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PREFACE
Equity is the absence of avoidable and unfair differences between groups of
people. Social inequalities in health imply a difference in health status that
is considered unjust and preventable through reasonable action. Health
inequalities are related to social inequalities in nutrition through complex
pathways, including policies addressing health and nutrition; the quality
and quantity of food available and consumed; access to and affordability
of nutritious foods of good quality; as well as the living conditions and
circumstances of individuals and populations.

This series on Equity considerations for achieving the Global Nutrition
Targets 2025 (3) have two objectives. First, it aims to underscore the relevance
of social determinants, health equity, gender and human rights in malnutrition,
and the need to further advocate for their inclusion in nutrition actions at
global, regional and national scales. Second, it aims to provide policy-makers
and programme and project
managers with practical and useful Reducing health inequalities and
examples of evidence on nutrition
leaving no one behind is part of the
interventions that face and
address inequalities in nutrition. Sustainable Development Goals and
Throughout the document, boxes the 2030 Agenda for Sustainable
are used to present examples on the
Development
use of evidence for project design
and implementation; multisectoral
collaboration; and incorporation of social determinants, health-equity, gender
and human-rights approaches in nutrition actions. This series has been designed
to disseminate concise information to public health nutrition officers who are
not experts in social and health inequalities. The non-exhaustive examples are
contextual and therefore are not to be considered for global guidance. Current
and updated World Health Organization (WHO) guidelines are available online
and they are referenced in this document for this target on reducing stunting
in children and in the other documents of the series for the rest of the targets.
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Reducing health inequalities and leaving no one behind is part of the
Sustainable Development Goals (1) and the 2030 Agenda for Sustainable
Development (2). Expansion of the evidence base on health inequalities in
nutrition is needed to better plan, design and implement public health nutrition
policies, plans and programmes. Identifying and acting on inequalities and
their drivers contributes to achieving the six Global Targets 2025 to improve
maternal, infant and young child nutrition (3), as endorsed by the Sixty-fifth
World Health Assembly (4).
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This brief is dedicated to supporting the achievement of
the Global Nutrition Targets 2025
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TARGET 1: 40% REDUCTION IN THE
NUMBER OF CHILDREN UNDER-5
WHO ARE STUNTED
Section 1 of this issue provides basic concepts about child stunting, as well as
the prevalence, trends and magnitude of the problem.
Section 2 provides examples on how socioeconomic determinants and
inequalities influence and interrelate with child stunting.
Section 3 briefly explores interventions that have been implemented to
address child stunting.
Section 4 describes the key areas that should be included in interventions to
tackle child stunting from an equity focus.
Section 5 underscores the involvement of stakeholders in addressing social and
health inequalities while implementing public health nutrition interventions to
tackle child stunting.
A table with a summary and entry points and key considerations for
interventions is also presented. Next, a list of further reading and useful links
is provided for readers who are interested in exploring these issues in more
detail. Finally, a methodological note is included to explain how information
was collected to produce this brief.
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The information provided in this
issue is aligned with and supportive
of the outcomes and actions of the
Comprehensive implementation plan on
maternal, infant and young child nutrition, as endorsed by the Sixty-fifth World
Health Assembly in 2012 (4, 5), the Global strategy for women’s, children’s and
adolescents’ health 2016–2030 (6) and the United Nations Decade of Action on
Nutrition (7).
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REACHING THE TARGET OF
40% REDUCTION IN THE
NUMBER OF CHILDREN
UNDER-5 WHO ARE STUNTED:
EQUITY CONSIDERATIONS FOR
NUTRITION INTERVENTIONS
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WHAT DO WE NEED TO KNOW ABOUT CHILD
STUNTING?
What is child stunting?
Globally in 2016, 22.9% or 154.8 million children under 5 years of age suffered from child stunting,
defined by a low height-for-age (8). Stunting is measured by a height-for-age z-score of more
than 2 standard deviations below the World Health Organization (WHO) Child Growth Standards
median (9), showing a restriction of a child’s potential growth (10). Child stunting can happen
in the first 1000 days after conception and is related to many factors, including socioeconomic
status,1 dietary intake, infections, maternal nutritional status, infectious diseases, micronutrient
deficiencies and the environment (10, 11).

What are the global trends in the prevalence of child stunting in the last
decades?

4
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In 2016, 87 million stunted children lived in Asia, 59 million in Africa and 6 million in the Latin
American and Caribbean regions (8). Five subregions have child stunting rates that exceed 30%:
western Africa (31.4%), middle Africa (32.5%), eastern Africa (36.7%), southern Asia (34.1%) and
Oceania (38.3%; excluding Australia and New Zealand; see Fig. 1). Both Asia and Oceania have
experienced slow or no progress in reducing child stunting. In Latin America and the Caribbean,
stunting has declined twice as quickly as in Africa from 2000 to 2016 (8). However, the reduction
of child stunting has not been the same in all groups of the population. For example, from 1990
to 2013 in the Asia-Pacific, Latin American and Caribbean regions, child stunting declined more
in urban areas than in rural areas (12). Also, most countries experiencing protracted crisis are “off
course” to meet the World Health Assembly stunting-reduction targets in populations where
moderate and severe child stunting are highly prevalent (13).

