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In 2014, Member States approved the Global
Nutrition Monitoring Framework (GNMF) on Maternal,
Infant and Young Child Nutrition and the six core
outcome indicators to track progress against the six
global nutrition targets (Table 1).
(i)
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n 2012, the World Health Assembly (WHA) approved a Comprehensive Implementation Plan on Maternal, Infant
and Young Child Nutrition that identified six global targets related to priority nutrition outcomes to be achieved
by 2025 (1). These six global nutrition targets are:

6

REDUCED CHILDHOOD
WASTING TO LESS THAN 5%

In November 2014, the Secretariat proposed fourteen
additional core indicators for the GNMF (Table 1) (2, 3).
The GNMF includes four types of indicators to monitor
pathways towards the global nutrition targets:

primary outcome indicators that measure the progress towards the six global nutrition targets;

(ii) intermediate outcome indicators that monitor how specific diseases and conditions on the causal pathways affect
national trends relating to the six targets;
(iii) process indicators that monitor programme and situation-specific progress; and
(iv) policy environment and capacity indicators that measure the political economy and capability within a country.
The purpose of these additional core indicators is to monitor progress towards the six target outcomes at national
and global levels. The core set of indicators includes the six global targets, and five intermediate outcome, six
process, and three policy environment and capacity indicators.
In January 2015, the Executive Board endorsed
the additional fourteen core indicators, but requested
clarifications and further information on their
operational aspects. Issues raised included the uniform
definitions of the indicator, recommended frequency of
data collection, availability of data, operational aspects
of data collection and evidence for the validity of the
selected indicators.
The Executive Board reviewed the proposal and
asked for additional information about the proposed core

2

indicators. The fourteen indicators are summarized in a
March 2015 background paper (4) which was reviewed
during an informal consultation with representatives
from 43 Member States and several UN agencies
(Geneva, 16–17 April 2015). Sixteen indicators were
endorsed for immediate use but it was recommended
that reporting on four indicators be deferred until 2018
to allow for development of additional operational
guidance for Member States (5). These include three
process indicators and one policy environment and
capacity indicator:
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i.

Proportion of children aged 6–23 months who receive a minimum acceptable diet.

ii.

Proportion of pregnant women receiving iron and folic acid supplements.

iii.

Proportion of mothers of children 0–23 months who have received counselling, support or messages on optimal
breastfeeding at least once in the previous 12 months.

iv.

Number of trained nutrition professionals per 100 000 population.

WHO and UNICEF established an independent Technical
Expert Advisory group on Nutrition Monitoring (TEAM)
to advise on enhancing global monitoring of the GNMF
indicators. TEAM is also expected to help identify emerging
research needs related to nutrition monitoring, and to
recommend developing and/or refining GNMF indicators
and methods. TEAM has been tasked to provide technical
advice on further development and validation of the four
deferred indicators and to complete related monitoring
and reporting guidelines. Table 2 presents the list of original
indicators and the TEAM recommendations for the four
deferred indicators and diarrhoea indicator.

1.1 Objectives of the GNMF
The objectives of GNMF (6) are: (i) to monitor progress
towards the achievement of the six global targets (for use
at global and national levels); (ii) to track implementation
of selected programmes required to achieve the global
targets (for use at global and national level); and (iii) to
track implementation of all programmes required to
achieve national targets (for use at national and at subnational levels).

TABLE 1: Core set of indicators for the Global Nutrition Monitoring Framework

Indicator

Indicator type

Abbreviated name

Primary outcome indicators for the six global nutrition targets
1

Prevalence of low height-for-age in children under five years of age

WHA target

Target 1

2

Prevalence of haemoglobin <11 g/dL in pregnant women
Prevalence of haemoglobin <12 g/dL in non-pregnant women

WHA target

Target 2

3

Prevalence of infants born <2500 g

WHA target

Target 3

4

Prevalence of weight-for-height >+2 SD in children under five years of age

WHA target

Target 4

5

Prevalence of exclusive breastfeeding in infants aged six months or less

WHA target

Target 5

6

Prevalence of low weight-for-height in children under five years of age

WHA target

Target 6

Intermediate outcome indicators
7

Prevalence of diarrhoea in children under 5 years of age

Intermediate
outcome

IO1

8

Proportion of women aged 15–49 years with low body mass index
(<18.5 kg/m2)

Intermediate
outcome

IO2

9

Number of births during a given reference period to women aged 15–19
years /1000 females aged 15–19 years

Intermediate
outcome

IO3

10

Proportion of overweight and obese women 18+ years of age
(body mass index ≥25 kg/m2)

Intermediate
outcome

IO4

11

Proportion of overweight in school-age children and adolescents
5–19 years (BMI-for-age >+1 SD)

Intermediate
outcome

IO5
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3

Indicator

Indicator type

Abbreviated name

Process indicators
12

Proportion of children aged 6–23 months who receive a minimum
acceptable diet

Process

PR1

13

Proportion of population using safely managed drinking services

Process

PR2

14

Proportion of population using safely managed sanitation services

Process

PR3

15

Proportion of pregnant women receiving iron and folic acid supplements

Process

PR4

16

Percentage of births in baby-friendly facilities

Process

PR5

17

Proportion of mothers of children 0–23 months who have received
counselling, support or messages on optimal breastfeeding at least once
in the previous 12 months

Process

PR6

Policy environment and capacity indicators
18

Number of trained nutrition professionals/100,000 population

Policy and
capacity

PE1

19

Number of countries with legislation/regulations fully implementing the
International Code of Marketing of Breast-milk Substitutes (resolution
WHA34.22) and subsequent relevant World Health Assembly resolutions

Policy and
capacity

PE2

20

Number of countries with maternity protection laws or regulations in
place

Policy and
capacity

PE3

TABLE 2: Core set of indicators for the Global Nutrition Monitoring Framework and the TEAM recommended indicators

Indicator
type

4

Original indicators

Recommended indicators

IO1

Prevalence of diarrhoea in children under 5 years
of age

Children under 5 years of age with diarrhoea
receiving oral rehydration solution (ORS)

PR1

Proportion of children aged 6–23 months who
receive a minimum acceptable diet

Minimum dietary diversity (MDD) for children aged
6–23 months

PR4

Proportion of pregnant women receiving iron and
folic acid supplements

Any antenatal iron supplementation

PR6

Proportion of mothers of children 0–23 months
who have received counselling, support or
messages on optimal breastfeeding at least once in
the previous 12 months

Availability of national-level provision for
breastfeeding counselling services in public health
and/or nutrition programmes

PE1

Number of trained nutrition professionals/100,000
population

Nutrition professionals density
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1.2 Vision for establishment of national health
data systems
The World Health Assembly resolution urges Member
States to put the Comprehensive Implementation Plan
on Maternal, Infant and Young Child Nutrition into
practice by including relevant evidence-based nutrition
interventions in maternal, child and adolescent health
services (7). Member States can design national nutrition
interventions based on specific epidemiological
patterns and programme decisions. National nutrition
interventions should ensure establishment and
engagement of policies in other sectors to improve
nutrition. Member States should have in place
national surveillance systems to monitor programme
implementation and progress in improving nutritional
status.

Chapter 1 of this operational guidance includes
background information on the Comprehensive
Implementation Plan on Maternal, Infant and Young
Child Nutrition and GNMF indicators. Chapter 2
describes the rationale for including these indicators
in the GNMF. Chapter 3 provides a detailed description
of technical aspects for measuring indicators of the six
global nutrition targets. Chapter 4 presents guidance for
implementing the intermediate outcome, process, and
policy environment and capacity indicators.

© UNICEF

The GNMF, which was developed to support
Member States in implementing the Comprehensive
Implementation Plan, provides a harmonized and

internationally accepted approach to monitoring
progress towards achieving global nutrition targets. All
Member States were expected to report on the 20 core
indicators beginning in 2016. To this end, all Member
States require a continuous flow of relevant high-quality
data. Many Member States either do not have such
data or do not have data that are comparable across
countries. Robust national nutrition surveillance systems
are essential to tracking progress in achieving global
nutrition targets.
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5

Rationale for the GNMF
indicators

G

lobal nutrition challenges are multidimensional and complex. UNICEF’s child growth conceptual framework
illustrates that the two most significant immediate causes of malnutrition are inadequate dietary intake
and illness (8). The underlying causes of inadequate dietary intake and illness are insufficient access to food,
inadequate maternal and child care practices and health services, and poor drinking water, sanitation and hygiene.
For good health, it is essential to ensure access to affordable and high quality curative and preventive health services.
The basic causes of child malnutrition include inadequate economic development and political commitment for
effective policies to ensure an enabling environment for good nutrition.

The GNMF considers the multisectoral nature of
nutrition and includes indicators relating to underlying
causes of malnutrition and broader policies or actions,
including access to health services and policies outside
the health sector. The GNMF indicators are selected taking
into consideration other intersectoral initiatives with
common determinants, and include markers of nutrition
outcomes, implementation of nutrition programmes,
and the policy environment. The GNMF encompasses six
global targets, which are the primary outcome indicators.
The framework also includes intermediate outcome,
process and policy environment and capacity indicators
that can influence either directly in the pathways of one
or more primary outcome indicators or can influence
them indirectly.
For most GNMF indicators, databases exit that
serve as a pool from which the GNMF will assemble
data. At the same time, these databases function as a
standardization mechanism and quality check. They
rely on good quality data collection in countries, either
through surveys or surveillance systems.

Criteria for selecting additional core indicators
The following criteria were used for selecting additional
core indicators:
a. The indicator is relevant for the pathway to the
achievement of one or more global target;
b. the indicator has been validated;
c. there are surveillance systems or other data
collection instruments that allow a baseline to be
set and changes to be monitored over time;
d. the indicator is either currently collected in
most countries or could be added to the current
infrastructure at minimal cost; and
e. there is country capacity to monitor indicators
(including data generation, compilation and
sharing, quality assessment, analysis and synthesis,
and communication of results).

8

2.1 Rationale for WHA global targets
World Health Assembly global targets for six nutrition
indicators have received increased attention since the
approval of the Comprehensive Implementation Plan
on Maternal, Infant and Young Child Nutrition in 2012.
The global nutrition targets endorsed by the World
Health Assembly in resolution WHA65.6 have been
widely adopted by many global initiatives, including the
Scaling Up Nutrition (SUN) movement and the strategies
of several donors. This section describes the status of the
six global nutrition targets as the rationale of including
these indicators in the GNMF.
Childhood stunting is still very high. Stunting can
result from slow intrauterine and postpartum growth
resulting in a failure to achieve expected length as
compared to healthy, well-nourished children of the
same age. As stunting is an indicator of past growth
failure, it is associated with several long-term factors
including chronic insufficient nutrient intake, frequent
infection, continued inappropriate feeding practices and
poverty. The effects of these long-term factors may not
be reversible in children over 2 years of age.
The global prevalence of childhood stunting
and the total number of stunted children less than 5
years of age are decreasing. Between 2000 and 2016,
stunting prevalence declined from 32.7% to 22.9% and
the number declined from 198.4 million to 154.8 million
(9). The reduction in stunting has varied from region to
region. In Asia, there are still 86.5 million stunted children
with 61.2 million stunted in southern Asia. The number
of stunted children in Africa increased from 50.4 million
to 59 million between 2000 and 2016.
Anaemia among women of reproductive age is
a global public health problem affecting most lowand middle-income countries as well as many highincome countries. Anaemia has significant adverse
health consequences, as well as an adverse impact on
social and economic development. Although anaemia
has several causes, the most common and significant
is iron deficiency, which accounts for approximately
50% of cases. When iron deficiency anaemia occurs in
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pregnancy, it may be associated with increased risk
of low birth weight (10) and maternal and perinatal
mortality (11). The prevalence of anaemia in women of
reproductive age was 29% in 2011, affecting 32 million
pregnant women and 496 million non-pregnant women
of child-bearing age (15–49 years) (12). The highest rates
were in central and west Africa and south Asia. These
figures are updated estimates of the baseline level for
this target that had previously been calculated for the
period 1993–2005: 41.8% for pregnant women and 30%
for non-pregnant women.

World Health Assembly
global targets for six nutrition
indicators have received
increased attention since the
approval of the Comprehensive
Implementation Plan on
Maternal, Infant and Young
Child Nutrition in 2012
Overall, it is estimated that 15% to 20% of all births
worldwide are low birth weight, or more than 20 million
births a year (13). Regional estimates show that the rates
of low birth weight are 28% in south Asia, 13% in subSaharan Africa and 9% in Latin America.
In Bangladesh and India, where around half the
world’s children with low birth weight are born, the
prevalence of low birth weight decreased from 30.0%
to 21.6% (between 1998 and 2006) and from 30.4% to
28.0% (between 1999 and 2005), respectively. There has
been a reduction in the prevalence of low birth weight
in El Salvador (from 13% to 7% between 1998 and 2003),
South Africa (15.1% to 9.9% from 1998 to 2003), and
the United Republic of Tanzania (from 13.0% to 9.5%
between 1999 and 2005). The higher reduction rates have
been observed in countries where a large proportion
of low birth weight is the result of intrauterine growth

retardation, which is more amenable to reduction than
preterm birth (1).
Globally, overweight prevalence among children
less than 5 years of age has gone up from 5% to 6%
between 2000 and 2016 (9). The total number of
overweight children has also risen from 30.4 to 40.6
million for the same period. The number of overweight
children is increasing in all regions. In 2016, almost half
of all overweight children under 5 years of age lived in
Asia and one quarter lived in Africa.
Globally, only 43% of children less than 6 months
of age were exclusively breastfed in 2016 (14). The
rates of exclusively breastfed infants were higher in
the South Asia (59%) and Eastern Africa (57%). It is
much lower in Latin America and the Caribbean (33%),
Eastern Asia (28%), Western Africa (25%) and Western
Asia (21%). There were insufficient data to calculate
a regional average for Europe, North America and
Oceania. Improvements in breastfeeding behaviours
and practices can also impact mortality due to wasting
and diarrhoea (15).
In 2016, 51.7 million children less than 5 years
of age were wasted with a prevalence rate of 7.7% (9).
Almost all wasted children lived in Asia (35.9 million)
and Africa (14.0 million) with the highest proportion of
children under 5 years of age suffering from wasting live
in Asia (69%). More than half of all wasted children less
than 5 years of age live in South Asia.
Relative to the 2012 baseline, estimates of global
progress to 2025 on five of the six global nutrition
targets global progress are not on track, with data on
low birth weight unavailable. For stunting, the current
rate of reduction is not rapid enough to attain 100
million by 2025 (16). Similarly, for wasting, the current
rate of reduction is not rapid enough to reach below 5%
by 2025. For overweight, the 2012 baseline was 6% in the
Joint Malnutrition Estimates (JME) 2017, and the current
rate indicates rise in overweight in Africa and Asia. For
anaemia, the global average of the prevalence in women
of reproductive age increased from 30.3% (2012 baseline)
to 32.8% in 2016 (14). For low birth weight, estimating
methods are being revised. For exclusive breastfeeding,
it is difficult to compare exclusive breastfeeding
estimates from different methodologies as in most highincome countries exclusive breastfeeding is measured
by retrospective recall of mothers/caregivers instead
of using standardized previous day recall. Work is in
progress to produce harmonized estimates based on
different methodologies. MMENDATION 3
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2.2 Rationale for intermediate outcome
indicators
As noted above, the GNMF also includes intermediate
outcome indicators that can be either directly in the
pathways of one or more main outcome indicators or
can influence them indirectly. The six global targets
are affected by diseases and conditions that can be
monitored through intermediate outcome indicators.
Diarrhoea has a direct impact on wasting and
stunting (17) and is an important cause of the vicious
circle of undernutrition-infection. On the other hand,
morbidity and mortality from childhood diarrhoea can
be significantly reduced through breastfeeding (15).
Thus, improvements in breastfeeding practices and
prevention of diarrhoea can have an enormous impact
on reducing childhood stunting and wasting.
Maternal undernutrition is a key contributor to
poor fetal growth, low birth weight (LBW), and shortand long-term infant morbidity and mortality (18).
Women who are underweight (low BMI <18.5 kg/m2)
are more likely to have babies with low birthweight due
to intrauterine growth retardation, which increases
the risk of neonatal mortality and future stunting
(19). In most countries, maternal BMI of less than 18·5
kg/m² ranges from 10% to 19% (18). This magnitude
of maternal underweight is even higher (more than
20%) in most countries in sub-Saharan Africa, southcentral and south-eastern Asia, and Yemen. The
situation is considered critical in Bangladesh, Eritrea
and India with a prevalence of low maternal BMI
around 40%. Preventing maternal undernutrition can
play a significant role in preventing negative birth
outcomes and stunting later in childhood.
The adolescent birth rate, also known as the
age-specific fertility rate, provides a basic measure of
reproductive health in a vulnerable group of adolescent
women. Consequences of early pregnancy can include
morbidity and mortality due to limited access to skilled
antenatal, childbirth and postnatal care, and unsafe
abortions. Young adolescent mothers, who are more
likely to experience complications during pregnancy
and childbirth than adult women, are at greater risk of
mortality. The infants born of adolescent mothers are
also at higher risk of morbidity and mortality. In a multicountry study in Africa, Asia, and Latin America, low
maternal age had a negative impact on child length from
0 to 11 months of age, and poorer growth in children
of younger mothers continued after 24 months of age
(20). Therefore, preventing births very early in a woman’s
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reproductive life is important for improving maternal
health and reducing infant mortality.
Maternal overweight and obesity result in
increased maternal morbidity and infant mortality (21).
Maternal overweight is also associated with overweight
and metabolic syndrome in children (22–24). In some
developed country settings, maternal obesity is
also associated with delayed lactogenesis and short
breastfeeding duration (25). Obesity in women can
increase health risks for both the mother and child
during and after pregnancy. Evidence suggests that
there is a significant increased risk of a wide variety
of pregnancy, birth, and neonatal complications in
overweight, obese, and severely obese women (25,
26). Since many countries are experiencing nutrition
transition, prevention of maternal overweight can
prevent overweight and other chronic diseases in
children.
Childhood obesity has both immediate and longterm effects on health and well-being. Obesity can affect
a child’s immediate health, educational attainment and
quality of life. Children with obesity are very likely to
remain obese as adults and are at risk of chronic illness.
Obese children and adolescents are more likely to develop
cardiovascular diseases such as high cholesterol and high
blood pressure, and diabetes (27, 28). Obese children
and adolescents are at greater risk for bone and joint
problems, sleep apnoea, and social and psychological
problems such as stigmatization and poor self-esteem
(27, 29). Thus, prevention of obesity during childhood
is important for promoting health and wellbeing both
during childhood and later in life.

