Report Series 916, WHO 2003 
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33. South-East Asian countries have doubled their fat intake but as they had started at a lower 
level as compared to the developed countries, they are yet to reach high levels of fat intake. 
With increasing awareness about adverse nutrition and health consequences of excessive fat 
intake, it might be possible that the population will restrict fat intake. Populations in SEA Region 
countries consume mainly vegetable oils. Nutrition education on how to use a variety of 
vegetable oils available in the region to achieve a balanced intake of saturated, mono and 
polyunsaturated fatty acids is essential to ensure that the population consumes healthy oils. All 
countries in the region are taking steps to reduce transfat intake. Awareness generation and food 
labelling are being taken up in all countries in an attempt to reduce the transfat intake.  

Multisectoral nutrition policy and action improving access to food 

34. Taking all factors pertaining to agriculture and human health into consideration, it is 
important that over the next few decades the SEA Region countries provide nutrition orientation 
of food production and consumption policies so that the sustainable food production and 
nutritional requirements of the population are fully met. Adequate attention should be paid to 
achieve integrated farming systems that will ensure sustainable evergreen revolution essential for 
making farming economically viable option and at the same time provide food stuffs needed for 
appropriate dietary diversification to achieve nutrition security of the population. 

35. A paradigm shift is needed: 

 from self-sufficiency in foodgrain to meeting energy needs to providing all foodstuffs 
needed for meeting all the nutritional needs of the population; 

 from vegetable and fruit production alone to reduction in post-harvest losses and value 
addition through appropriate processing so that vegetables and fruits are available all 
through the year in urban and rural areas at affordable cost;  

 from food security at the state and household level to nutrition security at the household 
level. 

36. The current dietary patterns in large parts of SEA Region countries are still plant-based and 
not unduly rich in energy, and fat consumption is still low. Nutrition education can play a major 
role in ensuring that the population improves dietary diversity and increases pulse and vegetable 
intake provided that they are available at affordable cost throughout the year. 

Food insecurity outcome 

37. The parameters used to assess food insecurity outcomes are: increased child mortality, 
undernutrition and micronutrient deficiencies in all age groups, especially children. Preschool 
children are the most vulnerable group for health and nutrition problems. The causal 
relationship between low dietary intake, undernutrition and infection in preschool children has 
been well established. It is well documented that undernutrition is associated with immune 
depression and increased susceptibility to infections. Infections lead to nutrient loss and 
aggravate undernutrition. If this vicious cycle is not interrupted by health and nutrition care then 
it can lead to death.  
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38. Whenever used for comparisons within the same country—between income groups or 
those living in urban and remote rural areas— the relationship between food insecurity, 
undernutrition and high under-5 mortality is clear and consistent. However, when comparisons 
are made between countries and region, inconsistencies crop up. One of the major reasons for 
this apparent difference is that there are a large number of factors unrelated to food intake 
which are determinants of undernutrition and under-5 mortality. As such, food insecurity 
measured in terms of food availability at the national or household level may not align with food 
insecurity outcome indicators in intercountry and inter-regional comparisons.  

39. One of the most widely quoted examples of dichotomy between food insecurity and food 
insecurity outcomes is the so-called “South Asian Enigma”. SEA Region countries had been by 
and large self-sufficient in food production by the mid-Seventies but had high child 
undernutrition rates. Child low weight rates in South Asia and sub-Saharan Africa are similar but 
food insecurity is widespread and food consumption is lower in sub-Saharan Africa. The major 
factor responsible for the observed similarity in underweight rates cannot be due to similarity in 
food insecurity. Differences in birth weight, paternal and maternal stature are some of the factors 
that may be responsible for South Asian countries having high underweight rates while food 
insecurity is the reason for the high underweight rates in sub-Saharan Africa.  

40. If BMI for age computed on the basis of the WHO 2006 Child Growth Standards are used, 
it becomes obvious that undernutrition as assessed by wasting is higher in sub-Saharan Africa as 
compared with South Asia. Yet another component of the “South Asian Enigma” is the fact that 
in spite of similar underweight rates in South Asia and sub-Saharan Africa, under-5 mortality 
rates in sub-Saharan Africa are nearly double that of South Asian countries, which could be 
attributed to better access to health care in the latter. However, there are other equally 
important factors responsible for the difference in mortality, including differences in the low-
birth-weight rates, difference in the proportion of pre-term versus term but small-for-dates 
infants, and differences in the types of care required during the neonatal period.  

Research on food and nutrition linkages 

41. South-East Asian countries have relatively low energy consumption, higher than only sub-
Saharan Africa. But undernutrition rates in South-East Asia are much lower than sub-Saharan 
Africa. Research efforts may be directed to find out whether the lower energy intake is due to 
smaller stature of the South-East Asians, findings which may have implications for the food 
production projections for the region. 

42. Research efforts could also be directed to explore whether there are parameters other than 
under-5 mortality rates and underweight rates in pre-school children which are more closely 
related to food insecurity across regions and countries and could be used as indicators of food 
insecurity outcome in global and regional comparisons. 

Assessment of nutritional status 
43. Malnutrition is poor nutritional status which may be due to excesses or deficiencies of 
macronutrients or micronutrients. In the South-East Asia Region, the emphasis earlier had been 
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on undernutrition and micronutrient deficiencies. Over the last two decades increasing attention 
is also being paid to positive energy balance, obesity and associated risk of noncommunicable 
disease. Anthropometric indices are the most widely used parameters for assessment of 
macronutrient nutritional status in all age groups. 

44. Undernutrition results from negative energy balance due to inadequate food and nutrient 
intake, problems in absorption (relatively rare) or excessive nutrient loss (e.g. due to infections 
and malignancies). Undernutrition can be acute as in famine, natural disasters or man-made. 
Chronic undernutrition is termed as chronic energy deficiency (CED) and is one of the major 
public health problems in SEA Region countries. Anthropometric indices as height and weight 
are the most widely used measurements for the assessment of undernutrition. Birth weight is the 
common parameter and low birth weight is defined as birth weight below 2.5 kg. 

45. Other anthropometric indicators used in young children are “underweight”, described as 
weight-for-age <-2 standard deviations (SDs) from the WHO Child Growth Standards median; 
“stunting”, described as height for age <-2 SDs from the WHO Child Growth Standards median; 
“wasting”, described as weight for height for age <-2 SDs from the WHO Child Growth 
Standards median; and “overweight”, described as BMI for age >+2 SDs from the WHO Child 
Growth Standards median. With the emergence of dual nutrition burden, BMI for age has been 
increasingly used for the assessment of over and undernutrition, especially in countries where 
stunting is common. 

46. There are substantial differences in adult height between populations living in different 
regions of the world. These could be due to genetic or environmental factors. As adult height 
cannot be modified, body mass index (BMI weight in kg/height2 in meters) has been used as a 
parameter for the assessment of nutritional status.  

47. In the following section, an attempt has been made to provide comparisons between 
regional and global data with a follow-up with interstate differences in the SEA Region. The data 
sets for global and interregional comparisons vary as different sources are used. Also, the 
geographical compositions described in different databases vary. These factors have to be kept in 
mind while interpreting the data. 

Low birth weight 

48. The prevalence of low birth weight is highest in the South-East Asia Region and nearly half 
the global low-birth-weight infants are born in SEA Region countries (Figure 3). However, there 
are substantial differences in the low-birth-weight rates between the SEA Region countries where 
the prevalence ranges from 7% to 30%. One of the major factors responsible for this increased 
prevalence of low birth weight is low maternal height and weight, particularly in countries where 
the proportion of women in the child-bearing age group (BMI ≤18.5) ranges from 24% to 
35.6%. It is important to consider the mother-child dyad as a single unit for ensuring optimal 
nutrition for both mother and the growing fetus. Improving maternal weight gain through 
nutrition education and, if required, food supplementation, will go a long way in improving the 
birth weight of infants born to undernourished women (Table 16). 
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Figure 3: Global trends in prevalence of LBW  

 
Source Draft Global Nutrition Policy Review: 20 December 2010 

Table 16: Low birth weight and low BMI in mothers  

 Bangladesh Bhutan DPR 
Korea 

India Indonesia Maldives Myanmar Nepal Sri 
Lanka 

Thailand Timor-
Leste 

Low birth weight 
(<2500 gm), 
WHO 2010 

22 15 7 28 9 22 15 21 18 9 12 

Women CBA 
(BMI ≤ 18.5) 30 – – 35.6 – – – 24 – – 28 

Source: World Health Statistics 2010 (WHO, Table 5) 

49. There has been some reduction in the low-birth-weight rates in SEA Region countries over 
the last two decades (Table 17). The majority of the low-birth-weight infants in the Region is 
mature babies showing intrauterine growth retardation and survives with essential newborn care. 
However, these low-birth-weight babies generally have a lower trajectory of growth.  