1

Socioeconomic status refers to an individual’s access to social and economic resources. It is usually measured by 			
educational level, income and occupation.

Fig. 1. Age-standardized prevalence (%) of stunting in children under 5 years of age, comparable estimates, latest
prevalence available

No data
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20–29.9
30–39.9
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The boundaries and names shown and the designations used on this map do not imply the expression of any opinion whatsoever on the part of the World Health
Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines
on maps represent approximate border lines for which there may not yet be full agreement. All rights reserved. Copyright – WHO 2017.
Source: WHO. Global targets tracking tool. Indicator mapping: stunting (http://www.who.int/nutrition/trackingtool) (14).

Stunted children with deficiencies of iodine and iron may suffer irreversible brain damage,
impeding them from reaching their complete developmental potential (10). They have a
shorter adult height and a higher susceptibility to
chronic diseases in adulthood, lower attained schooling Stunted children with deficiencies
and reduced adult income (15). Stunted and wasted
of iodine and iron may suffer
children also have a higher mortality risk, which is
increased when the two conditions coexist in the irreversible brain damage, impeding
same population (16). Owing to slow or no progress in them from reaching their complete
the reduction of stunting rates in several countries (17),
developmental potential
and its negative consequences, child stunting is part of
the monitoring framework of Sustainable Development
Goal number 2. The Global Nutrition Targets 2025 (3), as endorsed by the Sixty-fifth World Health
Assembly in 2012 (4), include a 40% reduction in the number of children aged under 5 years who
are stunted.
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Magnitude of the problem and the 2025 target for child stunting
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HOW DO SOCIOECONOMIC DETERMINANTS AND
INEQUALITIES INFLUENCE CHILD STUNTING?
The influence of socioeconomic status on child stunting
Socioeconomic status is usually measured by education, income and job position at an individual
level. It can also be measured by place of residence (e.g. urban, rural, coastal, neighbourhood
income) or country development at an aggregate level.
Socioeconomic status has an impact on child nutrition. For example, mothers with a lower
level of education are more likely to have stunted children (18, 19) and to be less able to obtain
specific information about child stunting (20). Also, mothers with low income and a low level of
education may experience more difficulty affording adequate food that will provide a nutritious
and diverse diet (21) (see Boxes 1–4).
BOX 1

Socioeconomic status and child stunting in Brazil

6
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Brazil experienced a sharp reduction of socioeconomic inequalities from 1996 to 2007. Child
stunting dropped from 37% in 1974 to 7% in 2006–2007. Two thirds of the decline could be
attributed to improvements in maternal schooling, family purchasing power, maternal and
child health care, and coverage of water supply and sanitation services (19). In the 1990s, more
girls were enrolled in and completed primary school, increasing overall maternal schooling in
adulthood. These women also had fewer children. The purchasing power of, and the minimum
wage received by, unskilled workers increased, unemployment decreased, and cash transfer
programmes for low-income families were expanded. Sanitation services also increased
and severe food insecurity was reduced by 27% between 2004 and 2006–2007. Moreover,
breastfeeding increased between 1996 and 2006–2007. Thus, income redistribution and
universal access to education, health, water supply and sanitation services impacted child
nutrition.

Socioeconomic status and child stunting in Cambodia

BOX 2

Cambodia has experienced rapid socioeconomic development since the international peace
agreements were signed in 1991, and during its democratic transition towards an open market
economy. During a period of political stability in the 2000s, the gross domestic product grew at
an annual average rate of 9% and continued to grow by more than 6% annually during the early
2010s. Child stunting was more common among children living in low-income households, or
where mothers had little education. The prevalence of child stunting decreased from 49.3% in
2000 to 39.0% in 2010. The factors that contributed the most to the decrease in child stunting
were increased household wealth, increased access to sanitation facilities, improved maternal
and paternal education levels, longer intervals between births and decreased prevalence of
maternal tobacco use (11).

Urban areas, income and child stunting in Pakistan

BOX 3

In 2009–2010, a survey was conducted in Lahore to assess the nutritional status of schoolchildren. In an urban area, children with low socioeconomic status had a higher risk of being
stunted compared to those with high socioeconomic status. Also, children living in lowincome neighbourhoods had a higher risk of being stunted than those living in high-income
neighbourhoods (22).

Socioeconomic status and child stunting in Oman

BOX 4

A study conducted in Oman reported that as mothers’ education increased, so did the height
of children. In 1995, having a monthly income higher than 800 Omani Rials and a mother with
more than 4 years of education were the best indicator of unconstrained growth in children (23).