2.3 Rationale for process indicators
The six global targets can also be affected by programmes
that can be monitored through process indicators.
It has been suggested that, in addition to
disease prevention strategies, complementary feeding
interventions targeting this “critical window” are most
efficient in reducing malnutrition and promoting
adequate growth and development (30). Complementary
feeding should be timely, adequate and appropriate (31),
which means that infants should start receiving foods
in addition to breast milk from 6 months onwards, that
these foods should fulfil the nutritional needs of a rapidly
growing child, and that diverse foods should be given
in sufficient quantity. A comprehensive systematic review
of the efficacy and effectiveness of complementary
feeding interventions in low- and middle-income
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countries revealed that educational interventions that
stress feeding nutrient-rich animal-source foods may
be more effective in terms of child growth compared
with general educational messages (32). In areas with
high levels of food insecurity, complementary feeding
interventions that provide food in addition to education
seem to be more effective for improving child growth
outcomes (33).
Improved drinking water sources and improved
sanitation and hygiene also impact diarrhoea (34). Safe
drinking services, which include both a household
connection and covered wells and bore holes, can
contribute to preventing diarrhoea, which can have an
impact on stunting and wasting. Improved sanitation
and hygiene also help to prevent diarrhoea and thereby
reduce stunting. A systematic analysis also showed an

association between use of improved drinking water and
sanitation facilities and reduced childhood stunting (35).
Iron and folic acid supplementation can decrease
the risk of maternal anaemia and neural tube defects in
offspring. Iron-folic acid supplementation of pregnant
women increases haemoglobin levels in low-, middleand high-income countries (36). The global prevalence of
maternal anaemia could be reduced by one-third to onehalf over a decade if action were taken to launch focused,
large-scale programmes.
A recent systematic review examined the global
impact of the Baby-friendly Hospital Initiative (BFHI)
on breastfeeding and child health outcomes (37). Key
findings showed that adherence to the BFHI Ten Steps
has a positive impact on breastfeeding outcomes; there
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was a dose-response relationship between the number
of BFHI steps women were exposed to and the likelihood
of improved early initiation of breastfeeding, exclusive
breastfeeding and any breastfeeding. As in most lowincome settings a significant proportion of births takes
place either at home or in health centres with inadequate
facilities. Thus, ensuring that births take place at babyfriendly facilities can significantly improve breastfeeding
outcomes.
Counselling plays a significant role in improving
infant and young child feeding (IYCF) practices. A
large body of literature suggests a positive impact of
counselling by peer counsellors (38) and trained health
workers in improving feeding practices and nutritional
status of infant and young children (39, 40). Intensive
counselling by frontline health workers significantly
improved breastfeeding practices in Bangladesh and
Viet Nam (39) and complementary feeding practices in
Bangladesh (40).

2.4 Rationale for policy environment and
capacity indicators
A systematic review showed that health worker training
in nutrition improved daily energy intake of children,
feeding frequency and dietary diversity during a critical
window of opportunity (6–24 months of age) (41). In
rural Bangladesh, intensive training of frontline health
workers in IYCF significantly improved health workers’
knowledge of IYCF, quality of counselling, and maternal
IYCF knowledge and practices (42). Trained community
health workers also had improved skills in nutrition
counselling and management of child undernutrition.
Training, both pre-service and in-service, has a high
potential for improving the knowledge of nutrition and
the quality of services health/nutrition workers deliver.
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Little progress in increasing breastfeeding rates
is seen in the absence of provisions giving effect to the
International Code of Marketing Breast-milk Substitutes
(43). However, the establishment of legislation is
necessary but insufficient to ensure breastfeeding; it
should be complemented by adequate implementation
and monitoring mechanisms (44). All stakeholders have
a role to play in creating an enabling environment for
improved infant and young child feeding practices
through advocacy dialogue, and policy formulation and
implementation.
Returning to work after maternity leave has been
identified as a significant cause for never starting
breastfeeding or its early cessation (45–47). In most
low- and middle-income countries, maternity leave is
limited to formal-sector employment and is not always
provided in practice (48, 49). In Canada, a reform which
extended maternity leave from 6 months to 1 year
increased mean duration of breastfeeding by 10
days for every additional month not at work (50). It is
important to ensure that all countries have properly
implemented maternity protection laws to protect and
promote breastfeeding.
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Ensuring that births take
place at baby-friendly
facilities can significantly
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outcomes

Detailed guidance on
indicators for the six WHA
globaltargets

M

onitoring global nutrition targets nationally requires nationally representative indicators of the target
population. It is important that countries have baseline estimates, collect/produce intermediate nationally
representative estimates, and plan for a final assessment in 2025. Standard data collection methods should
be used to allow for comparability within countries over time and between countries.
At present, availability of information depends mainly on repeated national surveys, carried out by national
agencies, often together with Demographic and Health Surveys (DHS), or UNICEF’s Multiple Indicator Cluster Surveys
(MICS) and possibly other data collection systems. Surveys are usually representative and are carried out at roughly
four or five year intervals.

3.1 Stunting in children under five years of age

GLOBAL TARGET 1
By 2025, a 40% reduction
globally of the number of
children under five who are
stunted
WHO/Antonio Suarez Weise

Stunting is a sign of past or chronic undernutrition and cannot measure short-term changes in undernutrition. For
children less than 2 years of age, the index is low length-for-age, and for children 2 years and above, the index is
referred to as height-for-age. A deficit in length-for-age or height-for-age is referred to as stunting.
Global nutrition target 1 means a relative reduction, by 2025, of 40% of the total number of children stunted
compared to the 2012 baseline. This would translate into a 3.9% relative reduction per year between 2012 and 2025,
i.e. reducing the number of stunted children from the 165 million in 2012 to approximately 100 million (1). Globally,
the prevalence of stunting fell from 29.5% to 22.9% between 2005 and 2016 (14). However, even if the current trend
continues, there would be 30 million stunted children above the global WHA target by 2025.
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Indicator name

Children under 5 years who are stunted (moderate and severe).

Definition

Percentage of stunted (moderate and severe) children aged 0–59 months (moderate stunting
= length/height-for-age between <-2 and >-3 SD of the WHO Child Growth Standards median;
severe stunting = height-for-age below -3 SD of the WHO Child Growth Standards median) x
under-five population at the time of the survey.

METHOD OF ESTIMATION
Numerator

Number of children aged 0–59 months1 who were stunted.

Denominator

Total number of children aged 0–59 months who were measured.

Percent of stunted children =

Children aged 0–59 months who are stunted for age
Total number of children aged 0–59 months who were measured

*100

Data availability

Since 1989, WHO maintains the Global Database on Child Growth and Malnutrition (available
at: http://www.who.int/nutgrowthdb/en/). This global database aggregates population-based
surveys that include anthropometric measurements of representative samples of children less than
5 years of age.

Data sources

Main sources of data are population-based household surveys with anthropometry and
nutrition surveillance systems.

Data quality

Population-based surveys that fulfil a set of criteria. Data are checked for validity and
consistency and raw data sets are analysed according to a standard procedure to obtain
comparable results. The main criteria for including surveys in the database are: (i) a defined
population-based sampling frame; (ii) a probabilistic sampling procedure involving at
least 400 children; (iii) use of standard anthropometric measurement techniques; and (iv)
presentation of results in z-scores in relation to the WHO child growth standards.
To facilitate re-running of nutritional survey data, WHO recommends using either the new software
WHO Anthro or the statistical macros. Both can be downloaded together with manuals and Readme
files (available at: http://www.who.int/childgrowth/software/en/). The WHO Anthro "Nutritional
survey" software module enables analysis of existing data sets. The macros are available for SPSS,
SAS, STATA and S-Plus; And they are particularly recommended for analysis of large survey data sets.
Both the software and the macros allow the user to produce result tables in the standard data-entry
format ready for submission to the Global Database.
Every 3–5 years.

Guidance for
anthropometric data
collection

Determination of a child’s age is the first and most important step in anthropometric
assessment. Accurate age is required for sampling whether a child should be included in the
survey and to determine whether a child’s recumbent length or standing height should be
measured. A child’s age plays a role when deriving correct z-scores for age-related indicators
(the WHO growth standards are expressed in units of days).

Length/heigh

Recumbent length should be measured for children less than 24 months of age and standing
height should be measured for children 24 months and above. Detailed descriptions on length/
height board, training and standardization procedures for anthropometry and essential
steps of measurements are presented in Annex 2. For further details on anthropometric
measurements, see also the WHO Training Course on Child Growth Assessment (51, 52) and
Cogill 2003 (53).

Guidance on reporting

Prevalence of stunting in children less than 5 years of age should be presented for the total
sample and disaggregated by age, sex, place of residence, region, socioeconomic status
and mothers’ education. It is useful to present stunting data by severity – moderate (z-score
between <-2 and >-3 SD) and severe (z-score below -3 SD).

©gosphotodesign

1

Frequency of data collection

Age ranges are presented as completed months, i. e., 0–5 months is 0–5.999 months, 0–59 months is 0–59.999 months etc.
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3.2 Anaemia in women of reproductive age

GLOBAL TARGET 2
By 2025, a 50% reduction
of anaemia in women of
reproductive age

Anaemia is defined as low blood haemoglobin concentration (<110 g/L in pregnant women and <120 g/L in nonpregnant women aged 15–49 years) (54, 55).
The global nutrition target 2 implies a relative reduction of 50% of the number of women of reproductive
age (15–49 years) with anaemia by 2025, compared to the 2012 baseline of 30.3% (1). This would translate into a
5.3% relative annual reduction between 2012 and 2025 and implies reducing the number of anaemic women of
reproductive age to approximately 230 million. Several countries have demonstrated a reduction in anaemia
prevalence in women of reproductive age, as indicated by repeated national surveys included in the 6th report on the
world nutrition situation of the United Nations Standing Committee on Nutrition (56). These estimates point to a 4%
to 8% relative reduction per year.
Indicator name

Anaemia prevalence in women of reproductive age
Anaemia is defined as haemoglobin level <110 g/L in pregnant women aged 15–49 years.
For non-pregnant and lactating women, the haemoglobin cut-off for anaemia is <120 g/L.
The indicator captures both pregnant and non-pregnant women in the reproductive age of
15–49 years.

· Prevalence of haemoglobin <110 g/L in pregnant women aged 15–49 years.
· Prevalence of haemoglobin <120 g/L in non-pregnant women aged 15–49 years.
Definition

Percentage of women aged 15–49 years with a haemoglobin level less than 120 g/L for nonpregnant women and lactating women, and less than 110 g/L for pregnant women, adjusted
for altitude and smoking.

METHOD OF ESTIMATION
Numerator

Number of women aged 15–49 years with haemoglobin levels below the indicated cut-off,
adjusted for altitude and smoking.

Denominator

Total number of women aged 15–49 years with haemoglobin levels assessed.

For pregnant women
Prevalence of anaemia =

Number of pregnant women 15–49 years with haemoglobin <110 g/L
Total number of pregnant women 15–49 years with haemoglobin levels assessed
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For non-pregnant women
Prevalence of anaemia =

Number of pregnant women 15–49 years with haemoglobin <120 g/L
Total number of pregnant women 15–49 years with haemoglobin levels assessed

*100

Haemoglobin adjustment
procedures

Haemoglobin status should be adjusted for smokers and people living at high altitude
(57). Haemoglobin concentration increases in smokers and should be adjusted to avoid
underestimating anaemia among smokers. Similarly, haemoglobin concentrations of
people living more than 1000 m above sea level should be adjusted downwards to avoid
underestimating anaemia prevalence. Detailed descriptions of adjustment procedures for the
haemoglobin level of smokers and people living at high altitude are presented in Annex 3.

Data availability

The WHO Vitamin and Mineral Nutrition Information System (VMNIS) includes data by country
on the prevalence of anaemia and mean haemoglobin concentrations (available at: http://
www.who.int/vmnis/en/). It also contains the sources of anaemia data and inclusion criteria for
the anaemia database. Data are identified via periodic MEDLINE searches and an international
collaborative network, which uncovers data sources not routinely reported. Studies or surveys
are included in the WHO database if there is a defined population-based sampling frame,
probabilistic sampling procedures are used, and sample size is at least 100 individuals (58).

Data sources

Population-based household surveys with haemoglobin estimates of women of reproductive age
15–49 years. Data sources and inclusion criteria for the database on anaemia are described in Annex 3.

Data quality

The WHO VMNIS has a set of inclusion criteria for anaemia data. When a potentially relevant
survey is identified and the full report obtained, data are checked for consistency as part of
routine quality control. If required, data holders are contacted for clarification or to obtain
additional results. Available information is extracted and entered into a standard data form.

Frequency of data collection

Every 3–5 years.

Guidance for data collection

Haemoglobin estimation
Most population-based surveys in recent decades have used a portable haemoglobinometer
(e.g., HemoCue) for estimating haemoglobin (59). Haemoglobin can be measured this
way for women of reproductive age (15–49 years) during household surveys. Using a
haemoglobinometer to measure haemoglobin concentration has several advantages over
use of haematocrit for field surveys and is far more accurate than clinical examinations,
particularly in terms of sensitivity2. Systematic errors resulting from insufficient training of
field personnel in the use of the haemoglobinometer can cause significant bias in surveybased estimates of anaemia prevalence. Adequate and uniform training of field personnel in
using the haemoglobinometer is thus of utmost importance.
Since many countries lack nationally representative surveys measuring haemoglobin,
modelled estimates of anaemia prevalence are being used for monitoring achievement of
global anaemia targets. The development of modelling trends in haemoglobin distribution has
been described elsewhere (58). For modelling, the surveys are included if blood haemoglobin
is measured, anaemia or mean haemoglobin for women of reproductive age is recorded, a
probabilistic sampling procedure with a defined sampling frame is used, and the sample size
is at least 100 individuals. The modelling uses data for women of reproductive age group of
15–49 years and excludes haemoglobin measurements that are <25 g/L and >200 g/L. All
haemoglobin data are adjusted for altitude as described in Annex 3.
For modelling, complete distribution of blood haemoglobin concentration is estimated
for each country-year for pregnant and non-pregnant women taking a population-based
approach to risk factors (vs. high risk only). This approach, using the Bayesian hierarchical
mixture model, allows for making coherent inferences on mean haemoglobin and on the
prevalence of anaemia at all levels of severity. The model is fitted via Markov chain Monte
Carlo (MCMC). Please see Stevens et al. 2013 (58) for details.
A detailed description of haemoglobin assessment in the field using a portable
haemoglobinometer is provided in Annex 3.