50. Maternal undernutrition, low pregnancy weight gain, anaemia in pregnancy, and obstetric 
problems such as pregnancy-induced hypertension are major factors associated with low birth 
weight in all countries. Strenuous physical work and stress—physical and psychological—are 
emerging as important factors in pregnancy outcome and birth weight. Supportive supervision 
and counselling may play an important role in alleviation of the stress. Some of the available 
data from research studies suggest that the nutrition during adolescence may have a role as 
determinant of maternal nutrition and birth weight of the offspring. 
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Table 17: Time trends in Low birth weight 

Countries LBW 1990 LBW 2010 

Bangladesh 28 22 

Bhutan   15 

DPR Korea 6 7 

India 30 28 

Indonesia 14* 9 

Maldives   22 

Myanmar 16* 15 

Nepal   21 

Sri Lanka 28* 18 

Thailand 12 9 

Timor-Leste   12 

Source: State of the World’s Children 1990, Unicef  
World Health Statistics 2010 (WHO, Table 5) 

51. In view of the fact that birth weight is an important determinant of survival, growth and 
development, it is important to focus on up scaling efforts to screen all pregnant women for 
nutritional and obstetric problems and providing personalized care so that there is improvement 
in birth weight. The goal should be to achieve sustained, if slow, reduction in LBW across 
countries. However, it has to be recognized that even if all these interventions are scaled up and 
successfully implemented, it is unlikely that there will be a steep reduction in low-birth-weight 
rates or that the gap between countries in the prevalence of low-birth-weight rates will get 
bridged rapidly. 

Undernutrition in preschool children  

52. South-East Asia is home to the largest number of underweight and stunted preschool 
children (Figures 4 and 5). Over 70% of the worlds undernourished children live in SEA Region 
countries. All countries of the Region have achieved significant reduction in prevalence of severe 
undernutrition and associated morbidity and mortality in children. However, the reduction in 
mild and moderate undernutrition has been uneven and sub-optimal. LBW children have a low 
trajectory for growth in infancy and childhood and partially responsible for the high underweight 
and stunting rates in childhood. 
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Figure 4: Prevalence of underweight in <5yr 

 
Source Draft Global Nutrition Policy Review: 20 December 2010 

Figure 5: Prevalence of stunting in <5 yrs 

 

Source Draft Global Nutrition Policy Review: 20 December 2010 

53. Prevalence of underweight, stunting and wasting rates in SEA Region countries is given in 
Table 18. Underweight for age, which is a combined indicator of long-term and short-term 
nutrition challenges, has been reported to range from a low of 7% to a high of 44%. Stunting, an 
indicator of chronic malnutrition in children, ranges from a low of 15.7% to high of 55.7%. 
Wasting which is an indicator of acute or short-term malnutrition in children is reported to range 
from 3% to 25%. Over the years, there has been a steady but not steep decline in underweight 
and stunting rates in most countries of the region. Thailand has reported the lowest underweight, 
stunting and wasting rates in the region. Bangladesh and India have reported the highest rates for 
underweight, stunting and wasting rates (Table 18). In all countries wasting rates are far lower 
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than the underweight and stunting rates because the majority of the stunted children had 
appropriate weight for their current height. In view of the fact that reversing stunting is not 
possible while wasting can be reversed very rapidly by increasing the food intake, efforts should 
be focused on early detection of wasting and its correction so that the linear growth of the child 
is maintained and stunting is prevented. 

Table 18: Prevalence of malnutrition in under-5 children in SEA Region countries 

Country Underweight for age Stunted for age 

Bangladesh 41.3 43.2 

Bhutan 12.0 37.5 

DPR Korea 20.6 43.1 

India 43.5 47.9 

Indonesia 19.6 40.1 

Maldives 26.7 31.9 

Myanmar 29.6 40.6 

Nepal 38.8 49.3 

Sri Lanka 21.1 17.3 

Thailand 7.0 15.7 

Timor-Leste 40.6 55.7 

Source: World Health Statistics 2011 

54. Review of the data on undernutrition rates in different age groups computed using the new 
WHO standards indicate that the prevalence of undernutrition in the first three months remains 
the same as low-birth-weight rates in countries where majority of infants are exclusively 
breastfed during the first three months. A small rise in the prevalence of undernutrition between 
three and six months is seen with the early introduction of milk substitutes and higher morbidity 
in the 3―6 months. A further rise in the undernutrition rate between six and twelve months seen 
if there is too late introduction or inadequate amount of complementary feeds to children and 
feeding children in the 1―3 year age group with adult food commands three to four times a day. 
Prevalence of undernutrition based on WHO standards clearly brings out the importance infant 
and young child feeding practices as major factors associated with rising prevalence of 
undernutrition in children aged below three years. This data can serve as a very useful tool for 
advocacy and awareness-building so that there is focused attention on two critical interventions 
to improve young child nutrition, namely nutrition education to ensure appropriate infant and 
child feeding and health education to improve timely access to health care. 
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Infant and young child feeding 

55. Breastfeeding promotes optimal growth, reduces morbidity due to infection in the infant 
and provides some protection against unwanted pregnancy in the mother. Though the majority 
of mothers in SEA Region countries breastfeed their infants, breastfeeding is not initiated 
immediately after birth. There are substantial differences between countries and between urban 
and rural areas in the same country in breastfeeding rates. It is imperative to prevent any erosion 
of breastfeeding practices through an effective monitoring and enforcement mechanism for 
uniform implementation of the”International Code of Marketing of Breast-Milk Substitutes”. 
Simultaneously, SEA Region countries will also have to scale up efforts to provide nutrition 
counselling during pregnancy and in the early postpartum period to achieve the goal of universal 
breastfeeding. 

56. Ample data exist to prove that exclusive breastfeeding during the first six months promotes 
optimal growth of the child, reduces morbidity and mortality in early infancy and prevents early 
advent of the next pregnancy in the mother even in the absence of contraceptive use. In spite of 
energetic efforts to promote and protect exclusive breastfeeding in the first six months, providing 
appropriate adequate complementary feeding at six months and continuing breastfeeding up to 
two years, several of the SEA Region countries did not succeed in ensuring that mothers follow 
this advice. 

57. Infant and young child feeding (IYCF) practices in SEA Region countries is shown in 
Table 19. There are substantial intercountry differences in IYCF between countries. In most 
countries, less than half of the women exclusively breastfeed their infants during the first six 
months. It is noteworthy that in spite of the low exclusive breastfeeding rates at six months, 
undernutrition rates in Thai infants are lower than that in India and Bangladesh. Factors such as 
better environmental sanitation, access to safe drinking water, better infant care and better 
access to health care might be some of the factors that mitigate the adverse effects of too early 
introduction of milk substitutes in young infants in Thailand. 

Table 19: Infant and young child feeding practices in SEA Region  

Country 
Exclusive 

breastfeeding  
(< 6 months) 

Complementary feeding 
(6-9 months) 

Breastfeeding  
(20-23 months) 

Bangladesh 37% 52% 89% 

Bhutan 10.4% No data No data 

DPR Korea 65% 31% 37% 

India 46% 57% 77% 

Indonesia 40% 75% 59% 

Maldives 10% 85% No data 

Myanmar 15% 66% 67% 
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Country 
Exclusive 

breastfeeding  
(< 6 months) 

Complementary feeding 
(6-9 months) 

Breastfeeding  
(20-23 months) 

Nepal 53% 75% 95% 

Sri Lanka 53% No data 73% 

Thailand 5% 43% 19% 

Timor-Leste 31% 82% 35% 

Source: State of the World’s Children 2009, Unicef 

58. Introduction of energy and micronutrient-rich, semi-solid complementary feeds from six 
months of age is essential to meet the nutrient needs of the growing infant and support normal 
growth. Many of the SEA Region countries have a tradition of introducing cereal pulse-based 
semi-solid complementary feeds at six months of age. Most countries have programmes for 
nutrition education for the mothers on timely introduction of appropriate quantity and quality of 
complementary feeds, but in most of these cases less than half of the women introduce 
complementary feeds at 6–9 months of age. Even when complementary feeds are introduced, 
they are inadequate and do not contain micronutrient-rich vegetables and fruits.  