A low family income and poor living conditions The percentage of child stunting
increase the risk of child stunting, as a result of high
between 1991 and 2001 was
food insecurity, low access to health care, unhealthy
environments and a high risk of infections (19, 26). For always higher in the lower-income
example, in a study in five countries (Lebanon, Morocco, households compared to higherSyrian Arab Republic, Tunisia and Yemen), the percentage of
income households
child stunting between 1991 and 2001 was always higher
in the lower-income households compared to higher-income households (27). Evidence from India
confirms the multifactorial nature of child stunting, including the identification of protective factors
like household wealth, maternal education and the body mass index of children (28).
Socioeconomic status is linked to, and intersects with, other social determinants of health
(i.e. gender and ethnicity) in complex ways that impact child stunting. Across 96 countries, the
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Increasing women’s literacy rates is not enough protection against child stunting on its own,
as there are other related factors that are important for reducing child stunting, such as, income
distribution, government expenditure on social services, the proportion of the economy devoted
to agriculture, immunization rates and access to safe water (24). For example, in Bangladesh it was
found that in families where the mothers or fathers had completed 10 years of education or more,
the prevalence of child stunting was still high. Although a higher educational level in women and
men would be expected to reduce child stunting, there are other social, economic and political
factors that also have an effect on rates of child stunting in Bangladesh (25).
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Gender Inequality Index – a national marker of women’s disadvantages in reproductive health,
empowerment and participation in the labour market – explained 10% of the variance in child
wasting and stunting and 41% of the variance in child mortality, independent of national gross
domestic product (29). In addition, this study showed that reducing gender inequality may also
benefit child outcomes, including stunting, in the poorest countries. Another study using data
from 1970 to 2012 for 116 countries found that reductions in child stunting were associated with
indicators of women’s empowerment (including the ratio of female-to-male life expectancy at birth
and secondary school enrolment), as well as with indicators of reduction of gender inequality (30).

The influence of child stunting on socioeconomic status
Child stunting affects the function and structure of the brain, impeding mental development
and possibly affecting human capital and social progress in the long term (10). For example,
stunting is related to poor school performance and subsequently having low income, high
fertility and providing poor care for children, contributing to the intergenerational transmission
of poverty (31). Stunted children usually belong to the most socioeconomically disadvantaged
population groups and are likely to do poorly in school, have low incomes in adulthood and
contribute to the intergenerational transmission of poverty and income inequality (31, 32).

The influence of urban development on child stunting
In low- and middle-income countries,1 children living in urban areas are generally less likely to
be stunted and underweight than children living in rural areas (34). This advantage is mainly
due to better-equipped urban health-care systems and higher access to health-care facilities,
which facilitate public health interventions. Compared to rural areas, individuals living in cities
have a greater availability of food and better housing, electricity, piped water, sanitation and
transportation. Urban populations usually have a higher educational level, economic status and
employment opportunities. In addition, children in urban areas are usually taller and heavier than
those living in rural areas (35). However, in several countries, the rate of stunting in children living
in slums is higher than in the rest of urban areas or rural areas (36) (see Boxes 5–8).
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Massive rural-to-urban migration is increasing urban poverty, with urban populations living
in informal settlements and having unmet needs for housing, education, health, employment and
sanitation (37). Such conditions facilitate the transmission of infectious diseases such as diarrhoea
in children. Massive migration to cities can also lead to nutrition inequalities. For example, in subSaharan Africa, differences in the nutritional status of children from high- and low-income households
in urban areas are greater than the differences between urban and rural areas (38).

8

The creation of sustainable and
resilient food systems for healthy
diets is also one of the crosscutting integrative areas defined
in the Second International
Conference on Nutrition

As a measure to tackle one of the negative effects
of massive migration, local authorities can improve food
security by adopting food systems in cities that support
healthy diets. The creation of sustainable and resilient food
systems for healthy diets is also one of the cross-cutting
integrative areas defined in the Second International
Conference on Nutrition (ICN2), conducted under the
United Nations Decade of Action on Nutrition (7). The
adoption of such food systems includes creating a diverse
food supply that is affordable and geographically close to populations; improving local management
of food systems; and promoting links with rural producers (37). Urban and periurban agriculture
can increase dietary diversity, expanding the offer of fresh foods, lowering food costs (reduced

1

As of 2017. The World Bank classification of countries by their income (i.e. based on estimates of gross national income per capita for 		
the previous year) includes 31 low-income countries, 108 middle-income countries and 79 high-income countries. For further details,		
see reference (33).

distribution costs), and contributing to environmental sustainability. For example, in Beijing, China,
urban agriculture has been integrated into strategic development plans. Farmers are encouraged
to establish cooperatives and the government delivers subsidies to incentivize the use of organic
fertilizers and less-polluting pesticides at lower prices (39).
Urban agriculture and child stunting in Ecuador