2

Sensitivity refers to the proportion of survey subjects who are accurately diagnosed as anaemic using a method (true positives) among the survey subjects who are anaemic (true positives and
false negatives).
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Guidance on reporting

Anaemia data should be presented disaggregated by age, education level, place of residence,
region, reproductive status (pregnant, lactating), and socioeconomic status (wealth quintile).
For reporting purposes on anaemia among women of reproductive age, countries should
use the WHO recommended haemoglobin cut-offs for anaemia for estimating the national
prevalence of anaemia even if a different local reference is used. The haemoglobin cut-off for
pregnant and non-pregnant women aged 15–49 years is <110 g/L and <120 g/L, respectively.
The haemoglobin results should be adjusted for altitude and cigarette smoking using
standard methods described in Annex 3.
It is recommended to report on anaemia prevalence by severity. For non-pregnant women,
the haemoglobin cut-offs for defining severity of anaemia are mild (110–119 g/L), moderate
(80–109 g/L) and severe (<80 g/L). Haemoglobin levels of mild, moderate and severe anaemia
for pregnant women are presented in Annex 3, Table A4.
Some countries may have a different range for “women of reproductive age”, such as 15–44
years. For reporting prevalence of anaemia to WHO, the exact age group assessed should
be provided. The prevalence of anaemia in the target group should be from nationally
representative household-based cross-sectional surveys. In general, healthy non-pregnant
women of reproductive age do not have healthy clinic visits and therefore clinic-based
surveys are unlikely to be representative of all women in this target group. Some surveys may
only include non-pregnant women who have one or more children less than 5 years of age.
This is not a representative sample of all non-pregnant women of reproductive age.
Haemoglobin levels less than 80 g/L for non-pregnant women and lactating women, and less
than 70 g/L for pregnant women (severe anaemia) should be reported.

Anaemia GLOBAL prevalence (%) (All women)
No data
5-19.9
20-39.9
>= 40
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3.3 Low birth weight

GLOBAL TARGET 3
A 30% reduction in
low birth weight by 2025

Gates/Frederic Coubert

Low birth weight, which continues to be a significant public health problem globally, is associated with a range of
short- and long-term consequences. The prevalence of low birth weight varies widely across and within countries.
Low birth weight is most common in low- and middle-income countries, particularly among the most vulnerable
populations. Since a significant proportion of deliveries in low-income countries occur in homes or small health
facilities, they go unreported in official figures. This may result in an underestimation of the prevalence of low birth
weight. Despite limited and unreliable data on low birth weight, it should be emphasized that rates are very high.
The global nutrition target 3 is a relative reduction of 30% of infants born with a weight lower than 2500 g by
the year 2025. This would translate into a 2.7% relative reduction per year between 2012 and 2025 (60).
Indicator name

Incidence of low birth weight among new-borns

Definition

The incidence of low birth weight in a population is defined as the percentage of live births
under 2500 g out of the total number of live births during the same period. WHO defines low
birth weight as less than 2500 g (5.5 lb) (61).

METHOD OF ESTIMATION
Numerator

Number of live-born neonates with weight less than 2500 g at birth.

Denominator

Total number of live births.
Number of live born babies with birth weight less than 2,500 g in a year

Low birth weight incidence rate =

Total number of live births in a year

*100

Adjustment procedures

Survey data on low birth weight are limited since most infants in low-income countries are
born at home and not weighed at birth. However, various methods have been developed
to adjust for this problem and establish national estimates (62). A detailed description of the
adjustment procedures for low birth weight data is presented in Annex 4.

Data availability

UNICEF maintains a global database (available at: http://data.unicef.org/topic/nutrition/lowbirthweight/) in which adjustments are made using survey data, mainly DHS and the MICS.
Administrative estimates are used where the percentage of weighed neonates is high.
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Data sources

Delivery registers (hospital management and information systems – HMIS). This method
provides data on the incidence of low birth weight among neonates delivered in health
facilities. Population-based household surveys, which collect data on birth weight and the
relative size of neonates at birth, allow for an adjusted value even where many infants are not
weighed at birth. Other possible data sources include routine facility information systems.
For high-income countries, the main sources of information on low birth weight are servicebased data and national birth registration systems. For low- and middle-income countries,
low birth weight estimates are primarily derived from national household surveys and routine
reporting systems.
Before 1990, most low birth weight estimates for low-income countries were based on
facility data. These estimates were biased in most low-income countries since most births
did not take place at health facilities. Moreover, those occurring at health facilities were a
select sample of all births. Since 1990, as an alternative to facility-based data, information
on birth weight is being systematically collected from mothers participating in nationally
representative household surveys (DHS and MICS).

Frequency of data collection

Continuous.

Guidance for data collection

Accurate weighing depends on regularly calibrated scales, with a measurement accuracy
of at least 10 g, and the correct reading technique. Digit preference is frequently observed
in birth-weight data, especially around 500 g values. Heaping at these values can affect the
estimation of incidence of low birth weight in the population. Digit preference can only
improve by regularly analysing and presenting data to those who weigh babies. Rounding up
and down is very common when using weighing scales. This not only produces an inaccurate
measurement for individual babies, but it may also distort the reported low-birth-weight
rates in the population. See UNICEF and WHO 2004 for details (63).
Babies should be weighed within 24 hours of birth (ideally, within 12 hours to avoid weight
reduction due to water loss) (64). The actual weight of infant should be recorded to the degree
of accuracy to which it is measured. While statistical tabulations may include 500 g groupings
for birth weight, the weight of the individual infant should be recorded as exact weight.

Guidance on reporting

Nationally disaggregated data should be presented by sex, place of residence, region,
gestational age (preterm status), socioeconomic status (wealth quintile) and mother’s
education.
WHO recommends 500 g as the lower reporting limit. Since the definition concerns only live
births, it is strongly recommended that estimates be expressed as a proportion of live births.
Data can be tabulated either as a percentage of infants weighing less than 2500 g, or further
divided as very low birth weight (less than 1500 g) or extremely low birth weight (less than
1000 g). These categories are not mutually exclusive. If presented in 500 g categories, they
should be 500–999 g, 1000–1499 g, 1500–1999 g, etc. Please see UNICEF and WHO 2004 for
further details (63).
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3.4 Overweight in children under five years of age

GLOBAL TARGET 4
By 2025, no increase in
childhood overweight

Overweight in children is reaching alarming proportions in many countries and poses an urgent and serious
challenge. The prevalence of overweight among children is rapidly increasing even in many low- and middle-income
countries. In 2016, at least 40.6 million children less than 5 years of age were overweight or obese, and most of them
live in low- and middle-income countries (9). Progress in tackling childhood obesity has been slow and inconsistent.
The Commission on Ending Childhood Obesity (ECHO) was established in 2014 to review, build upon and
address gaps in existing mandates and strategies. In January 2016, ECHO presented its final report to the Director
General of WHO during the 138th session of the WHO Executive Board (65, 66). The ECHO report draws attention
to the alarming rise of childhood obesity and the serious threat it poses to the health of children and adults. After
consulting with over 100 WHO Member States, the Commission developed a set of recommendations for tackling
childhood and adolescent obesity in various contexts.
Global target 4 implies that the estimated prevalence of childhood overweight (6%) in 2012 should not increase
by 2025 (9). However, the global trend shows a slow but steady increase, with more rapid increases in countries with
rapidly expanding food systems, for example in North Africa. National and regional data from high-income countries
indicate that higher socioeconomic groups have a lower increase in childhood obesity. There is little programmatic
experience in low- and middle-income countries. Programmes aimed at curbing childhood obesity have mainly
targeted school-age children (1). Special attention should be given to preventing childhood overweight where
efforts are being made to reduce stunting.
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Indicator name

Children aged under 5 years who are overweight.

Definition

Prevalence of weight-for-height in children aged 0–59 months defined as above +2 SD of the
WHO Child Growth Standards median.

METHOD OF ESTIMATION
Numerator

Number of children aged 0–59 months who are overweight.

Denominator

Total number of children aged 0–59 months who were measured.

Prevalence of overweight =

24

Number of children aged 0–59 months who are overweight
Total number of children aged 0–59 months who were measured

*100

Data availability

Since 1989, WHO maintains the Global Database on Child Growth and Malnutrition, which
includes population-based surveys that fulfil a set of criteria. Data are checked for validity
and consistency and raw data-sets are analysed according to a standard procedure to obtain
comparable results. Prevalence above defined cut-off points for weight-for-height and BMIfor-age in pre-school children are presented using z-scores based on the WHO Child Growth
Standards. See the section on stunting for data availability and quality, which are the same
for overweight.

Data sources

Data sources include nutrition surveys, any other representative population-based surveys
with nutrition modules, and surveillance systems. A detailed description of the methodology
and procedures of the database, including data sources, criteria for inclusion, data quality
control and database workflow, are described elsewhere (67).

Data collection frequency

Every 3–5 years.

Guidance for data collection

Children’s length/height and weight are measured using standard procedures (51–53). See
Annex 2 for detailed descriptions of length/height and weight measurements, and training
and standardization for the measurers.

Length/height

Children less than 24 months of age are measured lying down, while standing height is
measured for children 24 months and older. An overview of procedures for length/height
measurement is provided in Annex 2.

Weight

Children and mothers can be weighed using electronic scales that are usually durable and
flexible. The mother can first be weighed with the child and then weighed alone. This technique
is useful when the child struggles and use of a sling or weighing pants causes stress. Another
advantage of this method is that the mother’s weight is also recorded. Further description
of weight measurement is presented in Annex 5. See also the WHO Training Course on Child
Growth Assessment (51, 52) and Cogill 2003 (53) for details on anthropometric measurements.

Guidance on reporting

Disaggregated data should be presented by age, sex, place of residence, region, socioeconomic
status (wealth quintile), and maternal education.

GLOBAL NUTRITION MONITORING FRAMEWORK OPERATIONAL GUIDANCE FOR TRACKING PROGRESS IN MEETING TARGETS FOR 2025

Gates/Jake Lyell

3.5 Exclusive breastfeeding in infants aged
six months or less
GLOBAL TARGET 5
By 2025, increase the rate of
exclusive breastfeeding in the
first six months to at least 50%

Breast milk provides optimal nutrition for a growing infant. Human milk contains adequate minerals and nutrients
for the first six months of life. Breast milk also contains immune components, cellular elements and other host-defence
factors that provide protection against infection. WHO recommends that breastfeeding should be initiated within
the first hour of birth, infants should be exclusively breastfed during the first six months and continue breastfeeding
for up to two years of age or beyond (68).
In general, global rates of exclusive breastfeeding are low. In developing countries, lack of breastfeeding,
particularly lack of exclusive breastfeeding during the first months of life, is an important risk factor for infant and
childhood morbidity and mortality, especially resulting from diarrhoeal disease and acute respiratory infections (69).
The Lancet series on breastfeeding suggests that scaling up breastfeeding to a near-universal level could prevent
823,000 deaths annually in children less than 5 years of age and 20,000 deaths annually from breast cancer (70).
These benefits are observed for women and children in all countries, rich or poor.
Global target 5 implies that the global rate of exclusive breastfeeding estimated to be 38% for the period 20062010 should increase to 50% by 2025 (1). This would involve 1 percentage point increase per year and would lead to
approximately 10 million more children being exclusively breastfed until six months of age.
Indicator name

Exclusive breastfeeding rate in infants <6 months of age

Definition

Percentage of infants <6 months of age who are fed exclusively with breast milk

METHOD OF ESTIMATION
Number of infants <6 months of age who are exclusively breastfed (meaning no other food
or drink, including water).

Denominator

Total number of infants <6 months of age surveyed.

Amy Cotter/USAID

Numerator

Number of infants <6 months who received only breast milk during the previous day
Exclusive breastfeeding rate =

Total number of infants <6 months of age surveyed

*100
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Measurement frequency

Every 3–5 years.

Data availability

UNICEF maintains a global database on exclusive breastfeeding (http://data.unicef.org/
nutrition). The WHO Programme of Nutrition, Physical Activity and Obesity, at the Regional
Office for Europe independently compiles country information on exclusive breastfeeding.
Much of the data from high-income countries refer to exclusive breastfeeding at 6 months,
which provides lower estimates than the standard measure of exclusive breastfeeding
averaged over the first six months.

Data sources

Population-based household surveys

Guidance for data collection

The guidance related to the indicator definition, standard questions and operational
information for exclusive breastfeeding are available in WHO 2008 (31) and WHO 2010 (80). A
majority of countries report on this indicator by implementing DHS and MICS surveys which
follow the WHO guidance.

Guidance on reporting

Where sample size permits, disaggregated data should be presented by sex, place of residence,
socioeconomic status (wealth quintile), and maternal education. Further disaggregation can
be done by age, e.g., 0–2 months 3–5 months.

© UNICEF/UNI194033/Zavalnyuk

26

GLOBAL NUTRITION MONITORING FRAMEWORK OPERATIONAL GUIDANCE FOR TRACKING PROGRESS IN MEETING TARGETS FOR 2025

3.6 Wasting in children under five years of age

GLOBAL TARGET 6
By 2025, reduce and maintain
childhood wasting to less
than 5%
Gates/Peter DiCampo

Wasting In 2016 continued to threaten the lives of 51.7 million children under 5 (9). Wasted children are at greater
risk of morbidity and mortality. Tackling wasting is essential to prevent risk of disease and mortality in children.
Improved child survival depends on preventing wasting and ensuring timely and appropriate life-saving treatment
for wasted children.
Wasting results when a child falls significantly below the expected weight of a child of the same length or
height. Wasting indicates current or acute undernutrition resulting from failure to gain expected weight or loss of
weight. The main causes of wasting are inadequate food intake, inappropriate feeding practices, and infection or
frequently a combination of all three factors.
Wasting, or low weight-for-height, helps identify children suffering from current or acute undernutrition. It can
be measured even when exact age is difficult to determine. Weight-for-length (in children under 2 years of age) or
weight-for-height (in children over 2 years of age) is appropriate for examining short-term effects such as seasonal
food shortages, inadequate food intake, and illness such as gastroenteritis and acute respiratory infection.
Because of its response to short-term influences, wasting is often used for screening or targeting purposes in
emergency settings and is sometimes used for annual reporting. Users should be aware and consider that wasting
can have a strong seasonal dimension and reporting needs to include contextual data.
The target implies that the global prevalence of childhood wasting of 8.6% estimated for 2012 should be
reduced to less than 5% by 2025 and maintained below such levels (60). In the period 2005–2010, 53 countries
reported childhood wasting rates above 5% at least once. Wasting reduction requires implementation of preventive
interventions such as improved access to high-quality foods and health care; improved nutrition and health
knowledge and practices; promotion of exclusive breastfeeding for the first six months and promotion of improved
complementary feeding practices for all children aged 6–24 months; and improved water supply and sanitation
services and hygiene practices to protect children against communicable diseases.
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Indicator name

Children under 5 years who are wasted (moderate and severe).

Definition

Percentage of wasted (moderate and severe) children aged 0–59 months (moderate = weightfor-height between <-2 and >-3 SD of the WHO Child Growth Standards median; severe =
weight-for-height below -3 SD of the WHO Child Growth Standards median)

METHOD OF ESTIMATION
Numerator

Number of children aged 0–59 months who are wasted.

Denominator

Total number of children aged 0–59 months who were measured.
Number of children 0–59 months who who are wasted
Percent of wasted children =
Total number of children 0–59 months of age surveyed

*100

Measurement frequency

Every 3–5 years.