59. In all countries the young child receives adult food by one year. Children usually eat with 
their families and have 3-4 meals per day. As children have small stomach capacity, to meet the 
nutrient requirements for their growth from the low-calorie dense family meal, they have to be 
fed at least 6-7 times a day. Data from most SEA Region countries suggest that the families, 
especially those from poorer segments of population, do not spend the time and effort to feed 
and care for the young children. As a result, even in food-secure households the nutrient needs 
of the young child are not fully met. 

60. It is estimated that with appropriate IYCF practices, there will be a 20% reduction in under-
5 mortality rate - a huge contribution to efforts to achieve Millennium Development Goal 4 
within the timeframe. Appropriate infant and young child feeding practices are critical 
determinants of growth in early infancy and childhood. All SEA Region countries have invested 
in programmes for the promotion of appropriate infant and young child feeding although in 
some instances these have to be intensified. Some of the major national efforts to promote 
exclusive breastfeeding in the first six-months include the six-month maternity leave in 
Bangladesh and the two-year child care leave scheme in India. Capacity-building at all levels 
with focus on interpersonal communication and personalized nutrition counselling for improving 
infant and young child feeding education would pay rich dividends in terms of improved IYCF 
and lead to overall improvement in nutrition and health status during infancy and early 
childhood. 

61. In summary, in order to achieve a reduction in under-5 undernutrition, IEC efforts and 
proactive government policies to ensure exclusive breastfeeding for the first six months would 
have to be combined with the introduction of appropriate and adequate semi-solid 
complementary feed from 6 to 11 months of age with continued breastfeeding, followed by 
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feeding young children at least 5–6 times a day with household food and continuing 
breastfeeding up to two years of age. Improving access to health care to reduce the nutrition toll 
of infections and improving access to nutrition services for weighing and growth monitoring for 
early detection and effective management of growth are two other key interventions.  

62. Early detection and effective management of moderate/severe undernutrition in children 
under five years of age:  

63. In all SEA Region countries wasting rates are far lower than the underweight and stunting 
rates because the majority of the stunted children had the appropriate weight for their current 
height. Reversing stunting is not possible while wasting can be reversed very rapidly by 
increasing the food intake. Efforts should, therefore, be focused on early detection of wasting 
using WHO Child Growth Standards and effective management of wasting so that linear growth 
of the child is maintained and stunting is prevented. A weight-for-height Z-score (WHZ) of ≤3 
SD or a mid-upper arm circumference (MUAC) of <11.5 cm could be used as independent 
tools for active case identification in the communities and admission to severe malnutrition 
intervention programmes. 

Prevention, detection and management of undernutrition in  
adolescents and adults 

64. Some of the major interventions for prevention of undernutrition include: improved access 
to fuel, fodder and water to persons from poorer segments of the population so that excessive 
physical activity and consequent adverse effects on nutritional status can be reduced; improved 
water supply and sanitation to reduce risk of infections and the nutritional toll of infections; 
improved access to locally produced foodgrain, pulses and vegetables to reduce the impact of 
food inflation on food consumption; local processing of food to reduce wastage and improve 
availability and dietary diversity; improved food storage facilities so that distress sale of food or 
loss during storage are reduced; regular measurement of heights and weights of adolescents and 
adults at health facilities; and appropriate interventions to improve the nutritional status of 
undernourished adolescents and adults. 

Multisectoral programme for prevention, detection and management of 
persistent under-nutrition in SEA Region countries include: 

 promotion of adequate food production to meet the growing needs of the population; 

 nutrition orientation of food production polices, so that there is adequate production of 
pulses, vegetables, fruits and animal food to meet the nutrient needs of the population;  

 employment guarantee schemes to improve purchasing power; 

 food security legislation and supply of subsidized foodgrains to poor households 
through public distribution systems to combat food inflation;  

 promoting dietary diversification with increase in pulse and vegetable consumption; 

 supplementary feeding to pregnant women, preschool children and schoolchildren; 

 efforts to improve:  
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– environmental sanitation and access to safe drinking water to reduce the 
prevalence of waterborne infections. 

–  access to health care to reduce nutrition toll of infections. 

– awareness of the population through IEC so that they access available health and 
nutrition services as and when needed. 

 screening of children for identification of those with varying degree of undernutrition: 
and 

 identification and management of children with moderate/severe undernutrition. 

Emerging problem of overnutrition 

65. Over the last two decades there has been growing concern over the emergence of 
overnutrition as a public health problem in children below the age of five years, both in 
developed and developing countries, and the adverse health consequences associated with it. 
This has resulted in global efforts to document the prevalence of overnutrition in children below 
the age of five years. The efforts received a fresh impetus with the acceptance of new WHO 
Growth Standards and the increasing use of BMI for age as the parameter for assessment of 
overnutrition, thus eliminating the worry about the potential errors in assessment due to 
variation in height of children. 

66. Data on prevalence of overnutrition in children below the age of five years in different 
regions is indicated in Figure 6 and 7. Prevalence of overnutrition is highest in developed 
countries and lowest in Asia, especially South Asia. Some of the major factors responsible for the 
rising overnutrition in children include steep reduction in physical activity. Mechanization of 
transport to and from school, reduction in play space and time, elimination of physical training 
from the school curriculum and increased access to TV and internet for entertainment have all 
contributed to the reduction in physical activity in children. Ready access to energy-dense, 
processed food has provided empty calories to all segments of the population and contributed to 
positive energy balance and weight gain. 

67. The countries of the SEA Region have to make optimal use of the fact that the overnutrition 
rates are relatively low and health and nutrition education on appropriate feeding and need for 
adequate physical activity can go a long way in halting and perhaps even reversing its rise. 
Unless addressed early and adequately, overnutrition will inevitably lead to increased risk of 
noncommunicable diseases. Infants and children who experience early growth retardation in life 
grow into young adults with higher risk of overnutrition and associated diseases (such as 
hypertension, diabetes and cardiovascular diseases). The coexistence of undernutrition and 
overnutrition in countries, families and individuals is described as “double burden of 
malnutrition”. 
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Figure 6: Prevalence of overnutrition in preschool children 

 

Source Draft Global Nutrition Policy Review: 20 December 2010 

Figure 7: Prevalence of overnutrition in preschool children 

 

68. The nutrition and health profile of populations in the SEA Region region has been changing 
over the last two decades. Rising per capita income, increasing urbanization and adoption of 
new urban-based lifestyles with low levels of physical activity and lack of exercise has led to 
positive energy balance even in those who had increased their energy intake. In some segments 
of the population consumption of energy-dense foodstuffs has led to increased energy intake 
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and positive energy balance. The resultant rise in obesity rates contribute to rise in hypertension 
in coronary heart disease and diabetes rates. 

69. Salt consumption in the population is higher than the reported salt consumption in 
developed countries. Several SEA Region countries report average salt consumption of 9-11g/per 
person/day. Unlike the situation in developed countries the excessive salt consumption does not 
come from processed food. The salt intake is high because the population tends to use salt and 
chillies to add taste to their diet. 

70. Existing risk factors coupled with increase in life expectancy has resulted in a rapid increase 
in the burden of chronic diseases. Chronic diseases contributed approximately to 60% of the 
56.5 million total reported deaths in the world and approximately 46% of the global burden of 
disease. Globally the proportion of the burden of noncommunicable diseases (NCD) is expected 
to increase to 57% by 2020 and chronic diseases have been projected to account for almost 
three quarters of all deaths worldwide. Each SEA Region country is facing the threat of 
considerable increase in the number of diabetics and other noncommunicable diseases by the 
year 2025. 

71. Multisectoral programmes to combat the emerging problem of overnutrition in SEA Region 
countries would need to undertake nutrition and health education through all available modes 
of communication emphasising the need for eating balanced diets with just adequate energy and 
plenty of vegetables and adopting healthy lifestyles with at least moderate physical activity. 
Related health interventions would include screening persons for overnutrition whenever they 
access health care; use of BMI for adults and BMI-for-age in children and adolescents for early 
detection of overnutrition; identification of overnourished persons and personalized advice 
regarding modification of dietary intake and lifestyle; and monitoring the improvement and 
providing focused care to those who are facing problems in modifying their lifestyles.  