Data availability

Since 1989, WHO maintains the Global Database on Child Growth and Malnutrition. This global
database includes population-based surveys that included anthropometric measurements of
nationally representative samples of children less than 5 years of age.

Data sources

Main sources of data are population-based household surveys with anthropometry and
national nutrition surveillance systems.

Data quality

WHO maintains the Global Database on Child Growth and Malnutrition, which includes
population-based surveys that fulfil a set of criteria. Data are checked for validity and
consistency and raw data sets are analysed according to a standard procedure to obtain
comparable results.

Guidance for data collection

Children’s weight and length/height are measured using standard methods. Children less than
24 months of age are measured lying down, while standing height is measured for children
aged 24 months and older. Detailed descriptions of length/height and weight measurements,
and training and standardization of measurers, are presented in Annex 2 and Annex 5. Also,
see WHO Training Course on Child Growth Assessment (51, 52) and Cogill 2003 (53) for further
details on anthropometric measurements.

Guidance on reporting

The World Health Organization classifies wasting in children as moderate or severe, according
to the WHO child growth standards for weight-for-height (71).
Prevalence of wasting in children less than 5 years of age should be presented in disaggregated
form. Disaggregation should be made by age, sex, place of residence, region, socioeconomic
status, and mother’s education whenever possible. Prevalence of wasting should also be
presented by severity – moderate (weight-for-height z-score between <-2 and >-3 standard
deviations) and severe (weight-for-height z-score below -3 standard deviations).
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Intermediate outcome,
process and policy
environment and
capacity indicators

4.1 Intermediate outcome indicators
4.1.1 Coverage of diarrhoea treatment
The original GNMF indicator for diarrhoea was “prevalence of diarrhoea in children under 5 years of age”. In the past,
WHO's Department of Maternal, Newborn, Child and Adolescent Health (MCAH) included diarrhoea prevalence data
based on national household surveys. But this is not maintained any more as diarrhoea is seasonal and a national
average point-prevalence has little meaning. However, WHO's global database will include an indicator on coverage
of diarrhoea treatment with ORS. In addition, the diarrhoea indicator included in the 100 Core Health Indicators is
“children with diarrhoea receiving oral rehydration solution (ORS)”.
Diarrhoea is defined as the passage of three or more loose or liquid stools per day (or more frequent passage
than is normal for the individual). Frequent passing of formed stools is not diarrhoea, nor is the passing of loose,
“pasty” stools by breastfed babies.
Diarrhoea is a leading cause of childhood mortality, accounting for 9% of all deaths among children less than
5 years of age worldwide in 2015 (72). Diarrhoea is more prevalent in low- and middle-income countries due to lack
of safe drinking-water, sanitation and hygiene, as well as poorer overall health and nutritional status (34, 35). Most
diarrhoea deaths among children under five years old occurred in Sub-Saharan Africa and South Asia. Despite this
heavy burden, there has been some progress in decreasing the annual number of deaths from diarrhoea among
children less than 5 years of age. In last fifteen years, the decrease of deaths from diarrhoea was more than 50% –
from over 1.2 million in 2000 to half a million in 2015. Most of the deaths in children from diarrhoea could be averted
by using ORS and zinc supplementation during episodes of diarrhoea and basic interventions to improve drinkingwater, sanitation and hygiene (WASH) for diarrhoea prevention (73, 74). It is estimated that ORS alone can prevent
93% of deaths due to diarrhoea, and zinc can decrease deaths from diarrhoea by 23%.
Indicator name

Children under 5 years with diarrhoea receiving oral rehydration solution (ORS).

Definition

Percentage of children under 5 years of age with diarrhoea in the last two weeks receiving
ORS (fluids made from ORS packets or pre-packaged ORS fluids).

METHOD OF ESTIMATION
Numerator

Number of children under 5 years of age with diarrhoea in the two weeks preceding the
survey given fluid from ORS packets or pre-packaged ORS fluids.

Denominator

Number of children with diarrhoea in the two weeks preceding the survey.

Percent of children with
=
diarrhoea receiving ORS

Number of children under 5 years of age with diarrhoea in the two weeks
preceding the survey given fluid from ORS packets
Number of children with diarrhoea in the two weeks preceding the survey

*100

Note: this indicator can also be reported for children under 5 years with diarrhoea receiving
oral rehydration solution (ORS) and zinc or oral rehydration therapy (ORT) and zinc depending
on their existing national guidelines.
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Measurement frequency

Every 3–5 years.

Data availability

Data are derived from re-analysis of DHS and MICS micro-data, which are publicly available
using the standard indicator definitions as published in DHS or UNICEF documentation
(available at: https://data.unicef.org/topic/child-health/diarrhoeal-disease/).

Data sources

The main source of data should be household surveys. The other sources of data could be
routine facility information systems.

Guidance on reporting

Where sample size permits, this indicator should be presented in disaggregated form.
Disaggregation should be made by age, sex, place of residence, and socioeconomic status.
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In last fifteen years, the
decrease of deaths from
diarrhoea was more than 50%
– from over 1.2 million in 2000
to half a million in 2015

GLOBAL NUTRITION MONITORING FRAMEWORK OPERATIONAL GUIDANCE FOR TRACKING PROGRESS IN MEETING TARGETS FOR 2025

33

4.1.2 Low BMI in women aged 15–49 years
Body mass index (BMI) is a person's weight in kilograms divided by the square of height in meters. BMI is an easy and
inexpensive method of screening to identify underweight, normal weight, overweight, and obesity. A BMI of less
than 18.5 kg/m2 is considered as underweight or low BMI.
Indicator name

Percentage of women of reproductive age who are underweight.

Definition

Percentage of women aged 15–49 years with low BMI (<18.5 kg/m2). This excludes pregnant
women.

METHOD OF ESTIMATION
Numerator

Number of non-pregnant women aged 15–49 years with low BMI (<18.5 kg/m2).

Denominator

Total number of non-pregnant women aged 15–49 years in the sample.

Percent of women with low BMI =

Number of non-pregnant women aged 15–49 years in the sample
with BMI <18.5 kg/m²

*100

Total number of non-pregnant women aged 15–49 years in the sample

Measurement frequency

Every 3–5 years.

Data availability

The NCD Risk Factor Collaboration (NCD-RisC) derives estimates for countries for the age
group 18+ years and will continue updating them at regular intervals. Detailed methods are
available elsewhere (75).
The chosen age range refers to women of reproductive age and reflects the target group
commonly assessed in national household surveys. Countries that assess adolescents’ growth
separately and have adopted the WHO growth reference 2007 may provide a separate estimate
using the BMI-for-age cut-off <-2 SD for the age group 15–18 (max 19.0) years and the fixed cutoff BMI <18.5 kg/m2 for their female (non-pregnant) adult population up to 50 years.

Data sources

Population-based household surveys, national surveillance systems.

Guidance on reporting

Percentage of non-pregnant women aged 15–49 years with low BMI (<18.5 kg/m2) should be
disaggregated by maternal age and education, place of residence, and socioeconomic status.

®UNICEF/Gabe Bienczycki
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4.1.3 Adolescent fertility rate
Globally, the adolescent birth rate in 2015 was 44.1 per 1000 women aged 15–19 years with highest in the African
Region (100.3/1000) and lowest in the Western Pacific Region (15.3/1000) (76). Key determinants of adolescent
pregnancy include early marriage, sexual coercion and lack of access to and use of contraception (77, 78).
Indicator name

Adolescent fertility rate (per 1000 girls aged 15–19 years).

Definition

Annual number of births to women aged 15–19 years per 1000 women in that age group. It is
also referred to as the age-specific fertility rate for women aged 15–19 years.

METHOD OF ESTIMATION
Numerator

Number of live births that occurred in women aged 15–19 years at the time of the birth in a
given year.

Denominator

Total number of women aged 15–19 years in the same year.
The adolescent birth rate is generally computed as a ratio. The numerator is the number of live
births to women aged 15–19 years, and the denominator is the total number of women aged
15–19 years. The numerator and the denominator are calculated differently for civil registration
and survey and census data.
Adolescent fertility rate =

Number of live births to women aged 15–19 years in a year

*1000

Total number of women aged 15–19 years in a year

If numbers are available, adolescent fertility at ages less than 15 years can also be computed.
Civil registration

In the case of civil registration data, the numerator is the registered number of live births born
to women aged 15–19 years during a given year, and the denominator is the enumerated or
estimated population of women aged 15–19 years during that year.

Survey data

In the case of survey data, the adolescent fertility rate is generally computed based on
retrospective birth histories. The numerator refers to births to women who were 15–19
years of age at the time of the birth during a reference period before the interview, and the
denominator is the total number of women between the ages of 15 and 19 years during the
same reference period who were interviewed.
Whenever possible, the reference period corresponds to the five years preceding the survey.
The reported observation year corresponds to the middle of the reference period. For some
surveys, no retrospective birth histories are available and the estimate is based on the date of
last birth or the number of births in the 12 months preceding the survey.

Census data

With census data, the adolescent fertility rate is generally computed based on the date of
last birth or the number of births in the 12 months preceding the enumeration. The census
provides both the numerator and the denominator for the rates. In some cases, the rates based
on censuses are adjusted for under-registration based on indirect methods of estimation.

Data collection frequency

Annual.

Data availability

The United Nations Population Division compiles and updates data on adolescent fertility
rates. Estimates based on civil registration are provided when the country reports at least
90% coverage and there is reasonable agreement between civil registration estimates
and survey estimates. Survey estimates are provided only when there is no reliable
civil registration. Available at: http://www.un.org/en/development/desa/population/
publications/dataset/fertility/adolescent-rate.shtml

Data sources

Civil registration systems with full coverage are the preferred sources of data. Other sources of
data include population census and household surveys.

Guidance on data collection

In countries where data from civil registration or population census are not available or
outdated, this indicator should be collected through nationally representative household
surveys.

Guidance on reporting

Disaggregated data should be presented by marital status, education level, place of residence,
and socioeconomic status (wealth quintile).
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4.1.4 Overweight and obesity in women 18+ years of age
WHO estimates show an increase in the prevalence of overweight in women from 36.8% in 2010 to 39.2% in 2016.
The region with highest prevalence is the Americas with 60.9% overweight women, followed by Europe (54.3%) and
Eastern Mediterranean region (52.6%) (79).
Indicator name

Age-standardized prevalence of overweight and obesity in women aged 18+ years.

Definition

Percentage of non-pregnant women (18+ years) who are overweight (defined as having a BMI
≥25 kg/m2) and obese (defined as having a BMI ≥30 kg/m2)
BMI is calculated by dividing the subject’s weight in kilograms by their own height in meters
squared. Overweight is defined as having a BMI ≥25 kg/m2 and obesity is defined as having a
BMI ≥30 kg/m2.

METHOD OF ESTIMATION
Numerator

Number of non-pregnant women aged 18+ years who are overweight and number of nonpregnant women aged 18+ years who are obese.

Denominator

All non-pregnant women of the survey aged 18+ years.

Overweight =

Obesity =
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Number of non-pregnant women aged 18+ years
in the sample with BMI ≥25 kg/m²
Total number of non-pregnant women aged 18+ years in the sample

*100

Number of non-pregnant women aged 18+ years in
the sample with BMI ≥30 kg/m²
Total number of non-pregnant women aged 18+ years in the sample

*100

Data collection frequency

Every 3–5 years.

Data availability

WHO’s Global Health Observatory (GHO) data repository includes data on both overweight
and obesity among women (available at: http://apps.who.int/gho/data/node.main.
A896?lang=en) The NCD-RisC derives these estimates for countries and will continue updating
them at regular intervals (available at: http://www.ncdrisc.org/about-us.html).

Data sources

Nationally representative population-based (preferably) surveys in which height and weight
of adult women are measured.

Guidance on data collection

Height and weight of adult women are measured using standard procedures.

Guidance on reporting

Disaggregated data should be presented by age, sex, education level, place of residence and
socioeconomic status.
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4.1.5 Overweight and obesity in school-age children and adolescents
Overweight is defined as excess body weight for a given height from fat, muscle, bone, water, or a combination of
these factors. Obesity, on the other hand, is defined as having excess body fat. Childhood obesity is increasing at an
alarming rate in many countries and poses an urgent and serious challenge (65). NCD-RisC included data for children
and adolescents 5–19 years of age and found that the global age-standardised prevalence of obesity increased from
0.7% in 1975 to 5.6% in 2016 in girls and from 0.9% in 1975 to 7.8% in 2016 in boys. It is estimated that in 2016, 50
million girls and 74 million boys worldwide were obese (75).
Indicator name

Overweight and obesity in school-age children and adolescents 5–19 years.

Definition

Prevalence of overweight in school-age children and adolescents is defined as the percentage
of children aged 5–19 years with sex-specific BMI-for-age above +1 SD from the WHO 2007
reference median. Prevalence of obesity in school-age children and adolescents is defined as
the percentage of children aged 5–19 years with sex-specific BMI-for-age above +2 SD from
the WHO 2007 reference median.

METHOD OF ESTIMATION
Numerator

Number of school-age children and adolescents (5–19 years) in the sample who are overweight
(>+1SD) and obese (>+2 SD).

Denominator

Total number of school-age children and adolescents (5–19 years) who were measured.

Prevalence of overweight and obesity =

Number of school–age children and adolescents in the sample
with BMI–for–age>+1 SD or >+2 SD of the WHO 2007 reference )
Total number of school–age children and adolescent in the sample

*100

Data collection frequency

Every 3–5 years.

Data availability

WHO maintains the Global Database on Child Growth and Malnutrition, which includes
population-based surveys that fulfil a set of criteria. Data are checked for validity and
consistency and raw data-sets are analysed according to a standard procedure to obtain
comparable results. Prevalence below and above defined cut-off points for weight-for-age,
height-for-age, weight-for-height and BMI-for-age in pre-school children are presented using
z-scores based on the WHO Child Growth Standards.
The NCD-RisC derives these estimates for countries and will continue updating the same at
regular intervals. Detailed methodology has been described elsewhere (75).

Data sources

Nationally representative population-based household surveys with height and weight
measurements of school-age children and adolescents (5–19 years). Other sources of data
include national nutrition surveillance systems.

Guidance on data collection

Children’s weight and height are measured using standard procedures. For a detailed
description, see section 3.1 for height measurements and section 3.6 for weight measurements.
It is recommended to follow the procedures described in Annex 2 and Annex 5 for height and
weight measurements.

Guidance on reporting

Disaggregated data should be presented by age, sex, education level, place of residence,
socioeconomic status, and maternal education.
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4.2 Process indicators
4.2.1 Minimum dietary diversity
Infant and young child feeding practices directly affect the nutritional status of children under two years of age.
Improving infant and young child feeding practices is critical to improved nutrition, health and development of
children. Complementary feeding should be timely, adequate and appropriate. This means that all infants should
start receiving diverse complementary foods in addition to breastmilk from 6 months onwards.
Infant and young child feeding practice indicators
can be used to monitor effective coverage of a variety of
breastfeeding and complementary feeding interventions.
This infant and young child feeding indicator is one
of the four indicators reporting for which was deferred
until 2018 to allow for development of additional
operational guidance for Member States. The original
indicator included in the Global Nutrition Monitoring
Framework was the “Minimum Acceptable Diet” indicator
as defined in WHO (2008) Indicators for assessing infant
and young child feeding practices part 1: Definitions (31).
The WHO-UNICEF Technical Expert Advisory
group on nutrition Monitoring (TEAM) was tasked

to further develop and validate this indicator. TEAM
discussed various aspects of this indicator – overall
indicator “fit” for purpose, appropriateness of indicator
definition and availability of data for this indicator. The
TEAM provisionally recommended a simpler indicator,
“Minimum Dietary Diversity” as defined in WHO 2008 (31)
but also recommended review of the indicator definition.
Analyses from the Demographic and Health Surveys,
the Multiple Indicator Cluster Surveys, and from three
nationally representative quantitative dietary intake
data sets were presented to a consultation in June 2017,
which resulted in a recommendation to revise the MDD
indicator definition. The revised indicator is considered
feasible and meaningful for Member State reporting.

Minimum Dietary Diversity (MDD).

Definition

Proportion of children3 6–23 months of age who receive foods from 5 or more food groups.

Age range and sampling

The age range for this indicator is 6–23 months. To report on this indicator, countries may
need to expand the age range covered in existing surveys. Nationally representative dietary
surveys in some countries do not include children under two years of age but the age range
could be expanded to allow reporting on MDD.4

© UNICEF/UN053992/Prinsloo

Indicator name
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3

The age range of 6-23 months includes both infants (less than 12 months) and young children. In the indicator definition, and in the remainder of this section, we refer to this age group,
collectively, as “children”.

4

The age range could be further expanded downwards to birth, to allow reporting on the WHA target for exclusive breastfeeding.
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METHOD OF ESTIMATION
Numerator

Number of children 6–23 months of age who received foods from 5 or more food groups
yesterday during the day or night.

Denominator

Children 6–23 months of age for whom data on breastfeeding and diet were collected.

Minimum dietary diversity =

Number of children 6–23 months of age who received foods from 5 or more
food groups yesterday during the day or night
Children 6–23 months of age for whom data on breastfeeding
and diet were collected

*100

Information on dietary diversity can be collected using simple qualitative recalls as in the
DHS, MICS, and some other simple diet screeners, or can be collected using quantitative 24hour dietary recalls, so long as foods can be grouped into 8 standard groups that were either
consumed or not consumed yesterday during the day or night:
1.

Breast milk

2.

Grains, roots and tubers

3.

Legumes and nuts

4.

Dairy products

5.

Flesh foods

6.

Eggs

7.

Vitamin-A rich fruits and vegetables

8.

Other fruits and vegetables

Detailed guidance on grouping foods in the context of simple qualitative recalls is available in
WHO. (2010) Indicators for assessing infant and young child feeding practices part 2: Measurement
(80) (available at http://apps.who.int/iris/bitstream/10665/44306/1/9789241599290_eng.
pdf?ua=1). The WHO 2010 document describes 7 food groups. Based on the June 2017 expert
consultation, breast milk has been added as an 8th food group and the criterion for MDD has
shifted accordingly, from 4 of 7 groups to 5 of 8 groups. Guidance on grouping foods and
operationalizing MDD from quantitative 24-hour recalls is available in Annex 6.
Data collection frequency

At least every 3–5 years.

Data availability

UNICEF maintains a global database on MDD for which primary source data such as survey
reports and related materials are checked for validity and consistency (available at: https://
data.unicef.org/topic/nutrition/infant-and-young-child-feeding/). If necessary, raw data sets
are analyzed according to a standard procedure to obtain comparable results. Historically, the
indicator has not been generated from quantitative 24-hour dietary recalls. Going forward,
if countries report on this indicator using data from 24-hour recalls following the approach
described in Annex 6, results could be considered for inclusion in the UNICEF Global database.

Data sources

Nationally representative population-based household surveys that include modules with
qualitative or quantitative dietary recalls for children from 6 to 23 months of age.

Guidance on data collection

Guidance for data collection and for operationalizing the indicator using simple qualitative
recalls is available in WHO 2010 (80). This guidance describes the data collection methodology
and provides a model questionnaire. Note however that the instructions for indicator
tabulation will be updated to reflect inclusion of breast milk as an 8th food group in the
calculation of MDD.
Guidance for collecting quantitative dietary recalls is available from many sources and is
beyond the scope of this document. Guidance for operationalizing the indicator using data
from quantitative 24-hour recalls is available in Annex 6 of this document.

Guidance on reporting

When sample sizes allow, disaggregated data should be presented by sex, age and
breastfeeding status. Recommended age groups for reporting are 6–11 months, 12–17
months and 18–23 months of age. It may also be useful to disaggregate by place of residence,
socioeconomic status (e.g., wealth quintile), and maternal education.
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4.2.2 Population using safely managed drinking-water services
Water and sanitation are fundamental to human development and well-being. In 2010, the United Nations General
Assembly recognized access to safe water and sanitation as a human right (81). These are critical to the achievement
of other development objectives related to nutrition, gender equality, education and the eradication of poverty.
Access to water and sanitation are considered as core socioeconomic and health indicators and key determinants of
children’s health and survival, maternal health, family well-being and economic productivity.
There are several global initiatives that are
monitoring different aspects of the water sector. Since
1990, the WHO-UNICEF Joint Monitoring Programme
(JMP) for Water Supply and Sanitation has been
monitoring progress on drinking water and sanitation
(82). The JMP is collaborating with UN-Water and the
Global Expanded Monitoring Initiative (GEMI) to develop
a framework for integrated monitoring of water and
sanitation under Sustainable Development Goal (SDG) 6
(83). UN-Water is integrating and expanding existing
efforts to ensure harmonised monitoring of the entire
water cycle.

The JMP has established a standard set of drinkingwater and sanitation categories that are used for
monitoring purposes (82). An "improved" drinking-water
source is one that, by the nature of its construction and
when properly used, adequately protects the source
from outside contamination, particularly faecal matter.
An "improved" sanitation facility is one that hygienically
separates human excreta from human contact. The
JMP will use a new indicator of “the percentage of
the population using safely managed drinking water
services” to monitor SDG Target 6.1. Definitions and
methods used by the JMP are often different from those
used by national governments. Estimates in the JMP
reports may therefore differ from national estimates.

©2016 World Vision
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Indicator name

Percentage of population using safely managed drinking-water services.

Definition

Population using an improved drinking water source (piped water into dwelling, yard or plot;
public taps or standpipes; boreholes or tube wells; protected dug wells; protected springs,
rainwater, packaged or delivered water) which is located on premises, available when needed,
and free of faecal and priority chemical5 contamination.

METHOD OF ESTIMATION
Numerator

Population using safely managed drinking-water services.

Denominator

Total population.
The indicator is computed as the ratio of the number of people who use a safely managed
drinking-water service, urban and rural, expressed as a percentage.

Population using safely managed drinking-water =

Number of households (or population)
with safely managed drinking water services)
Total number of households (or population)

*100

Data collection frequency

Biennial.

Data availability

The JMP assembles, reviews, and assesses data collected by national statistics offices
and other relevant institutions through nationally representative household surveys and
national censuses. Data can be pulled directly from the existing database (available at:
https://washdata.org/data). The latest country statistics are 2015 estimates and available
at https://washdata.org/data and http://apps.who.int/gho/data/node.main.46?lang=en;
updated estimates are expected by mid-2017 for reporting on the SDG.
Data from household surveys or censuses provide information on the types of drinking-water
sources used by people. Such data are combined with data on water quality, availability and
accessibility from household surveys as well as data from administrative records or regulatory
frameworks for various aspects of safe management.
Most nationally representative household surveys include information about improved
water sources. The survey questions and response categories pertaining to access to basic
drinking-water sources are fully harmonized between DHS and MICS and are adopted from
the standard questionnaire promoted for inclusion in survey instruments by the JMP.
Administrative data on faecal and chemical contamination will be collected by JMP through
consultation with the government institutions responsible for drinking-water supply and
regulation.
For each country, data on use of improved drinking-water sources from surveys and censuses
are plotted on a timescale from 2000 to the present. A linear trend line, based on the leastsquares method, is drawn through these data points to provide estimates of use of basic
drinking-water sources for all years between 2000 and, wherever possible, the present year.
Estimates of the accessibility and availability of water, along with compliance to water quality
standards, will be collected from countries and combined with data on use of improved
drinking-water sources.

5

Data sources

Household surveys, population census, data from administrative sources or regulatory
frameworks.

Guidance on data collection

The survey questions and response categories for populations using basic drinking-water sources
should be fully harmonized with DHS and MICS and adopted from the standard questionnaire
promoted for inclusion in survey instruments by the JMP. This can be accessed via http://www.
who.int/water_sanitation_health/monitoring/oms_brochure_core_questionsfinal24608.pdf.

Guidance on reporting

Disaggregated data should be presented by place of residence (urban/rural), socioeconomic
status (wealth, affordability etc.).

Priority chemicals will vary by country, but at a global level priority will be placed on arsenic and fluoride.
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4.2.3 Population using safely managed sanitation services
The JMP will use a new indicator of “Percentage of population using safely managed sanitation services, including
a handwashing facility with soap and water” to monitor SDG Target 6.2. This indicator consists of two subindicators which will be reported separately: the population using safely managed sanitation services (6.2.1a),
and the population having handwashing facilities with soap and water (6.2.1b). The safely managed sanitation
services indicator builds on the MDG indicator “proportion of population using an improved sanitation facility” and
incorporates aspects of accessibility (in households), acceptability and safety (not shared with other households), to
further address the normative criteria of the human right to water. To ensure public health beyond the household,
this indicator incorporates the safe management of faecal waste along the entire sanitation chain, from containment
to final treatment and disposal.

© AEA Cambodia / 2015 / Chin
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Indicator name

Percentage of population using safely managed sanitation services.

Definition

Population using an improved sanitation facility that is not shared with other households and
where excreta are safely disposed of in situ or treated off site
Improved sanitation facilities include flush or pour flush toilets to sewerage systems, septic
tanks or pit latrines, improved pit latrines (pit latrines with a slab or ventilated pit latrines) and
composting toilets.

METHOD OF ESTIMATION
Numerator

Population using safely managed sanitation services.

Denominator

Total population.
The indicator is computed as the ratio of the number of people who use a safely managed
sanitation service, urban and rural, expressed as a percentage.

Population using safely managed sanitation =

Number of households (or population)
with safely managed sanitation services
Total number of households (or population)

*100

Data collection frequency

Biennial.

Data availability

The JMP on Water Supply and Sanitation assembles, reviews and assesses data collected by
national statistics offices and other relevant institutions through nationally representative
household surveys and national censuses.
Data from household surveys or censuses provide information on types of basic sanitation
facilities listed above. Such data will be combined with data from administrative records
or regulatory frameworks for various aspects of safe management. The percentage of the
total population using an improved sanitation facility is the population weighted average
of the previous two numbers. Most nationally representative household surveys include
information about improved water and sanitation. The survey questions and response
categories pertaining to use of improved sanitation facilities are fully harmonized between
DHS and MICS and are adopted from the standard questionnaire promoted for inclusion in
survey instruments by the WHO-UNICEF JMP on Water Supply and Sanitation (82). This can
be accessed via https://washdata.org/ The percentage of the population using different types
of improved sanitation facilities will be adjusted with estimates of the proportion of facilities
which are not shared, as well as the proportion of facilities for which faecal waste is safely
disposed in situ or transported and treated offsite.
Data can be pulled directly from the existing database (available at: https://washdata.org/
data). The latest country statistics of 2015 estimates are available at https://washdata.org/
data and http://apps.who.int/gho/data/node.main.46?lang=en; updated estimates of 2017
are available for reporting on the SDG.
For each country, survey and census data are plotted on a timescale from 2000 to the present.
A linear trend line, based on the least-squares method, is drawn through these data points to
provide estimates for all years between 2000 and, wherever possible, the present year. Data
on excreta management will be collected from countries and combined with the data on use
of improved sanitation facilities.

Data sources

Household surveys, population census, data from administrative sources or regulatory
frameworks.

Guidance on data collection

The survey questions and response categories for populations using a basic sanitation facility
should be fully harmonized with DHS and MICS and adopted from the standard questionnaire
promoted for inclusion in survey instruments by the WHO-UNICEF JMP on Water Supply
and Sanitation. This can be accessed via http://www.who.int/water_sanitation_health/
monitoring/oms_brochure_core_questionsfinal24608.pdf .

Guidance on reporting

Disaggregated data should be presented by place of residence (urban/rural), socioeconomic
status (wealth, affordability etc.).
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4.2.4 Antenatal iron supplementation
Anaemia is a persistent disorder in women of reproductive age which can cause fatigue, low productivity and even
death. This population is more susceptible due to the increase in blood volume during pregnancy. Roughly one-third
of all pregnant women are anaemic. Half of all anaemia in pregnancy is amenable to iron supplementation, as iron
deficiency is a contributing factor. For that reason, daily oral iron and folic acid supplementation is recommended for
pregnant women to prevent maternal anaemia, puerperal sepsis, low birth weight, and preterm birth. Most countries
have adopted some form of antenatal supplementation policy over the last two decades.
This is one of the four indicators reporting for which
was deferred until 2018 to allow for development of
additional operational guidance for Member States. The
original indicator included in the GNMF was defined as
“the proportion of women with a birth in the last 2 years
who received or bought iron and folic acid supplements for
at least 6 months during their last pregnancy, in amounts
that were in accordance with recommended protocols”.
The Technical Expert Advisory group for nutrition
Monitoring (TEAM), which was convened by UNICEF and

WHO in 2015 to advise on further development of this
indicator, discussed various aspects of this indicator –
overall indicator “fitness” for purpose, appropriateness
of indicator definition and availability of data for this
indicator. A study was conducted to assess the feasibility
of reporting on this indicator by Member States.6
Based on the results from the feasibility study, TEAM
recommended a simpler indicator “any antenatal iron
supplementation” that is likely to capture the purpose
of this indicator and feasible for most Member States to
report on.

© UNICEF/UN0155430/Thame
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Developing and validating an indicator on iron and folic acid supplements for monitoring progress of the Global Nutrition Monitoring Framework indicators. Final report, May 2017.
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Indicator name

Any antenatal iron supplementation.

Definition

The proportion of women who consumed any iron-containing supplements during the
current or past pregnancy within the last 2 years.
Note: The data can be reported on any iron-containing supplement including iron and folic
acid tablets (IFA), multiple micronutrient tablets or powders, or iron-only tablets which will
vary by country policy.

Age range and sampling

There is no age range for this indicator, although all women must be or have been pregnant
within the last two years, and therefore generally are of reproductive age (15–49 years of
age). Due to the limited number of pregnancies usually found in population-based surveys,
countries may need to oversample currently or recently pregnant (within the last 2 years)
women to generate reliable estimates for this indicator.

METHOD OF ESTIMATION
Numerator

Number of women in the sample who consumed any iron-containing supplements during
the current or past pregnancy within the last 2 years.

Denominator

Total number of women in the sample who are pregnant or have had a pregnancy in the last
2 years.

Number of women in the sample who consumed any iron-containing supplements
during the current or past pregnancy within the last 2 years
Antenatal iron supplementation =
*100
Total number of women in the sample who are pregnant or have had a
pregnancy in the last 2 years
Data collection frequency

Continuous, or every 3–5 years.

Data availability

DHS collects data on antenatal iron consumption over any pregnancy in the last five years.
It is possible to reanalyze the DHS data for pregnancies in the last 2 years, although samples
will be smaller and therefore estimates less reliable. MICS supported by UNICEF may collect
some data on iron and folic acid consumption in a pregnancy within the last two years.
Many countries conduct regular national health and nutrition surveys (NHNS), but often
collect consumption of iron-containing supplements as part of a general questionnaire on
supplementation in the full population. Generally, the number of pregnant women sampled
in these surveys is very small. Reliable estimates for pregnant women could not be generated
without oversampling this sub-population. Finally, some health management information
systems (HMIS) collect data on provision of antenatal supplementation but they generally do
not verify consumption.

Data sources

DHS, MICS, NHNS and HMIS (as above).

Guidance on data collection

In order to improve the recall reliability of this indicator, samples of the commonly available
supplements should be available for viewing during any population based survey conducted.
Enumerators must understand the difference between receipt or purchase of the supplement
and any consumption. In NHNS where supplement components are not always listed out,
reporting on any consumption of iron, specifically, will be reliant on well-guided data analysis
in addition to data collection. For HMIS data, it may be useful to verify consumption of ironcontaining supplements at some stage of the monitoring process (depending on the system,
some options may include observing the first dose at the site of delivery, or confirming
consumption verbally or through returned empty bottles/packages).