Micronutrient deficiencies in South-East Asia 

72. In the 1950s and 1960s, anaemia due to iron and folate deficiency, goitre due to iodine 
deficiency, blindness due to vitamin A deficiency, dry and wet beri beri due to thiamine 
deficiency and pellagra due to niacin deficiency were the major public health problems in many 
SEA Region countries. Most SEA Region countries had initiated intervention programmes to 
combat several of these micronutrient deficiencies although differences in the content, quality 
and coverage under these intervention programmes remained, leading to differences in the 
prevalence of these deficiencies among them.  

73. Sustained dietary improvement and better access to health care has resulted in elimination 
of severe undernutrition and severe forms of measles and keratomalacia due to severe vitamin A 
deficiency and consequent corneal blindness in children. Even though universal access to 
iodized salt is still not a reality in most SEA Region countries, there has been substantial 
improvement in access to and utilization of iodized salt and reduction in goitre rates especially 
in the erstwhile goitre endemic regions.  
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Anaemia 

74. Anaemia is a condition in which the number of red blood cells or their oxygen-carrying 
capacity is insufficient to meet the physiological needs of the body. Iron deficiency is thought to 
be the most common factor responsible for anaemia. In SEA Region countries folate deficiency is 
also a major contributing factor. In recent years, vitamin B12 deficiency is increasingly being 
reported in some SEA Region countries. Low dietary intake of iron and folic acid is the major 
factor responsible for anaemia. Poor bioavailability of iron from plant-based diets rich in 
phytates is also an important factor responsible for the widespread iron-deficiency anaemia in 
these countries. Chronic blood loss due to malaria and hookworm infestations is no longer as 
widespread as they were but still remain important factors responsible for anaemia in some 
regions. Prevalence of anaemia is computed on the basis of haemoglobin levels.  

75. Anaemia is the most common nutritional deficiency in the region. Prevalence of anaemia 
in South Asian countries is the highest among the world (Figure 8). Globally, anaemia affects 
1.62 billion people (95% CI: 1.50–1.74 billion), which corresponds to 24.8% of the population 
(95% CI: 22.9–26.7%). The highest prevalence is in adult preschool-aged children (47.4%, 95% 
CI: 45.7–49.1), and the lowest prevalence is in adult men (12.7%, 95% CI: 8.6–16.9%). 
However, the population group with the greatest number of individuals affected is non-pregnant 
women (468.4 million, 95% CI: 446.2–490.6). 

Figure 8: Prevalence of subclinical Vit A deficiency in Asia 

 

Source Draft Global Nutrition Policy Review: 20 December 2010 

76. WHO regional estimates generated for preschool-aged children and pregnant and non-
pregnant women indicate that the highest proportion of individuals affected were in Africa 
(47.5–67.6%), while the greatest number of those affected were in South-East Asia, where 
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315 million (95% CI: 291–340) individuals in these three population groups happened to be 
affected. Moderate and severe anaemia is seen even among educated families and the higher 
income group. There are considerable variations between countries in the prevalence of 
moderate and severe anaemia, which are associated with adverse health consequences. Some of 
the many functional changes associated with anaemia are poor attention span and inadequate 
cognitive function in school children leading to poor performance in schools; reduction in work 
capacity in adults; increased susceptibility to infections and higher infections for people of all 
ages and physiological groups; and increased low-birth-weight rates along with higher risk of 
morbidity and mortality during pregnancy. 

77. The prevalence of anaemia in preschool children and pregnant women in SEA Region 
countries is given in Table 20. Prevalence of anaemia in these two groups is high in all countries 
of the Region. However, there are substantial differences in the prevalence between countries. 
Sri Lanka and Thailand have been successful in reducing the prevalence of anaemia over the last 
three decades and hence have relatively lower prevalence of anaemia currently. This 
demonstrates that if proven interventions are scaled up and continued, all countries in the 
Region could achieve similar degree of reduction. 

Table 20: Proportion of anaemia in children below five years of age and in pregnant women 

Country Anaemia in pre-school (%) Anaemia in pregnant women (%) 

Bangladesh 47.0 47.0 

Bhutan 80.6 49.6 

DPR Korea 31.7 34.7 

India 74.3 49.7 

Indonesia 44.5 44.3 

Maldives (2007)* 81.5 55.4 

Myanmar 63.2 74.6 

Nepal (2006)** 78.0 29.3 

Sri Lanka 29.9 31.6 

Thailand 25.2 22.3 

Timor-Leste N.A. N.A. 

Source: World Health Statistics 2008; UNICEF & Micronutrient Initiative, 2008; 
*Maldives, 2007; ** Nepal, 2006 (8, 12, 13, 14) 

78. Most countries of the Region have programmes for nutrition education aimed at improving 
the consumption of micronutrient-rich food and iron folic acid supplementation to vulnerable 
groups. Similarly, several countries have also invested in efforts to promote the availability of 
micronutrient-rich vegetables at affordable cost throughout the year but the coverage achieved 
under such efforts is very low. In an effort to increase iron intake some of the Member countries 
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have attempted to fortify commonly consumed inexpensive foodstuffs such as soya sauce and 
fish sauce in Thailand and salt in India, with iron. There had been efforts to fortify rice and 
wheat flour at the central and local distribution levels and also to ensure that iron and multiple 
micronutrient sachets be sprinkled over food in order to improve iron intake. None of these 
have so far been scaled up be national level. 

79. As a component of community-based interventions to reduce anaemia, there are ongoing 
programmes of once-daily, twice-a- week and once-a-week iron folic acid supplementation to 
preschool children, school children and adolescent girls. Some of these programmes cover fairly 
large populations and have been sustained for several years. Available data from studies 
evaluating the efficacy of these interventions in terms of reduction in anaemia levels and their 
cost-effectiveness have yielded conflicting results. The current consensus appears to be that 
while these efforts can improve iron intake and perhaps prevent deterioration in haemoglobin 
levels, they will not be useful measures for the management of moderate and severe anaemia.  

80. The programmes for screening, early detection and appropriative management of anaemia 
have been attempted mainly in pregnant women in Member Countries. Mostly, these efforts 
have remained hospital-based and so there has not been any substantial reduction in the 
prevalence of anaemia or associated health problems during pregnancy. 

81. Considering the magnitude and adverse consequences associated with anaemia, it is 
essential to focus on multisectoral well-coordinated interventions delivered to scale as well as 
sustained over decades. Some of the major intervention strategies for the prevention and 
management of anaemia include efforts to improve dietary intake to meet RDA for all macro- 
and micronutrients; dietary diversification ensuring inclusion of iron/folate-rich foods as well as 
food items that promote iron absorption; use of technologies such as bio-fortification to improve 
iron and other micronutrient content of foodstuffs; food fortification using appropriate vehicles; 
health and nutrition education to improve overall dietary intakes as well as promote the 
consumption of iron and folate-rich foodstuffs; screening for early detection of anaemia among 
vulnerable groups (such as pregnant women); and appropriate management of anaemia 
depending upon its severity, chronicity, the physiological status of the individual and the time 
available for correction.  

82. In addition, relevant health sector interventions would include the use of pesticide 
impregnated bednets in malaria-endemic areas and deworming to reduce hookworm 
infestations; reducing nutrient loss due to infections by improving access to safe water supply 
and sanitation; screening for early detection of anaemia among vulnerable groups; and 
appropriate management of anaemia depending upon its severity, chronicity, physiological 
status of the individual and the time available for correction. 

Vitamin A deficiency 

83. Vitamin A is an important micronutrient for maintaining normal growth, regulating cellular 
proliferation and differentiation, controlling development, and maintaining visual and 
reproductive functions. Diet surveys have shown that the intake of vitamin A is significantly 
lower than the recommended daily allowance in young children, adolescent girls and pregnant 
women among poorer segments of population many SEA Region countries. In these vulnerable 



Regional Nutrition Strategy: Addressing malnutrition and micronutrient deficiencies 

33 

subgroups, multiple nutritional problems such as inadequate intake of energy as well as 
micronutrients other than vitamin A coexist. Habitual low dietary intake of animal food rich in 
vitamin A and or beta carotene-rich vegetables and fruits is the major factor responsible for the 
poor vitamin A status among the population in the SEA Region.  

84. With improved nutrition and health care, the severe forms of vitamin A deficiency – 
keratomalacia – is no longer seen as a major public health problem although cases are reported 
from remote areas and in place where humanitarian crisis situations have been reported in some 
parts of the world. Similarly, there are population groups where night blindness in preschool 
children and pregnant women ranges between 5–10%. In recent years plasma retinol levels have 
been estimated in vulnerable groups in many countries. Data on vitamin A deficiency as 
indicated by the serum retinol levels of below 70 microgram per litre is shown in Table 21. 
There are substantial differences between countries (ranging from 9.4% in Maldives and 15.7% 
in Thailand to 62% in India) in the prevalence of subclinical vitamin A deficiency. Studies from 
various SEA Region countries show that nearly half of all the under-5 children (Figure 9 and 
Table 21) and pregnant women have low plasma vitamin A levels. 

Table 21: Prevalence of vitamin A deficiency disorders (VADD) in preschool children and vitamin A 
supplementation coverage rate in preschool-aged children 

Country 
% of VADD (serum retinol  

<70 μg/L) in Preschool children * 
Vitamin A supplementation coverage 

rate in preschool children** 

Bangladesh 21.7 94 

Bhutan 22.0 48 

DPR Korea 27.5 95 

India 62.0 53 

Indonesia 19.6 87 

Maldives 9.4 62 

Myanmar 36.7 94 

Nepal 32.3 95 

Sri Lanka 35.9 – 

Thailand 15.7 – 

Timor-Leste 45.8 57 

Source: *WHO, 2009: Maternal and Newborn Heath; **UNICEF & Micronutrient Initiative. (2008)  
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Figure 9: Prevalence of anaemia in non-pregnant women in Asia  

 

Source: Draft Global Nutrition Policy Review: 20 December 2010 

85. Towards the prevention against keratomalacia and other ophthalmic complications 
resulting from vitamin A deficiency, most of the SEA Region Member countries initiated six-
monthly massive doses of vitamin A to be administered to children between the age of 6 to72 
months. Though coverage under massive doses of vitamin A remained low, keratomalacia 
became rare because of improved health care and measles vaccination. In the 1980s and 1990s 
research studies in some SEA countries showed that massive-dose vitamin A administration was 
associated with reduction in morbidity and mortality in preschool children. Large-scale research 
studies in other countries did not confirm this effect. However, even now most countries of the 
Region continue to provide massive-dose vitamin A supplementation to preschool children. The 
current estimated levels of coverage under massive dose vitamin A administration in preschool 
children is given in Table 21. The coverage in some countries such as Myanmar, Nepal and DPR 
Korea is high, but in India the coverage has been low. 

86. In spite of the fact that there has not been any significant improvement in the dietary 
intake of vitamin A and coverage under the massive-dose vitamin A programme has been low, 
there has been a decline in clinical vitamin A deficiency in under-5 children in most SEA Region 
countries. This could perhaps be due to increase in access to health care, consequent reduction 
in severity and duration of common childhood morbidity due to infections. Nutrition education 
to improve dietary diversification and increase the intake of vegetable and fruits is being carried 
out in all countries but the coverage, scale and quality of these efforts have been suboptimal. 

87. In view of the widespread prevalence of subclinical vitamin A deficiency in several SEA 
Region countries, fortification of food items with vitamin A has been attempted. However, there 
are very few accurate evaluations that assess the efficacy and cost-effectiveness of such 
fortification strategies.  

88. Clinical vitamin A deficiency often coexists with other micronutrient deficiencies and, 
hence, there is a need for broad-based dietary diversification programmes aimed at improving 
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the overall micronutrient nutritional status of the population. In infancy and childhood, health 
and nutrition education to encourage colostrum feeding, exclusive breastfeeding for the first six 
months and the introduction of complementary feeding including that of mashed greens and 
yellow/orange fruits/vegetables in the sixth month should be undertaken. In addition, efforts 
should be made for early detection and prompt treatment of infections and improved coverage 
under the measles vaccine. For preschool children, the massive-dose vitamin A supplementation 
in preschool children should be continued. 

89. All children with xerophthalmia should be administered two doses of synthetic vitamin A as 
per the present schedule; and all children suffering from measles should also be given one dose 
of vitamin A, if they have not received it during the previous month. 

90. Some issues that require research are a review of all available data on the prevalence of 
vitamin A deficiency in different countries as assessed by different parameters; assess health 
consequences of subclinical vitamin A deficiency; and review the evidence for continued 
massive-dose vitamin A administration in preschool children. 

Iodine deficiency disorders 

91. Iodine deficiency disorders [IDDs] have been recognized as a public health problem in SEA 
Region countries since the 1920s. Unlike other micronutrient deficiencies, IDDs are due to 
deficiency of iodine in water, soil and foodstuffs and affect all socioeconomic groups living in 
defined geographical areas. Initially, IDDs were thought to be a problem in select goitre belts 
situated mostly in areas near mountainous regions. However, surveys carried out subsequently 
showed that iodine deficiency disorders exist in pockets even in riverine and coastal areas. No 
SEA Region country is completely free from IDD. Universal use of iodized salt is a simple and 
inexpensive method of preventing iodine deficiency disorders. 

92. Some SEA Region countries such as Bhutan and Nepal and the sub-Himalayan Terai region 
in India were recognized as goitre endemic regions. There has been a sustained reduction in 
prevalence of the severe forms of iodine deficiency in these areas although there are pockets of 
IDD endemicity in all countries.  

93. Planners in most countries in SEA Region are aware of the adverse health hazards 
associated with IDD in the form of goitre and cretinism and had initiated programmes for 
improving access to iodized salt. Over the years many countries have promulgated legislation for 
mandatory universal iodization of salt. However, in spite of the ease and inexpensiveness of this 
effective intervention, substantial proportion of households in many SEA Region countries still 
use non-iodized salt and incur the risk of IDD. Percentage of households using iodized salt, the 
proportion of households using adequately iodized salt and the median urinary iodine excretion 
levels in South-East Asian countries is given in Table 22. While Bhutan has declared the 
elimination of IDD as a public health problem, few other countries have reported the near-
universal access to adequately iodized salt. 
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Table 22: Household access to iodized salt and urinary excretion of iodine 

 % households using 
iodized salt 

% households using 
adequately iodized salt 

[Target ≥ 90%] 

Median urinary iodine 
excretion level (μg/L) 

[Target 100 – 199 μg/L] 

Bangladesh 84% ≈ 51% --- 

Bhutan 98.4% ≥ 95% 298 μg /L 

DPR Korea 40% < 20% No data 

India 51% ≈ 50% 110.2 μg /L 

Indonesia 73% ≈ 70% 65 μg/L 

Maldives 95% 95% 176.2 μg/L 

Myanmar 60% ≈ 60% 136 μg /L 

Nepal 77% 77% 202.8 μg/L 

Sri Lanka 91.2% 91.2% 154.4 μg/L 

Thailand 47.2% 47.2% 108.2 μg/L 

Timor-Leste 59.9% ≈ 59.9% No data 

Source: Various country reports; WHO/ICCIDD assessments of IDD programmes in Sri Lanka and Thailand (2008) 

94. It is essential to ensure that only iodized salt is made available for human consumption. 
Efforts to improve the quality of iodized salt will include mandatory certification of the adequacy 
of iodization; ensuring that the salt is packed in half- or one-kg consumer polypack at the 
production site itself to prevent deterioration in quality during transportation and storage; and 
periodic checking of the iodine content of salts available at wholesale/retail outlets and enforcing 
quality checks at the household level. Information, education and communication (IEC) 
initiatives to increase the demand for good-quality iodized salt will have to continue.  

95. Efforts should also be made to reduce the price differentials between iodized and non-
iodized salt and provide ready access to iodized salt at subsidized cost through the public 
distribution systems. Adequate monitoring of the production, distribution and quality of salt at 
various levels, including at the household level, has to be ensured to enable early detection and 
effective management of inadequate iodization.  