Guidance on reporting

When sample sizes allow, disaggregated data may be presented by maternal education, place
of residence, and socioeconomic status (e.g., wealth quintile).
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4.2.5 Births in baby-friendly facilities
The Baby-friendly Hospital Initiative (BFHI) was launched by WHO and UNICEF in 1991, following the Innocenti Declaration
of 1990. The initiative is a global effort to implement practices that protect, promote and support breastfeeding. The
initiative has measurable and proven impact, increasing the likelihood of babies being exclusively breastfed for the first
six months (84). Since its launching, BFHI has grown, with more than 152 countries implementing it.
The operational areas of the BFHI Global Strategy recommended actions for the ten steps to successful
breastfeeding, and a summary of the guidelines for maternity care facilities presented in the Joint WHO-UNICEF
statement has been accepted as the minimum global criterion for attaining the status of a Baby-friendly Hospital
(84). For more information, see http://www.who.int/nutrition/topics/bfhi/en/. The programme also restricts use by
the hospital of free infant formula or other infant care aids provided by infant formula companies.
Indicator name

Percentage of births in baby-friendly facilities.

Definition

Percentage of babies born in a calendar year in facilities designated “baby-friendly”.

METHOD OF ESTIMATION
Numerator

Number of births that took place in facilities currently designated as “baby-friendly” in a
calendar year.

Denominator

Total number of births in a calendar year.

Percentage of births in baby-friendly facilities =

Number of births that took place in facilities
currently designated as “baby–friendly” in a calendar year
Total number of births in a calendar year

*100

Data collection frequency

Every 3–5 years.

Data availability

WHO’s Department of Nutrition for Health and Development compiles information from
countries using data from several sources.
This indicator has been included in the Global Nutrition Policy Review. An online questionnaire
was sent out in 2016 to gather data. Data on this indicator will be pulled from this new
database, which will be maintained by the WHO Nutrition Department. In 2016, the WHO
Nutrition Department asked all BFHI coordinators or the Breastfeeding Coordinators in
countries about implementation of the BFHI.
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Data sources

Member States reporting to WHO.

Guidance on data collection

The questionnaire will include information on the number of births occurring annually in
facilities that have been designated “baby-friendly” in the last five years. Since the 2009 BFHI
guidance indicates that there should be re-assessments at least every 5 years, the latter will
be interpreted as facilities “currently designated.” The denominator will come from the UN
Population Division.

Guidance on reporting

Disaggregation should be done by type of location of the facilities (e.g. rural/urban). Some
countries may be able to report on percent of facilities but not percent of births. This
information will be requested in the surveys as well and used as a proxy if the number of
births is not known.
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4.2.6 Breastfeeding counselling
The original indicator included in the GNMF was “Proportion of mothers of children 0–23 months who have received
counselling, support or messages on optimal breastfeeding at least once in the previous 12 months”. This is one of
the four indicators reporting for which was deferred until 2018 to allow for development of additional operational
guidance for Member States.
The WHO-UNICEF Technical Expert Advisory group
for nutrition Monitoring (TEAM) was tasked to further
develop and validate this indicator. TEAM has worked on
various aspects of this indicator including issues around
age ranges, utility of the indicator, indicator definition
and availability of data. As the data to compute this
original indicator does not yet exist in most national
data systems (e.g. national household surveys or HMIS),
TEAM proposed an interim approach that should include
countries reporting on existing interventions and policies
Indicator name

Availability of national-level provision for breastfeeding counselling services in public health
and/or nutrition programmes.

Definition

This indicator is defined as availability of a national program that includes provision for
delivering breastfeeding counselling services to mothers of infants 0–23 months of age
through health systems or other community-based platforms.

Method of estimation

Ministries of Health to report on the provision of breastfeeding counselling services in public
health and/or nutrition programmes. This can also be done through third-party review of
policy documents related to nutrition counselling services available in countries or national
government reporting to WHO.

Data collection frequency

Every 3–5 years.

Data availability and data
sources

Data on provision of breastfeeding counselling and support is available from global policy
reviews such as the Global Nutrition Policy Review (GNPR), conducted by the WHO (available
at: http://apps.who.int/iris/bitstream/10665/84408/1/9789241505529_eng.pdf?ua=1) and in
GINA (available at: https://extranet.who.int/nutrition/gina/), Nutri-Dash, maintained by UNICEF
(available at: http://unicefnutridash.org/?page=country-report), or the World Breastfeeding
Trends Initiative (WBTi) report by IBFAN (available at: http://worldbreastfeedingtrends.org/).
The recommended use of data from these reports is as follows: (1) GNPR, where available;
followed by (2) Nutri-Dash information; followed by (3) WBTi.

Data sources

Challenges related to the quality of data on availability of counselling services/interventions
in the context of national nutrition programmes or national health systems include the
following:

·
·
·
·

7

to support breastfeeding counselling interventions across
the age continuum.7 The goal of the interim approach
is to assess whether there is an operational programme
in place for reaching mothers with appropriate support
to enable optimal breastfeeding at any point along the
spectrum. In the context of national health systems,
this includes whether there are designated health
service providers who are responsible for providing
breastfeeding counselling and support during antenatal
care, postpartum and in the first two years of life.

Limited or no information on the quality of such programmes
Limited or no information on the coverage of such programmes
Limited information on adequacy of financing for provision of breastfeeding counselling
Interpretations about provision made by assessing organizations or reporting biases
due to self-report by national governments.

Guidance on data collection

For those countries where the GNPR, Nutri-DASH and WBTi are not available, we recommend
that Ministries of Health should report to WHO on the provision of breastfeeding counselling
services in public health and/or nutrition programmes.

Guidance on reporting

Every 3–5 years until a new indicator on exposure to counselling is available from national
data systems.

Proposal for an interim indicator on breastfeeding counseling and development of a counseling indicator for inclusion in large scale surveys to report on breastfeeding counseling. January
2017.
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4.3 Policy environment and capacity indicators
4.3.1 Nutrition professionals density
Trained nutrition professionals work at various levels and in different setups including health facilities, and national
and community levels. They may, therefore, influence nutrition policies, and designing and implementation of
nutrition intervention programmes at various levels. They also play an important role in training of other health
and non-health cadres to plan and deliver nutrition interventions in various settings. The requirement for a ‘trained
nutrition professionals’ indicator is based on the recognition that availability, within a country, of sufficient workforce
with appropriate training in nutrition will lead to better outcomes for country-specific nutrition and health concerns.
Validation of the indicator defined in this guidance has shown that it can predict several maternal, infant and young
child nutrition outcomes.8
The original indicator included in the Global
Nutrition Monitoring Framework was “Number of trained
nutrition professionals/100,000 population”. This is one of
the four indicators for which reporting was deferred until
2018 to allow for development of additional operational
guidance for Member States. The WHO-UNICEF Technical
Expert Advisory group on nutrition Monitoring (TEAM)

was tasked to further develop and validate this indicator.
The TEAM has worked on various aspects of the indicators,
including their fitness for purpose, appropriateness of
definition and availability of data. A study was conducted
to assess validity of the indicator and feasibility of
reporting on this indicator.8 Based on the TEAM’s work,
the following indicator and definition are recommended.

Indicator name

Nutrition professionals density.

Definition

This indicator is defined as the number of nutrition professionals per 100,000 population in
the country in a specified year.

Nutrition professionals and
appropriate training

The focus of the nutrition professional indicator is on individuals trained to pursue a nutrition
professional career, described in most countries as dieticians or nutritionists (including
nutrition scientists, nutritional epidemiologists and public health nutritionists).
These individuals are trained sufficiently in nutrition practice to demonstrate defined
competencies and to meet certification or registration requirements of national or global
nutrition or dietetics professional organisations (85–87). This training at universities or other
tertiary or higher education institutions may occur at Bachelor, Post-graduate certificate or
Diploma, Masters and /or PhD degree levels.
Dieticians and nutritionists may complete the same training and perform the same functions
in some countries but not others. Likewise, professional registration or accreditation of
dieticians and/or nutritionists may be joint or separate, and may occur in some countries but
not others. Countries are encouraged to implement professional registration or accreditation
of dieticians and/or nutritionists to provide a guarantee of appropriate training and
professional competence.

METHOD OF ESTIMATION
Numerator

Total number of nutritionists and dietitians employed in a nutrition-related role in government
and non-government sectors in the country in a specified year.

Denominator

Number of total population mid-year in the specified year.

Nutrition professionals density =
Data collection frequency

8

48

Sum of nutritionists and dietitians employed in a nutrition related role in
government and non-government sectors in the country in a specified year
Number of total population mid-year in the specified year

*100 000

Every 3–5 years.

Report on Developing and validating an indicator on trained nutrition professionals for monitoring progress of the Global Nutrition Monitoring Framework (GNMF) indicators. 2017.
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Data availability

This indicator was systematically collected for the first time in the WHO’s 2nd Global Nutrition Policy
Review (GNPR2) (available at: http://apps.who.int/iris/bitstream/10665/84408/1/9789241505529_
eng.pdf?ua=1). Data from this review were used to evaluate the feasibility and validity of the
indicator.9
The data were collected via a questionnaire developed for the GNPR2 which was
disseminated to Member States through the WHO Regional and Country Offices, and
information for each country was compiled by a national focal point from country census
data or administrative records. Data validation and indicator calculation were undertaken by
respective WHO Regional Office as well as by the Nutrition Policy and Scientific Advice Unit in
the WHO Department of Nutrition for Health and Development in Geneva, Switzerland.

Data sources

Data are collected at country level from routine administrative records such as nationally
representative workforce surveys, and data from professional registration bodies and
higher education training institutions. Data sources are listed below in descending order
of preference for data reporting. Since individuals may be enumerated in more than one of
these data collections, use of one data source is recommended unless avoidance of multiple
counting of individuals can be guaranteed.
1. National workforce surveys or census
Nationally representative workforce surveys or census that classify and identify dietitians and
nutritionists separately is the preferred method of data collection due to completeness of
ascertainment of workforce participation across all sectors. This classification should reflect
the definitions and training defined in this guidance.
2. Professional registration or certification data
National registration or certification registries of individual nutrition professionals provide suitable
workforce data if registration or certification is compulsory for employment in the profession.
However, ascertainment may be overestimated by registered or certified individuals not currently
employed, and may be underestimated if registration or certification is not compulsory. If there is
a national database or registry, there should be regular assessment of completeness using census
data, professional association registers, facility censuses, and other suitable means.
3. Facility surveys
When routine administrative records are not available, aggregate data from occasional
national surveys of nutrition workforce in specific facilities may be used to provide alternative
data. Selection of facilities will require knowledge of types of employment for nutrition
professionals. Likely services include health, education, social services and agriculture sector
across government, private and NGO sectors.
4. Graduations from higher education training institutions
In countries with an emerging nutrition professional workforce, and without other means of
collecting nutrition workforce data, aggregate national data on graduations from universities and
other higher education training institutions within and outside the country may be used to indicate
nutrition workforce capacity. Courses counted would need to provide appropriate training as
defined in this guidance. Aggregation of graduate numbers should be on a cumulative basis from
establishment of the courses in the country or participation in training overseas. This source of data
is suggested only as an interim measure, since it does not take into account whether graduates are
employed. Countries initially reporting this type of data would be expected to develop one of the
more direct methods of determining the trained, employed nutrition professional workforce.

Guidance on data collection

Operationalizing the indicator requires Member States to ascertain and report how many
trained nutritionists and dietitians work in nutrition-related areas in both governmental and
non-governmental sectors in the country.
A selection of recommended data sources is specified above to encourage use of standard
methods for reporting these data as their response to the GNPR. This will allow for
comparability within countries over time and between countries. Member States should
specify the data source and to maintain this in future surveys for trend analysis, whilst moving
towards harmonization between countries of methodologies for measuring the indicator.

Guidance on reporting

9

The minimal data requirement is for nationally representative data. When available,
disaggregated data could be presented by within country states or regions, rural/urban
locations, public/private and service sectors.

Report on Developing and validating an indicator on trained nutrition professionals for monitoring progress of the Global Nutrition Monitoring Framework (GNMF) indicators. 2017.
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4.3.2 International Code of Marketing of Breast-milk Substitutes
The International Code of Marketing of Breast-milk Substitutes is an international health policy framework
for breastfeeding promotion adopted by the World Health Assembly in 1981 (88). The Code was developed as a
global public health strategy and recommends restrictions on the marketing of breast-milk substitutes, such
as infant formula, to ensure that mothers are not discouraged from breastfeeding and that substitutes are used
safely if needed. The Code also covers ethical considerations and regulations for the marketing of feeding-bottles
and teats. A number of subsequent Health Assembly resolutions have further clarified or extended certain provisions
of the Code.
The Code and subsequent resolutions were adopted as a set of international recommendations, not regulations.
As such, governments of Member States are expected to pass legislation, regulations and/or other suitable measures
to give effect to the Code and the subsequent relevant resolutions within their territories.
Indicator name

Regulation of marketing of breast-milk substitutes.

Definition

This indicator is defined as whether the country has legislation/regulations fully implementing
the International Code of Marketing of Breast-milk Substitutes (resolution WHA 34.22) (88, 89)
and subsequent relevant Health Assembly resolutions.

Method of estimation

This indicator is calculated as the number of countries that have adopted comprehensive
legislation (law, regulation, decree, etc.) for national implementation of the International
Code of Marketing of Breast-milk Substitutes and subsequent relevant resolutions adopted
by the Health Assembly. Currently, countries are categorized as:
–

“full provisions in law”

–

“many provisions in law”

–

“few provisions in law”

–

“no legal measures”

–

“no information”

A harmonized scoring system is being developed and will be available for future report
Data availability

The Global database on the Implementation of Nutrition Action (GINA) is providing valuable
information on the implementation of numerous nutrition policies and interventions. GINA
contains information collected from a variety of sources and invites users to directly submit
their data. Users can share information on how programmes are implemented, including
country adaptations and lessons learnt.

Data sources

·
·
·
·

Guidance on reporting
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WHO Code Survey 2014–2015
WHO Global database on the Implementation of Nutrition Action (GINA)
WHO Status report on country implementation of the International Code of Marketing of
Breast-milk Substitutes (2013)
Relevant partner databases (e.g. UNICEF, International Code Documentation Centre (ICDC)).

Countries should submit any new legislation, regulations, or decrees related to the Code into
GINA.
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4.3.3 Maternity protection laws or regulations
Pregnancy and maternity are especially vulnerable times for working women and their families. Expectant and
nursing mothers require special protection to prevent potential adverse effects on them and their infants. They need
adequate time to give birth, to recover from delivery, and to breastfeed their children. They also require protection to
ensure that they will not lose their jobs because of pregnancy or maternity leave. Such protection not only ensures
a woman's equal access and right to employment, it also ensures economic sustainability for family’s well-being.
Returning to work after maternity leave has been identified as a significant cause for never starting breastfeeding,
early cessation of breastfeeding and lack of exclusive breastfeeding. In most low- and middle-income countries,
maternity leave is limited to formal sector employment or is not always provided in practice.
The International Labour Organization (ILO) Maternity Protection Convention 2000 (No.183) provides 14
weeks of maternity benefit (90, 91). Women who are absent from work on maternity leave should be entitled to a
cash benefit which ensures that they can maintain themselves and their child in healthy conditions. Breastfeeding
mothers should be provided with the right to one or more daily breaks or a daily reduction of hours of work to
breastfeed her child. The period during which nursing breaks or the reduction of daily hours of work are allowed,
their number, the duration of nursing breaks and the procedures for the reduction of daily hours of work should be
determined by national law and practice. These breaks or the reduction of daily hours of work should be counted as
working time and remunerated accordingly.
Each Member State should ensure Maternity Protection Recommendation, 2000 (No. 191) and examine
periodically, in consultation with the representative organizations of employers and workers, the appropriateness
of extending the period of leave referred to in Article 4 or of increasing the amount or the rate of the cash benefits
referred to in Article 6 of the Convention (90, 91).
Indicator name

Maternity protection.

Definition

This indicator is defined as whether the country has maternity protection laws or regulations
in place consistent with the International Labour Organization’s (ILO) Maternity Protection
Convention 183 and Recommendation 191.

Method of estimation

This indicator is calculated as whether the country has adopted legislation (law, regulation,
decree, etc.) for national implementation of maternity and paternity protection in line with
ILO guidance. It is expressed as “Yes” or “No”. A scale is under development for later use.

Data availability

ILO maintains the TRAVAIL Database of Conditions of Work and Employment Laws
The maternity protection database contains information on the principal legislative measures
adopted in Member States to protect the health and welfare of working women during
pregnancy, childbirth and breastfeeding, and to ensure that their employment is protected
and that they are not subject to discrimination.

Data sources

Member States reporting to ILO.

Guidance on reporting

Countries should submit any new legislation, regulations, or decrees related to the Maternity
Protection into GINA.
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Table A1: Summary of Global Nutrition Monitoring Framework indicators for the WHA global nutrition targets, intermediate outcome,
process, and policy environment and capacity
Included
in CHI

Data sources

Measurement
frequency

Indicator name

Indicator type

Definition

TR1

Children under
5 years who are
stunted

Target

Percentage of stunted (moderate and
severe) children aged 0–59 months
(moderate = height-for-age between <-2
and >-3 standard deviations from the WHO
Child Growth Standards median; severe =
height-for-age below -3 standard deviations
from the WHO Child Growth Standards
median)

Yes

Population-based
household surveys

3–5 years

Disaggregation
Age, sex, mothers’
education, place of
residence, socioeconomic
status

TR2

Anaemia
prevalence
in women of
reproductive age

Target

Percentage of women aged 15−49 years
with a haemoglobin level less than 120 g/L
for non-pregnant women and lactating
women, and less than 110 g/L for pregnant
women, adjusted for altitude and smoking

Yes

Population-based
health surveys

3–5 years

Age, level of education,
place of residence,
reproductive status
(pregnant, lactating),
socioeconomic status
Also: haemoglobin <80
g/L for non-pregnant
women and lactating
women, and <70 g/L for
pregnant women (severe
anaemia)

TR3

Incidence of low
birth weight
among new-borns

Target

Percentage of live births that weigh less
than 2500 g.

Yes

Population-based
health surveys
and data from
administrative/
information
systems. Routine
facility information
systems

Continuous

Sex, preterm status,
mothers’ education,
place of residence,
socioeconomic status

TR4

Children aged
under 5 years who
are overweight

Target

Prevalence of weight-for-height in children
aged 0–59 months defined as above +2
standard deviations of the WHO Child
Growth Standards median

Yes

Population-based
household surveys

3–5 years

Age, sex, mothers’
education, place of
residence, socioeconomic
status

TR5

Exclusive
breastfeeding
rate in infants 0–5
months of age

Target

Percentage of infants 0–5 months of age (<6
months) who are fed exclusively with breast
milk

Yes

Household surveys, 3–5 years
specific population
based surveys

Sex, mothers’ education,
place of residence, socioeconomic status
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Included
in CHI

Indicator type

Definition

TR6

Children under
5 years who are
wasted

Target

Percentage of wasted (moderate and severe) Yes
children aged 0–59 months (moderate =
weight-for-height between <-2 and >-3
standard deviations of the WHO Child
Growth Standards median; severe = weightfor-height below -3 standard deviations of
the WHO Child Growth Standards median)

Population-based
household surveys

3–5 years

Age, sex, mothers’
education, place of
residence, socioeconomic
status

IO1

Children with
diarrhoea
receiving oral
rehydration
solution (ORS)10

Intermediate
outcome

Percentage of children under 5 years of
age with diarrhoea in the last two weeks
receiving ORS (fluids made from ORS
packets or pre-packaged ORS fluids)

Yes

Household surveys

3–5 years

Age, sex, mothers’
education, place of
residence, socioeconomic
status

IO2

Proportion of
women aged 15–
49 years with low
body mass index
(<18.5 kg/m2)

Intermediate
outcome

Percentage of women aged 15–49 years
with low BMI (<18.5 kg/m2)

Yes

Household surveys

3–5 years

Age, level of education,
place of residence,
socioeconomic status

IO3

Number of births
during a given
reference period
to women aged
15-19 years/1000
women aged
15–19 years

Intermediate
outcome

Annual number of births to women aged
15−19 years per 1000 women in that age
group.

Yes

Civil registration
systems with
full coverage,
population census,
household surveys

Annual

Marital status (when
possible, also capture
girls <15 years), level
of education, place of
residence, socioeconomic
status

Proportion of
overweight and
obese women 18+
years of age with
body mass index
≥25 kg/m2

Intermediate
outcome

Yes

Household surveys

3–5 years

Age, level of education,
place of residence,
socioeconomic status

IO4

It is also referred to as the age-specific
fertility rate for women aged 15−19 years
Percentage of adults (18+ years) who are
overweight (defined as having a BMI >25
kg/m²) and obese (defined as having a BMI
>30 kg/m²)

10 The original indicator name in the GNMF is “Prevalence of diarrhoea in children <5 years of age”. This indicator is included in the 100 Core Health Indicators.
11

100 Core Health Indicators include “Overweight and obesity in adults (also: adolescents).

Data sources

Measurement
frequency

Indicator name

Disaggregation
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Included
in CHI

Indicator type

Definition

IO5

Proportion of
overweight
in school-age
children and
adolescents
(5–19 years)

Intermediate
outcome

Prevalence of overweight in school-age
+/-11
children and adolescents is defined as the
percentage of children aged 5–19 years with
sex-specific BMI-for-age above +1 SD from
the WHO 2007reference median. Prevalence
of obesity in school-age children and
adolescents is defined as the percentage of
children aged 5–19 years with sex-specific
BMI-for-age above +2 SD from the WHO
2007 reference median

Populationbased (preferably
nationally
representative)
survey

3–5 years

Age, sex, mother’s
education, place of
residence, socioeconomic
status

PR1

Minimum dietary
diversity among
children aged
6–23 months

Process

Percentage of children aged 6–23 months of
age who receive foods from ≥5 food groups

Population based
household surveys
including dietary
intake

3–5 years

Age, sex, mother’s
education, place of
residence, socioeconomic
status

PR2

Proportion of
population using
a safely managed
drinking service

Process

Yes
Population using a basic drinking-water
source (piped water into dwelling, yard or
plot; public taps or standpipes; boreholes or
tube wells; protected dug wells; protected
springs and rainwater) which is located on
premises and available when needed; free of
faecal (and priority chemical) contamination
and/or regulated by a competent authority

Household surveys, Biennial
population
census, data from
administrative
sources or
regulatory
frameworks

Place of residence,
socioeconomic status

PR3

Process
Proportion of
population using
a safely managed
sanitation service 12

Population using an improved sanitation
Yes
facility at the household level that is not
shared with other households and where
excreta is safely disposed of in situ or treated
off site

Household surveys, Biennial
population
census, data from
administrative
sources or
regulatory
frameworks

Place of residence,
socioeconomic status

PR4

Any antenatal iron
supplementation

Process

Proportion of women who consumed any
iron-containing supplements during the
current or past pregnancy within the last 2
years

No

DHS, MICS,
3–5 years
national health and
nutrition surveys
(NHNS) and health
management
information
systems HMIS

Maternal education,
place of residence, and
socioeconomic status
(e.g., wealth quintile)

PR5

Percentage of
births in baby
friendly facilities

Process

Births at baby friendly hospitals

No

Global nutrition
policy review

Place of residence

12

The definition of this indicator in the CHI list incorporates “…including a handwashing facility with soap and water

Yes

Data sources

Measurement
frequency

Indicator name

3–5 years

Disaggregation
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Included
in CHI

Measurement
frequency

Disaggregation

GNPR, Nutri-Dash,
WBTi

3–5 years

Not applicable

No

National workforce
surveys or census,
Professional
registration or
certification data,
Facility surveys,
Graduations
from higher
education training
institutions

3–5 years

Regions, rural/urban
locations, public/private
and service sectors

International Code of Marketing of
Breastmilk Substitutes

No

GINA

Biennial

Not applicable

Maternity protection

No

Maternity and
paternity at work:
law and practice
across the world.
International
Labour Office,
Geneva: ILO, 2014

Annual

Not applicable

Indicator name

Indicator type

Definition

PR6

Availability of
national-level
provision for
breastfeeding
counselling
services in public
health and/
or nutrition
programmes

Process

This indicator is defined as availability of
a national program that include provision
for delivering breastfeeding counselling
services to mothers of infants 0–23 months
of age through health systems or other
community-based platforms

No

PE1

Nutrition
professionals
density

Policy
environment
and capacity

This indicator is defined as the number
of nutrition professionals per 100,000
population in the country in a specified year

PE2

Number of
countries with
legislation/
regulations fully
implementing
the International
Code of Marketing
of Breast-milk
Substitutes
(resolution
WHA34.22) and
subsequent
relevant
resolutions
adopted by the
Health Assembly

Policy
environment
and capacity

PE3

Number of
countries with
maternity
protection laws
or regulations in
place

Policy
environment
and capacity

Data sources
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ANNEX 2

Essentials of length/
height measurements

A

nthropometry is a key component to assess nutrition status in children and adults. Anthropometric data for
infants and children reflect nutritional status and dietary adequacy and are used to track trends in growth and
development over time. The common anthropometric measurements include weight, length/height, mid-upper
arm circumference (MUAC), and triceps skinfolds. Specific measurements are taken depending on the age of the subject
and purpose. The anthropometric measurements are done following standard protocol and procedures (51–53).
The Training Course on Child Growth Assessment is a tool for the application of the WHO Child Growth Standards.
It is intended primarily for health care providers who measure and assess the growth of children or who supervise
these activities. The course is designed for use over 3.5 days. It teaches how to measure weight, length and height,
how to interpret growth indicators, investigate causes of growth problems and counsel caregivers. The users can
download or view an anthropometry training video (available via: http://www.who.int/childgrowth/training/en/).
This video describes the anthropometric measurement procedures and how to calibrate the measuring equipment.
It is available in English, French and Spanish.
The course materials on “Training Course on Child Growth Assessment: WHO Child Growth Standards” can be
downloaded from the following links:
Module A: Introduction
http://www.who.int/childgrowth/training/module_a_introduction.pdf?ua=1
Module B: Measuring a Child’s Growth
http://www.who.int/childgrowth/training/module_b_measuring_growth.pdf?ua=1
Module G: Facilitator’s Guide
http://www.who.int/childgrowth/training/module_g_facilitator_guide.pdf?ua=1
Module H: Course Director’s Guide
http://www.who.int/childgrowth/training/module_h_directors_guide.pdf?ua=1
A job aid on “Measuring and weigh a child” is available at:
http://www.who.int/childgrowth/training/jobaid_weighing_measuring.pdf?ua=1
Other course modules and job aids are also available at:
http://www.who.int/childgrowth/training/en/
Age: The child’s accurate age is required for sampling, deciding on whether the child is measured standing
or reclining for height or length, and for converting height and weight into the standard indices. At the time of
measurement, an age estimate is needed for decisions on sampling and for the position on the measuring board. It
is recommended the enumerators use simple methods to approximate the age and that the data analyst calculates
the age using a computer program which will require the date of birth and date of measurement.
For age determination, the enumerator needs to examine documentary evidence of the birth date (such as
birth, baptismal certificate, clinic care or horoscope). Cross checking is necessary even if the mother knows the birth
date as error in recall is common. Where there is a general registration of births and where ages are generally known,
the recording of age is a straightforward procedure, with age measured to the nearest month or year. For example,
an infant whose date of birth is 13 July, 1996 could be recorded as being 5 months (completed) if seen between
13 December, 1996 and 12 January, 1997 (both dates inclusive). Similarly, a child born on 13 July, 1995 could be
recorded as 5 years (completed) old if seen between 13 July 2001 and 12 July, 2002 (both dates inclusive). If dates
cannot be recalled, use of a local calendar will assist mothers in recalling the date of birth.13 Construction of the local
calendar should be done prior to the survey and tested using the enumerators.
13
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FAO. Guidelines for Estimating the Month and Year of Birth of Young Children. 2008. Rome, Italy.
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The WHO child age calculator (a rotating disk mounted on a calendar in PVC material) for calculating child
age is part of the course materials that can be made available in WHO Regional Offices when the training of trainers
workshops are conducted in the respective Regions.
Recumbent length for infants and children 0–23 months
Children 0–23 months of age should be placed supine on the length measuring board. The recorder should hold
the child’s head and apply gentle traction to bring the head into contact with the fixed headboard. The examiner
should hold the child’s legs by placing one hand gently but firmly over the knees with the child’s toes pointing
directly upward. The examiner should apply gentle pressure to the legs to prevent flexion of the knees and bring the
movable footboard to rest firmly against the child’s heels. The measurement is recorded to the nearest 0.1 cm from
the measuring board. It may be necessary to have a third person help with restless infants to take the measurement
as quickly as possible while maintaining accuracy.

Standing height for children 24 months and older
The child should be told to look straight ahead at the mother who should stand in front of the child. The child’s line
of sight should be parallel with the ground. Measurer’s left hand should be put under the child’s chin. This should
be done carefully so that the child’s mouth or ears are not covered by the measurer’s hand. The shoulders of the
child should be at the same level, the hands are at the child’s side, and the head, shoulder blades and buttocks are
against the measuring board/wall. With the right hand, the measurer should lower the headpiece on top of the child’s
head. It should be ensured that the measuring board is pushed through the child’s hair. For detail on anthropometric
measurements, see WHO training guidelines (links are provided above) and Cogill B 2003 (53).
A description of the length/height board, training and standardization procedures on anthropometry and
essential steps for weighing and measuring a child has been provided below.
Length/height measuring board
The measuring board has a 200-cm capacity (collapses to 85 cm) and has 0.1 cm increments. It is important that the
materials are durable, lightweight and, if wooden, the wood should be well seasoned to guard against warping. The
board is portable, water-resistant and has an adjustable, removable nylon shoulder strap. These are usually locally
produced following specifications of Shorr Productions (Olney, Maryland, USA).
Training and standardization on anthropometric techniques
Accurate anthropometric measurement is a skill requiring specific training. Training requires step-by-step procedures
to follow when taking measurements. The training of personnel on specific measurement and recording techniques
should include not only theoretical explanations and demonstrations, but also provide an opportunity for participants
to practice the measurement techniques, as well as reading and recording the results.
Once all personnel have adequately practiced the measurement and recording techniques, and feel comfortable
with their performance, standardization exercises should be carried out to ensure that all interviewers acquire the skills
necessary to collect high quality anthropometric data. Standardization methods help ensure that the measurements
will be correct and make comparisons possible. Comparisons may be done between data collected from different
areas of a country, between different surveys or between measurements and the reference standards. None of these
comparisons will be possible without a standard method for taking measurements. Details on anthropometric
training and standardization are available WHO Training Course on Child Growth Assessment (51, 52) and Cogill B
2003 (53). Some of the critical steps for anthropometric measurements are presented next page.
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Essential steps for weighing and measuring a child:

· Two trained people required: When possible, two trained people should measure a child’s height and length.
The measurer holds the child and takes the measurements. The assistant helps hold the child and records the
measurements on the questionnaire. If only one trained person is available to take the measurements, then the
child’s mother can help. The measurer would also record the measurements on the questionnaire.

· Measuring board and scale placement: There will usually be several choices on where to place the measuring
board or scale, but the choice should be made carefully. Be sure that you have a sturdy, flat surface for measuring
boards, a strong place to hang scales from and adequate light so the measurements can be read with precision.

· When to weigh and measure: Weighing and measuring should not be the first thing you do when you start
an interview. It is better to begin with questions that need to be answered. This helps make the mother and
child feel more comfortable before the measurements begin. Always start with asking age of the child, then get
weight and length/height at the end.

· Weigh and measure one child at a time: You should complete the questions and measurements for one child at
a time. This avoids potential problems with mix-ups that might occur if you have several children to measure.

· Control the child: When you are taking weight and length/height measurements, the child needs to be as calm
as possible. A child who is excited or scared can make it difficult to get an accurate measurement.

· Recording measurements: All measurements should be recorded in pencil. If a mistake is made when recording
a measurement, it can be corrected. If data collection is done electronically, always do a consistency check for
indicator results.
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ANNEX 3

Haemoglobin adjustment
for smokers and people
residing in high altitude

H

aemoglobin status should be adjusted for smokers and people residing at in high altitudes. Haemoglobin
concentration increases in smokers (57, 58). Taking this into account, the Centers for Disease Control
and Prevention (CDC) recommend adjustments to measured haemoglobin concentrations for smokers
(Table A2) (55). Table A2 shows the values to add to normal haemoglobin cut-offs to define anaemia in smokers.
Alternatively, these values can be subtracted from observed haemoglobin values. For example, a non-smoker
woman with Hb 120 g/L is not anaemic while a woman who smokes >2 packs a day with the same Hb concentration
is anaemic as her adjusted Hb level is (120 – 7) = 113 g/L.
TABLE A2: Haemoglobin adjustment for smokers
Amount smoke

Increase in haemoglobin (g/L)

½ - 1 pack/day

+3

1 - 2 pack/day

+5

>2 packs/day

+7

All smokers

+3

Source: CDC 1989.