96. Other interventions include effective and subsidized transport of iodized salt to landlocked 
areas far away from the sites of salt production, which is of particular importance in the larger 
countries; the monitoring of the import of iodized salt with regular studies on goitre prevalence 
among schoolchildren and on the urinary iodine excretion status. Research efforts should be 
focused on the assessment of the thyroid status in children and adults as well as the neonatal 
thyroid status in the population by appropriate screening techniques. In areas where IDDs 
continue to be high despite the adequate availability and extensive use of iodized salt, the 
possible role of goitrogens may have to be investigated. 
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Concluding remarks 

97. SEA Region countries are undergoing a rapid and sustained socioeconomic, demographic, 
nutritional and health transition. The base level of health indicators from which they took off and 
the pace of transition varies not only between countries but also between different sectors in the 
same country.  

98. Available data indicate that all SEA Region countries are undergoing economic transition 
with corresponding rise in GDP growth rates at a time when the rest of the world is battling 
economic slowdown. Most countries are in the favourable phase of demographic transition with 
a large and young literate workforce and low dependency ratios. Human resources are the 
driving force behind the favourable economic scenario here. Member countries are self-
sufficient in food production. These countries are also situated in tropical and semi-tropical 
regions and producing abundant quantities of diverse crops, fruits and vegetables.  

99. If the countries of the Region provide a nutrition orientation to their food production 
policies, it is possible to ensure that there is sustainable food production while meeting 
nutritional requirements of the population fully as well. Adequate attention should be paid to 
achieve integrated farming systems that will ensure a sustainable and evergreen revolution 
essential for making farming an economically viable option and at the same time provide all 
foodstuffs needed for the appropriate dietary diversification to achieve complete nutrition 
security of the population.  

100. Most SEA Region countries have functional large-scale programmes to address poverty and 
food security at the household and individual levels. These include employment guarantee 
schemes to improve purchasing power; food security legislation and supply of subsidized 
foodgrain to poor households through public distribution systems; promoting dietary 
diversification with increase in pulse and vegetable consumption; universalization of 
supplementary feeding to children through integrated child development services and the school 
mid-day meal programmes. 

101. The current dietary patterns in large parts of mos SEA Region countries are still plant-based, 
high in energy but low fat consumption. Nutrition education can play a major role in ensuring 
that the population improves dietary diversity and increases intake of pulse and legumes and, 
depending on dietary preferences, animal proteins, while at the same time ensuring there 
avaliability at affordable prices throughout the year. 

102. Breastfeeding is universal in most countries of the Region. However, efforts should be 
made to ensure that all infants are exclusively breastfed for the first six months of life, introduced 
to complementary feeding at six months with breastfeeding continued up to 24 months, and 
then at least being done 5–6 times a day. If these efforts succeed in bringing about an 
improvement in the infant and young child feeding and caring practices, it will be possible to 
bring about a reduction in undernutrition rates in children below the age of three years and an 
overall reduction in under-5 mortality. 

103. Currently, the undernutrition rates in all SEA Region countries are declining. These rates 
can be accelerated by efficient and effective implementation of simple, well-known, tested and 
cost-effective interventions. The new WHO Child Growth Standards provide the tool by which 
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wasting can be detected early. Effective management of wasting would not only bring about 
rapid reduction in wasting but also prevent stunting.  

104. Countries of the Region have adequate technical capacity and human resources to provide 
universal access to health and nutrition services. Efforts such as appropriate screening of all 
vulnerable segments of the population such as preschool and schoolchildren and pregnant and 
lactating women; timely identification and management of children/women with 
moderate/severe undernutrition; providing access to health care to reduce the disease toll on 
account of infections; and improving awareness of the population through IEC initiatives so that 
they excess the required health and nutrition services would only accelerate the rate of 
reduction in undernutrition. 

105. Anaemia, vitamin A deficiency and iodine deficiency disorders are significant public health 
problems in the SEA Region countries. Lack of dietary diversification and poor bioavailability of 
iron from plant-based diets have resulted in the reporting of the highest level of anaemia in the 
world from this Region. Multipronged interventions including dietary diversification, increased 
consumption of iron-rich plant foods and iron absorption promoters, iron fortification of salt and 
other foodstuffs, can increase iron intake conspicuously. These efforts should be supplemented 
with iron folic acid supplementation in the vulnerable groups. Screening for detection of 
anaemia and appropriate treatment will also reduce prevalence of moderate and severe 
anaemia and adverse health consequences associated with it.  

106. Even though severe clinical forms of vitamin A deficiency have been eliminated, it has 
been reported that nearly half the children in all SEA Region countries suffer from subclinical 
vitamin deficiency. The health hazards associated with such subclinical vitamin deficiency are 
not well documented. Dietary diversification with increased consumption of vegetables is a 
sustainable method of combating vitamin A deficiency. Most of the countries of the Region have 
ongoing massive-dose vitamin A supplementation programmes in place for preschool children. 
However, the coverage under this varies. Some countries have embarked on vitamin A 
fortification of foods such as oil. The need and impact of these interventions may have to be 
assessed. There has been a decline in the prevalence of IDDs in several SEA Region countries 
where iodized salt has been mandatorily introduced. All countries should strive to achieve 
universal access to iodized salt and eliminate IDDs and associated health hazards. 

107. Over the last two decades there has been a rapid increase in the prevalence of 
overnutrition and obesity in many SEA Region countries. However, compared with other regions 
the prevalence of overnutrition and obesity is low here. Unlike the situation in developed 
countries where a rise in obesity was due to dietary changes and consumption of energy-rich 
food or larger portions, the major factor responsible for the rising obesity rates in the SEA Region 
is steep reduction in physical activity. Most countries in the Region are initiating programmes to 
combat the emerging problem of overnutrition and associated heath hazards. The major focus 
should be on nutrition and health education through all available modes of communication 
emphasising the need for eating balanced diets that provide just adequate energy along with 
plenty of vegetable and legumes; adopting healthy lifestyles with at least moderate levels of 
regular physical activity; screening persons for overnutrition whenever they access health care; 
use of the BMI-for-age parameter for early identification of overnutrition in stunted children and 
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adolescents; identification of overnourished persons and dispensing personalized advice to them 
regarding modification of dietary intake and lifestyle; and monitoring improvement and 
providing focused care to those who are facing problems in overhauling their lifestyles.  

108. Emergence of the dual nutrition burden has been viewed as a major challenge to the 
population as well as health and nutrition services in the Region. However, Member countries 
could turn it into an opportunity to improve lifestyles, ensure dietary diversification and 
balanced diets, and introduce moderate physical activity in the entire population. The educated, 
aware, rational responsible section of the population may access needed services so that there is 
reduction in undernutrition and micronutrient deficiency. This will also slow down, if not halt, 
the predicted rise in overnutrition rates and associated health hazards.  

109. Combating the dual nutrition burden in the SEA Region could provide an opportunity for 
health/nutrition services and the population to prove their mettle because of the following 
possible factors: poverty is no longer the major determinant of undernutrition; overnutrition 
rates are still low; and both under- and overnutrition can be combated through balanced diet 
and adequate exercise. This knowledge can be communicated across the population and 
needed care provided by the health and nutrition services. Further more, coverage under health 
and nutrition services are universal and both content and quality of care has improved in the 
Region. The rational, responsible and responsive population can be expected to utilize the 
available and evidence-based knowledge and access needed services to improve their nutritional 
and health status. 

Rationale and components 

(1) The Member States of the WHO South-East Asia Region account for over 70% of the 
orld’s malnourished children. While children with severe undernutrition have high 
mortality, larger numbers of deaths occur among the more numerous but less severely 
malnourished children.  

(2) The Member States also face the problem of ”double burden of nutrition”: the 
persistence of childhood undernutrition concurrently with a rapid increase in cases of 
overweight/obesity and of chronic noncommunicable diseases among adults. 
Appropriate modification of lifestyles, a shift towards a healthy balanced diet and 
introduction moderate physical activity throughout life are critical for the prevention 
of chronic noncommunicable diseases. 

(3) The Lancet series on child survival estimated that universal coverage of all available 
nutrition interventions can reduce a substantial proportion of childhood 
undernutrition and prevent two thirds of all deaths, and that simple nutrition 
interventions can contribute to child survival in developing countries. 

(4) The health sector alone will not be able to make a real difference in improving the 
health and nutritional status of the population. Therefore, there is an urgent need for 
a multisectoral approach involving all relevant sectors, e.g.: education, agriculture, 
fisheries, transport, food processing, finance, media, civil society, as well as members 
of Parliament. A multisectoral approach with a systematic and comprehensive 
application of available nutrition interventions can prevent two thirds of all deaths 
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while contributing to child survival and the emergence of a healthy population in 
Member States. 

(5) Underinvestment, inadequate infrastructure and manpower, lack of coordination 
between the multiple stakeholders and lack of commitment among service providers 
are some of the factors that lead to poor access to and utilization of health and 
nutrition services. Absence or inadequacices in monitoring mechanisms and nutrition 
surveillance systems are major constraints for the effective implementation of food 
and nutrition interventions. 

(6) The continuing very high mortality rates and disease burden resulting from these 
nutrition-related factors make a compelling case for the urgent implementation of 
proven interventions to improve the nutrition status of the population of Member 
States of the WHO South-East Asia Region. 

(7) The Regional Nutrition Strategy is intended to assist Member States in developing a 
multisectoral approach and identifying and prioritizing nutrition action in their 
countries in all relevant sectors. The strategy has taken into consideration the diversity 
exhibited in the nature and magnitude of nutrition problems in Member States, as 
well as the available national capacities and technical expertise to address such 
problems. 

Strategy 
Goal 

110. The goal of the Regional Nutrition Strategy is to encourage Member States to initiate, 
develop and sustain a multisectoral approach and measures for the promotion of nutrition 
among all population groups following a life-course approach. 

Strategic elements 

111. The Regional Nutrition Strategy has the following four strategic elements:  

 Developing a country-driven, outcome-oriented integrated multisectoral nutrition 
policy and plan of action. 

 Addressing malnutrition and micronutrient deficiencies through a multisectoral 
approach and involvement of all relevant sectors. 

 Addressing obesity and dietary prevention of chronic diseases. 

 Developing effective and functional nutrition surveillance systems. 

Timeframe 

112. The proposed duration of the Regional Nutrition Strategy is five years (2011–2015). 
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Strategic elements and major activities 
Strategic element 1: Developing a country-driven, outcome-oriented 
integrated, multisectoral nutrition policy and plan of action  

113. Goal: By 2015 all Member States of the Region will have established comprehensive 
national nutrition policies and plans of action in place to ensure optimum nutrition for their 
populations. These will be nested in the national development plans so that there is 
multisectoral involvement.  

114. Objective: 1.1: Assist Member States in the formulation of their national nutrition policies 
and plans of action by adopting an integrated intersectoral approach. Most countries of the 
Region have a five-year planning cycle. All policies, strategies and programmes and their impact 
can be reviewed and appropriate midcourse corrections made and adequate funds provided for 
priority intervention. 

115. Rationale: Lack of adequate political commitment has been a key reason for countries not 
achieving satisfactory nutrition outcomes. Lack of appreciation of inadequate nutrition as a 
deterrent to human health cascades into lack of commitment to nutrition and insufficient 
investment of resources in nutrition. Another important impediment to the implementation of 
effective nutrition programmes has been the lack of orientation among the programme providers 
to nutrition-related problems, interventions and their significance.  

Activities 

1.1.1 Provide technical inputs to Member States in the formulation of comprehensive 
national nutrition policies and associated plans of action.  

1.1.2 Promote nutrition as an essential component of the national primary health-care 
programmes while ensuring improved access to nutrition and related food security 
interventions. 

1.1.3 Encourage the inclusion of nutrition in the training curricula of relevant staff in and 
outside the health sector.  

1.1.4 Facilitate the preparation and dissemination of tools to strengthen the skills, 
knowledge and competencies of all staff involved in nutrition programme 
interventions. 

1.1.5 Encourage Member States to establish operational linkages with the national food 
safety and food security programmes. 

1.1.6 Assist Member States to ensure that national disaster management programmes 
maintain strong nutrition and related food safety components.  

Strategic element 2: Addressing macro- and micronutrient deficiencies 
through a multisectoral approach and involvement of all relevant sectors 

116. Goal: By 2015 all Member States will have established comprehensive macro- and 
micronutrient intervention programmes in place. Initial priority will be accorded to interventions 
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with most vulnerable segments of the population such as preschool children and pregnant 
women. All countries will move in a phased manner towards coverage of all age groups.  

117. Objective 2.1: To promote maternal and child nutrition with focus on the”window of 
opportunity”: – six months of pregnancy through the first two years of life.  

118. Rationale: Good maternal nutrition promotes optimal fetal development, and this reduces 
the risk of chronic disease in adult age. Good nutrition and safe food during the first few years of 
life can reduce the burden of ill health. The early occurrence of overweight and obesity and 
their metabolic consequences in children and adolescents necessitate the introduction of 
nutrition education in schools and a nutrition-supportive school environment.  

Activities 

2.1.1 Technical inputs to Member States in ensuring adequate maternal nutrition: 
appropriate counselling on diet and nutrition needs, micronutrient and energy 
supplementation and support schemes for women from weaken socioeconomic 
groups. 

2.1.2 Empower Member States for a comprehensive adoption/adaptation of the Global 
Strategy on IYCF infant and young child feeding. 

2.1.3 Advocate appropriate facility-based and community-based approaches for the 
prevention and management of undernutrition in infants and young children.  

2.1.4 Advocate the inclusion of adolescent girls as beneficiaries in all national nutrition 
programmes with emphasis on behavioural change communication, nutrition 
supplementation and counselling. 

119. Objective 2.2: Effective control and prevention of micronutrient deficiencies. 

120. Rationale: Micronutrient deficiencies contribute substantially to the global burden of 
disease. Iodine, iron and vitamin A deficiencies have been identified as among the world’s most 
serious health risk factors. In addition to the more obvious clinical manifestations, micronutrient 
deficiencies contribute to a wide range of non-specific physiological impairments, leading to 
reduced resistance to infections, metabolic disorders, and delayed or impaired physical and 
psychomotor development. The public health implications of micronutrient deficiencies are 
potentially huge.  

Activities 

2.2.1 Advocate evidence-based interventions for the control and prevention of iodine 
deficiency disorders (IDDs), vitamin A deficiency disorders (VADDs) and iron-folic 
acid deficiency anaemia.  

2.2.2 Encourage and assist Member States in eliminating IDDs as a public health 
problem.  

2.2.3 Promote appropriate evidence-based micronutrient fortification of staple food 
items and complementary foods with adequate micronutrient content.  
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2.2.4 Provide technical inputs to strengthen the analytical capacities in Member States for 
monitoring tmicronutrient deficiency control programmes. 

121. Objective 2.3: Ensuring appropriate nutrition for elderly persons.  

122. Rationale: The proportion of population above the age of 60 years is increasing at a fast 
rate in the Region, and currently stands at over 8%. The nutrition needs of older persons are 
different from those of young and adults. 

Activities 

2.3.1 Ensure that elderly persons have access to appropriate nutrition services and enjoy 
adequate food security. 

Strategic element 3: Addressing obesity and dietary prevention of chronic 
diseases 

123. Goal: By 2015 Member States will have established specific, evidence-based interventions 
for the prevention and control of noncommunicable diseases.  

124. Objective: To undertake interventions aimed at the prevention and management of 
overnutrition and prevent the predicted sharp escalation in noncommunicable diseases.  

125. Rationale: Noncommunicable diseases are increasing at a rapid rate in all Member States 
of WHO SEA Region, especially in Member States with low and low-middle income economies. 
They are likely to have a major impact on the poor and disadvantaged segments of the 
populations. Low detection and irregular treatment of noncommunicable diseases both result in 
higher case-fatality rates in poorer segments of the population. Undernutrition in early life 
followed by relative adequacy of dietary intake and sedentary lifestyle increases the risk of 
overnutrition and associated noncommunicable diseases in adult life.  

Activities 

3.1 Assist Member States in formulating national food-based dietary guidelines that 
address the nutritional needs of all population groups. 

3.2 Support communication campaigns emphasizing locally produced foods and 
traditional cooking methods and eating practices in the context of a healthy diet and 
based on the national food-based dietary guidelines. 

3.3 Encourage Member States to enact legislation against the sale and marketing of 
commercially processed foods to children and adolescents and at academic 
institutions. 

3.4 Provide technical assistance to the development and dissemination of training tools 
and protocols for enhancing capacities of national staff involved in the dietary 
interventions for noncommunicable diseases. 

3.5 In collaboration with partners, assist Member States in strengthening the national 
noncommunicable surveillance systems for diet-related risk factors. 
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3.6 Ensure that suggested dietary interventions are linked to the regional approaches for 
the control and prevention of noncommunicable diseases.  