Residing above sea level is also known to increase haemoglobin concentrations. Measured haemoglobin
concentrations can be adjusted for altitude with a formula from the CDC:
Haemoglobin = – 0.32 × (altitude in meters × 0.0033) + 0.22 × (altitude in meters × 0.0033)2
Table A3 shows the adjustment values of haemoglobin in altitudes at 500-m intervals, which is based on the above
equation. Haemoglobin concentrations of people living more than 1000 m above sea level should be adjusted
downwards to avoid underestimation of anaemia prevalence. For example, a woman living at sea level with Hb 120 g/L
is not anaemic while a woman living at an altitude of 1500 m with the same Hb level is anaemic as her adjusted Hb
level is (120 – 5) = 115 g/L.
TABLE A3: Haemoglobin adjustments (g/L) for altitude
Altitude (m)

Increase in haemoglobin (g/L)

<1000

0

1000

+2

1500

+5

2000

+8

2500

+13

3000

+19

3500

+27

4000

+35

4500

+45

Source: WHO 2001 (92).
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Data sources and inclusion criteria for the database on anaemia
Data sources
Survey reports and publications reporting the prevalence of anaemia are collected/requested from:

· Ministries of Health through WHO regional and country offices.
· National research and academic institutions.
· Nongovernmental organizations.
· Organizations of the United Nations system.
· Regular searches of online databases, such as PubMed, Medline, Embase, Ovid, and WHO regional databases
(African Index Medicus, Index Medicus for the WHO Eastern Mediterranean Region, Latin American and
Caribbean Center on Health Sciences Information, Pan American Health Organization Library Institutional
Memory Database, Index Medicus for South-East Asia Region).
These resources are supplemented by manual searching of articles published in non-indexed medical and professional
journals and reports from principal investigators.
Data inclusion criteria
Survey data are extracted and included in the database only from original survey reports and publications. Surveys
on any administrative level and of any population group are included if they fulfil the following criteria:

· Population based surveys (exception: facility based surveys for pregnant women, neonates, preschool and
school-age children, which is strictly mentioned in the ‘General Notes’).

· Cross sectional surveys. Baseline values of intervention studies.
· A clearly defined survey design.
· A minimal sample size of 100 subjects.
· Determination of haemoglobin concentration (various methods) and/or indication of proportion (%) of
population falling within haemoglobin cut-off levels to define anaemia.
When a potentially relevant survey is identified and the full report obtained, data are checked for consistency as
part of routine quality control. If required, data holders are contacted for clarification or to obtain additional results.
Available information is extracted and entered on a standard data form.

Haemoglobin estimation
Prevalence of anaemia among women of reproductive age group (15–49 years) should be assessed among a
representative sample of subjects to generalize the results from the sample to the entire target population. As
anaemia prevalence has a strong impact on public health programmes, it is important to ensure that the data
collection is done with appropriate methods for estimating haemoglobin.
Most population based surveys in the recent decades used haemoglobinometer method for estimating
haemoglobin (59). Haemoglobinometer to measure haemoglobin concentration has several advantages over use of
haematocrit for field based surveys and is far more accurate than clinical examination. This method does not require
refrigeration and transportation to the laboratory as haematocrit. The haemoglobinometer machine is light and
portable and runs on batteries so it can be transported to the survey site where blood samples can be analysed in the
field. Moreover, the results of the test are available immediately and provide an adequate estimation of population
anaemia prevalence (93, 94).
Haemoglobin can be measured for women of reproductive age (15–49 years) during household surveys using
the haemoglobinometer method. The guidelines provide detailed and practical information on haemoglobinometer,
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including supplies, quality assurance, collecting a capillary blood sample (a drop of blood), and protocols to ensure
the safety of survey workers and subjects (95). It also provides a training protocol and standardization exercise to
ensure accuracy and consistency (reliability) of the haemoglobinometer measurements. The training protocol and
standardization exercise enable trainers to correct errors and to select competent survey workers. After training and
standardization of phlebotomists on the use of haemoglobinometer, the trained phlebotomists with the survey
team collect a drop of blood by finger pricking of the sample women. Systematic errors resulting from insufficient
training of field personnel in the use of the haemoglobinometer machines may cause significant bias in survey-based
estimates of the prevalence of anaemia. Therefore, it is very important to ensure adequate and uniform training
of field personnel in the use of the haemoglobinometer system. The date of assessment of haemoglobin and the
haemoglobin value should be recorded on the designated area in the household questionnaire.
TABLE A4: Haemoglobin levels to diagnose anaemia at sea level (g/L)
Population

Non -Anaemia

Non-pregnant women

Anaemia
Mild

Moderate

Severe

120 or higher

110–119

80–109

lower than 80

110 or higher

100–109

70–99

lower than 70

(15 years of age and above)
Pregnant women
Source: WHO 2011 (96).
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ANNEX 4

Adjustment for
low birth weight

A

ccurate and reliable LBW data is scarce and there are currently no global, regional, and national estimates
for LBW rates. To address this gap, WHO in partnership with UNICEF and the academia (the London School
of Hygiene and Tropical Medicine and Johns Hopkins University) are joining efforts to estimate national LBW
rates and trends among live births14. These data will be essential to set the baseline against which WHO and Member
States can assess progress towards the achievement of the WHA global target for 2025. Some of the past and ongoing
activities include:

· Reviewing national level routine data (e.g., civil registration, vital statistics and HMIS data) for all countries and
developing quality criteria to categorise high quality data.

· Re-analysing LBW data from DHS and MICS household surveys, including undertaking analyses to explore new
methods of adjusting survey data for heaping over specific birth weights.

· Producing a combined database of LBW data from national/nationally representative sources, including adjusted
household survey data and routine national data.

· Developing a model based on all input data in final database for countries without high quality data, including
uncertainty ranges and trends.

· Deriving estimates to be submitted for country consultation.
Many surveys use mother’s recall of subjective assessment of the infant’s size at birth (i.e., very large, larger than
average, average, smaller than average, very small) in addition to the birth weight data. An adjustment is done by
weighting procedure in which the proportion with low birth weight in each category of size is multiplied by the total
proportion of births in the corresponding category and summed to obtain overall estimates of the prevalence of low
birth weight. This methodology of adjusting low birth weight prevalence provides significantly improved estimates
because it attempts to correct for the bias due to underreporting of birth weight by using information on all children,
including those who are not weighed (62). However, this has not been adopted on a large scale until recently.
The assumptions in this adjustment are: (i) the births with numerical birth weights reported are as likely to be
low birth weight births as those without birth weight reported, and (ii) within the same country, the relationship
between birth weight and the mother’s assessment of infant’s size does not depend on whether the infant was
weighed. In an assessment of survey data from more than 40 countries, Blanc and Wardlaw (2005) examined these
assumptions and documented that the characteristics of infants with numerical birth weights were not representative
of all births (62). Infants who were weighed were more likely of mothers who were better educated and lived in urban
areas. They were also more likely to be in a medical facility and with assistance from skilled health personnel. These
characteristics are generally associated with higher birth weight and, therefore, the resulting estimates were still
likely to underestimate the level of low birth weight. In addition, Blanc and Wardlaw (2005) noted significant ‘heaping’
of survey data of recorded birth weight on multiples of 500g (62). The heaping at 2500g, which is the cut-off point
for low birth weight, affects the low birth weight estimates. Based on an assessment of the distribution of births
weighing between 2001g and 2999g in 88 surveys, they recommended that one quarter of the births recorded as
exactly 2500g should be reclassified as low birth weight.
Applying both adjustments (i.e., mother’s assessment of size at birth and heaping on 2500g) is likely to yield
higher estimates of the incidence of low birth weight. Results from 114 DHS and MICS surveys showed that the
adjustments for birth size and for heaping resulted, on average, in an increase of 24% in the incidence of low birth
weight compared with the reported data with no adjustments.

14
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Necessary revision will be made based on ongoing work)
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ANNEX 5

Weight measurements

E

ach member of the field staff should have their own scale if possible, otherwise it might take longer to do
measurements and complete the survey. Several scales are available, such as, UNICEF Electronic Scale (Item No.
0141015 Scale mother/child, electronic): The scale is manufactured by SECA and is a floor scale for weighing
children as well as adults. It has a weighing capacity from 1 kg to 150 kg in 100 g divisions for adults. Weight of
adult on scale can be stored in memory, allowing the weight of small child held by adult to show on scale indicator.
For more information contact: UNICEF Supply Division; UNICEF Plads, Freeport; DK-2100 Copenhagen, Denmark;
Telephone: (45) 35 27 35 27; Fax: (45) 35 26 94 21; Email: supply@unicef.org; website: www.supply.unicef.dk.
The child may be weighed directly. If a child is frightened, the mother can first be weighed alone and then
weighed while holding the child in her arms, and the scale will automatically compute the child’s weight by
subtraction. Recent experience in surveys suggests that the scale is appropriate although there have been some
difficulties with heat adversely affecting the scale.
Age of a child is essential for anthropometric assessments and must be collected along with length/height and
weight data as accurately as possible (See section 3.1 for details).

© UNICEF/UN0146813/Knowles-Cour
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ANNEX 6

Operationalizing Minimum
Dietary Diversity (MDD)
using quantitative
dietary data

S

teps for generating MDD from quantitative 24-hour recalls depend on the structure and content of the source
data files.

The following main steps are described below:
1. Determine whether the child has consumed each of the eight defined food groups
2. Apply a minimum quantity criterion for consumption to “count”
3. Construct MDD

1. Grouping foods and determining if the child consumed each of the eight food groups
Most nationally representative quantitative dietary data sets will have both food/ingredient-level files, listing all
items consumed by individuals, and person-level files with data on nutrient intakes. In the food/ingredient levels
files, items are often coded into hierarchical coding schemes with, for example, one digit indicating the food group
and other digits indicating attributes and specific food items within the group. The level of detail in description of
attributes provided by the coding scheme will vary by country, but for the simple categorization scheme required to
construct MDD, there are only a few descriptors and distinctions required.
The following guidance is describing how to categorize “simple” foods into groups and describes options for
coding of composite foods (recipes), depending on available information in the source data sets.

1.1 Coding “simple” foods (one ingredient) into groups
Simple foods are usually easily assigned to a food group. In many cases, existing national-level coding schemes can
be used to map most foods into the eight groups. Detailed lists of food items belonging to each group are available
in WHO 2010. Details are also provided in WHO 2010 for foods and groups that are excluded from counting in MDD
(for example, condiments and minor ingredients added to flavor dishes, sweets, etc.). Exclusions are based on the
concept of avoiding a false inflation of healthy dietary diversity.
The WHO groups have one distinction that is not commonly found in national-level coding schemes: vitamin
A-rich fruits and vegetables are separated from all other fruits and vegetables. To be included in the “vitamin A-rich
fruits and vegetables” group, the food must provide at least 120 retinol equivalents (RE) per 100 g, as consumed.15 At
present, food composition tables may report vitamin A content in RE units, or as Retinol Activity Equivalents (RAE).
For plant foods, the criterion of 120 RE is roughly equivalent to 60 RAE. This is one classification that is unlikely to be
present in many country-level coding schemes.16 Thus, fruits and vegetables may need to be classified on an item-byitem basis, by examining the vitamin A content of the food in the form consumed.
Main food groups in country-level coding schemes may also differ from the WHO groups in their classification
of roots, tubers, and plantains. In the WHO scheme – except for vitamin A-rich yellow- and orange-fleshed sweet
potatoes – starchy roots, tubers, and plantains are all classified along with grains, as starchy staple foods. Note also
that in the WHO scheme, certain other starchy vegetables (for example fresh corn/maize and fresh peas) are grouped
with vegetables.
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15

120 RE per 100 g corresponds to 15% of the Nutrient Reference Value (NRV; 800 RE) established by the Codex Alimentarius. The Codex standard for identifying a food as a “source” of any
nutrient states that the food should provide any of the following: 15% per 100 g solid food; 7.5% per 100 g liquids; 5% per 100 kcal; or 15% per serving. To be identified as a “high source” the
food must provide twice this amount (e.g. 30% or 240 RE/100 g solids). The NRV are set at a level that should meet the needs of approximately 97% of individuals in the age/sex group with
highest needs (excluding pregnant and lactating women). For definition of “source”, see Codex Alimentarius Commission, Guidelines adopted 1997, revised 2004. For definition of NRV, see
Codex Alimentarius Commission, Guidelines adopted 1985, revised 1993 (for all Codex Standards, see: http://www.codexalimentarius.org/).

16

Some countries may have vegetable sub-groups that align very well (for example, dark green vegetables or dark green leafy vegetables and dark orange-fleshed vegetables). Such groupings
can simplify the process.
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1.2 Composite dishes, including commercially processed foods
Composite dishes, or recipes, are coded differently in different national dietary databases containing information on
consumption by individuals. In some cases, composite foods are completely disaggregated into their component
ingredients, and the quantity of each ingredient consumed by the individual is reported. In other cases, individuals
are reported to consume a quantity of the composite food or recipe. In the latter case, associated but separate recipe
data files may or may not be available to further disaggregate data. Further, in the case of commercial food products,
complete recipes are often not available. Therefore, some national data sets contain a mix of foods, ingredients, and
commercial products in the files describing consumption by individuals.
Given this diversity of data structures and characteristics, detailed guidance is beyond the scope of this
document. The following general guidance should allow analysts responsible for national dietary data processing to
code composite dishes into the WHO food groups.
When possible, composite foods should be disaggregated into ingredients based on proportions in the recipe,
and the quantity of each ingredient as consumed by the child should be calculated.17 When this is not possible, foods
should be coded into groups based on their main ingredient and the quantity as consumed is then assigned to the
food group of the main ingredient. As noted, in many country coding schemes, food-group level coding already
exists and is reflected in hierarchical country-specific food and ingredient codes.

2. Apply a minimum quantity criterion for each food group to count
Once all items in the food/ingredient-level file have been coded into groups, a 10-gram minimum should
be applied for consumption of the item18 to “count”. With the exception of breast milk,19 items consumed
in quantities of less than 10 grams should be dropped.
3. Construct MDD
The food/ingredient-level data file will now include a list of items consumed by each child in quantities of at least
10 grams. Each of these items will have an associated WHO food group code. MDD can be constructed by counting
the number of unique food groups consumed. The food group count can then range from 0–8. Then, calculate the
percent of children who consumed five or more food groups (i.e. who have consumed 5, 6, 7 or 8 of the WHO food
groups yesterday during the day or night).
As noted, in some data sets, the food/ingredient level files will contain information about breastfeeding episodes
(that is, each time the child is breastfed, there will be a row in the food/ingredient-level file coded as breastmilk, even
if quantity is not estimated). If so, the child should receive a “point” for breast milk based on analysis of the 24-hour
recall data. This is the preferred approach for calculating MDD because the recall period for the breast milk group is
the same as for other food groups.
However, in some data sets breast milk is not included with other foods and ingredients and breastfeeding
is assessed by asking the respondent if the child is still breastfed. If no data on consumption of breast milk in the
previous day or night are available, the child can receive a point for the breast milk group if it is known that the child
is not fully weaned.
In either case, the breast milk food group should be counted as a point regardless of quantity consumed.20

17

For cooked recipes, this calculation may require use of appropriate yield factors to estimate the quantity as consumed by the child. For recipes with milk powder, the quantity should be
estimated as a fluid milk equivalent (i.e. as if reconstituted to fluid milk form).

18

An “item” is a food or ingredient eaten at a particular time – usually this will be one row in the food/ingredient level data file.

19

In some surveys, breast milk is present in the intake file but is not quantified. To standardize across all situations, for the purposes of this indicator any amount of breast milk is allowed to “count”.

20

The model questionnaire provided in WHO 2010 includes the question: “Was (NAME) breastfed yesterday during the day or at night?
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