3.7 Promote discretionary physical activity in schools, workplaces and at home by 
investing in health education, and make adequate provision of playgrounds and parks 
especially in crowded urban areas so that all persons who want to increase 
discretionary physical activity are able to do so.  

Strategic element 4: Developing effective and functional nutrition surveillance 
systems 

126. Goal: By 2015 Member States will have effective and functional national nutrition 
surveillance systems. 

127. Objective: To assist Member States in the strengthening and expansion of the national 
nutrition monitoring and surveillance system.  

128. Rationale: While nutrition monitoring is an assessment of dietary or nutrition situation at 
periodic intervals to detect changes, nutrition surveillance is a continuous assessment of 
nutritional status for detecting changes in order to initiate corrective or remedial actions. In the 
Member States of the South-East Asia Region, lack of nutrition monitoring and surveillance has 
been a major constraint in early detection of nutritional problems and their effective 
management.  

Activities 

4.1 Facilitate the establishment of national nutrition monitoring and surveillance systems 
with provision for building electronic database in Member States.  

4.2 Encourage Member States to base the nutrition monitoring and surveillance systems 
on existing health data collection and management systems. 

4.3 Assist in the preparation of suitable formats for data collection, development of 
computer software, identification of key indicators and the adoption of appropriate 
methodology.  

4.4 Assist in the linkages of nutrition data with that of agricultural production, food safety 
and food security programmes for comprehensive information on food distribution, 
availability and consumption.  
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Implementation 

Year Activities 

2011  Approval of the Regional Nutrition Strategy. 

 Promote the formulation/consolidation of the national food and nutrition policies 
and plans of action in Member States. 

 Encourage integration of nutrition with food safety and food security interventions. 

 Technical assistance to improve national capacity for the management of children 
with severe malnutrition. 

 Strengthen actions towards a comprehensive adoption of the global strategy on 
infant and young child feeding. 

 Assist in the formulation of national food-based dietary guidelines. 

 Encourage and support in the elimination of IDDs as a public health problem. 

 Provide technical input to the national monitoring and surveillance activities 
including the use and interpretation of WHO Growth Standards and references.  

2012–2013  Maintain assistance to promote the establishment/consolidation of the national food 
and nutrition policies/plans of action in Member States in alignment with the 
national food safety and food security interventions. 

 Continued support for the comprehensive adoption of the Global Strategy on Infant 
and Young Child Feeding.  

 Engage in coordinated action with partner organizations in promoting integrated 
control and prevention of micronutrient deficiencies including fortification of food. 

 Promote the nutrition-friendly school initiative in interested Member States. 

 Continue assistance in the formulation of national food-based dietary guidelines 
and the development of key dietary messages against diet-related 
noncommunicable diseases. 

 Continue assistance to the national monitoring and surveillance activities. 

 Develop an indicator system based on available information for monitoring progress 
of the national plan of action.  

2014 –2015  Continued technical assistance to Member States in the formulation of national 
nutrition policies/plans of action in alignment with the national food safety and food 
security interventions. 

 Maintain and strengthen technical assistance to the infant and young child nutrition 
programmes, micronutrient deficiencies control and prevention interventions, 
optimal fetal and maternal nutrition programmes, overnutrition and related chronic 
diseases prevention, and nutrition care for the elderly schemes.  

 Continued assistance to strengthen the national nutrition monitoring and 
surveillance systems. 

 In collaboration with partners, assess effectiveness of actions, address accumulated 
challenges, and develop recommendations for new actions.  
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Indicators 
129. The following indicators have been identified: 

(1) The number of Member States with documented national nutrition policy/plan of 
action. 

(2) The number of Member States reporting an increase in the rate of exclusive 
breastfeeding in infants below six months of age. 

(3) The number of Member States reporting improvement in the prevalence of 
underweight/stunting/wasting among children below the age of five years. 

(4) The number of Member States that have eliminated iodine deficiency disorders as a 
public health problem. 

(5) The number of Member States that have formulated national food-based dietary 
guidelines and/or developed key dietary messages for preventing diet-related chronic 
diseases. 

(6) The number of Member States with integrated/stand-alone national nutrition 
surveillance systems. 

Multisectoral approach and partnerships 

130. Improving the health and nutritional status of the population will need a multisectoral 
approach involving all relevant sectors, e.g. education, agriculture, fisheries, transport, food 
processing, finance, media, civil society, as well as members of Parliament. Therefore, the 
Strategy calls for building an effective network and partnership among all relevant sectors for 
developing a national plan of action. A high-level national structure or body, chaired preferably 
by the Head of State, will be needed not only to endorse the plan of action, but also to monitor 
implementation and progress. The following sectors may need to be included: 

(1) Member States, involving all relevant ministries, e.g. health, agriculture, fisheries, 
transport, regulatory bodies, etc.. 

(2) Civil society, nongovernmental organizations, consumer forums and professional 
associations. 

(3) Food industry 

(4) Media 

(5) The United Nation’s specialized agencies and other international organizations. 

Member States 

 Full government commitment is necessary to ensure the development of satisfactory 
and comprehensive national nutrition policies and plans of action. The primary 
obligation of the national governments will be to provide leadership, establish 
supportive administrative mechanisms, and formulate, monitor and evaluate the food 
and nutrition policy.  
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 Other sectors – agriculture, fishers, finance, transport and food processing – should also 
be involved in the formulation and execution of the national nutrition policy and plan 
of action.  

 Social policy sector should be involved in establishing social benefits to improve the 
food security of the population. 

 Research establishments could provide an improved understanding of the different 
dimensions of nutrition, food security and safety and lifestyle.  

 Regional and local authorities within each Member State could ensure better access to 
safe and healthy food supply for all population groups. 

Civil society, nongovernmental organizations, consumers’ forums and 
professional associations 

 Can serve as a driving force in advocating the importance of nutrition to the nation’s 
development and progress, ensuring that sufficient resources are allocated to support 
the nutrition programmes; provide relevant information to consumers and monitor the 
implementation and progress of various national and private sector initiatives in 
nutrition. 

Food industry 

 Primary producers of food could improve the availability of fruits and vegetables and 
the nutrition quality of their products. 

 Large-scale commercial producers of food could improve the nutritional quality of their 
products; apply good manufacturing practices; adhere to the ”code for the marketing 
of infant formula substitutes” and practise responsible marketing of food products, 
especially to children. 

 Food retailers could improve the availability and promotion of their products with a 
healthier nutrition profile and stop marketing of energy-dense and nutrient-poor foods 
and carbonated drinks to children.  

Media 

 Support awareness-raising campaigns about nutrition, food security and food safety and 
consumer rights. 

 Advertisers and clients could comply with recommendations about the marketing of 
food and carbonated beverages to children, and develop voluntary codes to align with 
the national food-based dietary guidelines.  

United Nations specialized agencies and other international organizations: 

 Key UN agencies with the potential to contribute are the United Nations Children’s 
Fund (UNICEF), the World Food Programme (WFP) and the Food and Agriculture 
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Organization (FAO) of the United Nations. They can heighten political awareness, 
provide coherent policy advice in the different areas, stimulate intercountry 
collaboration mechanisms, mobilize resources, provide technical advice on food, 
agriculture and trade policies and practices, promote nutrition education and enhance 
food security and food safety.  

 The United Nations Standing Committee on Nutrition could foster collaboration and 
coordination among the different United Nations agencies. 

 The Codex Alimentarius Commission should establish food standards and guidelines on 
nutrition labelling and signposting as well as on health and nutrient claims, and 
promote food quality, safety and hygiene. 

Monitoring and evaluation 
 Incorporation of monitoring and evaluation mechanisms in the nutrition programme 

contributes to the establishment of evidence-based public health practices.  

 Each Member State would need to establish dedicated monitoring and evaluation units 
at the Ministry of Health or at the appropriate line ministry responsible for the national 
nutrition programmes. 

 Staff working for monitoring and evaluation purposes would need to be appropriately 
trained in data collection, analysis, interpretation and dissemination. 

 Process, outcome and output indicators are necessary for assessing the impact and 
effectiveness of the nutrition policy and programmes.  

 Monitoring and evaluation tools and techniques adopted should be simple and 
sustainable and, to the extent possible, aligned with internationally-accepted protocols, 
analytical tools and databases. 