BOX 5

The Participatory Urban Agriculture Project in Quito, Ecuador, supports more than 12 000
individuals through the establishment of more than 1000 active gardens, including 140
community gardens that produce approximately 400 tonnes of food per year. An estimated
47% of the produce is sold and the remainder is kept for home consumption. Participants earn
at least US$ 55 per month from the sale of produce and save at least US$ 72 per month on food
purchases, by consuming what they grow. This programme has diversified the diet of urban
farmers and their families, and has led to the establishment of markets in the city (40).
Inequalities in stunting among children aged under 5 years in urban areas

BOX 6

A study that assessed inequalities in stunting among children living in three countries in Africa
(Cameroon, Morocco and Mozambique), two countries in the Americas (Bolivia and Colombia) and
two countries in Asia (India and Turkey) determined that household wealth had the highest influence
on child stunting in the seven countries, followed by mothers’ and their partners’ education (37).
Inequalities in stunting in both urban and rural areas

BOX 7

In a study conducted in Colombia in 2005, household characteristics, care practices and mothers’
education were significant predictors of stunting in both urban and rural areas. This study also
showed a strong association between poverty and stunting, even after controlling for place
of residence (i.e. urban or rural). Thus, living in an urban area was not necessarily a protective
factor against stunting for individuals with low socioeconomic status (41).
Box 8. Urban settings and child stunting in India

BOX 8

Further evidence from India in the National Nutrition Monitoring Bureau report of 1991 showed
that daily caloric intake among urban low-income women ranged from 1200 to 1600 calories per
day (43). This amount did not increase during pregnancy and mothers remained moderately active. Also,
the dietary intakes of rural women were similar to those of urban women, although rural women were
more physically active, as they helped their husbands in agricultural activities. Further, women belonging
to middle- and higher-income groups tended to seek out antenatal care, read informational materials,
be exposed to health education through mass media and consume more calories per day to meet their
own and their children’s nutritional needs. These women had a net weight gain of 5–10 kg at the end
of one pregnancy (44). Thus, nutrition inequalities in children and mothers can and must be monitored
according to their place of residence and/or geographic location.
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Several surveys were conducted in India during 1992–1993, 1998–1999 and 2005–2006. The
surveys showed that the rate of child undernutrition decreased in urban India between 1992
and 2006 (34). However, this reduction was not the same in rural areas, where inhabitants have
less access to piped and filtered water and toilet facilities than rural inhabitants. The Government
of India launched the National Rural Health Mission (2005–2012), aimed at making architectural
corrections in the public health-care system and providing quality health services in rural areas,
especially for the urban poor and rural areas (42).
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EXAMPLES OF INTERVENTIONS IMPLEMENTED TO
ADDRESS CHILD STUNTING
Being a complex problem, there is no single nutrition intervention to address stunting in children, but
rather multiple, complex and coordinated nutrition-sensitive and nutrition-specific interventions
in partnership with other health and non-health actors in development. The following examples
portray some of the types of interventions to address child stunting, which highlight the need for
social determinants of health and equity-oriented approaches. Each area of action is presented
with a brief introduction and is followed, when available, by one or several examples in boxes.

Energy and protein supplements for women
Balanced energy and protein supplementation, which provides roughly 25% of the total energy
supplement as protein, is an important intervention for the prevention of adverse perinatal
outcomes in undernourished women. It increases birth weight by 41g and reduces the risk of
stillbirths by 40% and small-for-gestational-age births by 21% (45). WHO recommends nutrition
education and increasing daily energy and protein intake for pregnant women in undernourished
populations, to reduce the risk of low-birth-weight
WHO recommends nutrition neonates. In highly food-insecure areas or in populations
education and increasing daily with little access to a variety of foods, additional
complementary interventions are recommended to
energy and protein intake for reduce the risk of stillbirths and small-for-gestational age
pregnant women in undernourished neonates, such as balanced energy and protein dietary
populations, to reduce the risk of supplementation for pregnant women (46). Monitoring
of programmes for energy and protein supplementation,
low-birth-weight neonates to assess their effects, feasibility, acceptability and equity
implications, is encouraged.

REDUCING STUNTING IN CHILDREN

Community-based platforms for nutrition education and promotion
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Interventions to improve maternal, newborn and child health can be delivered through communitybased service-delivery platforms and prevent child stunting. They can help reduce inequity in deaths
due to infectious diseases, such as diarrhoea. Some examples include programmes for folic acid
supplementation, multiple micronutrient supplementation, vitamin K administration, or exclusive
breastfeeding, as well as antenatal, perinatal and postnatal care. These programmes can include
behaviour-change communication and strategies for community mobilization. Interventions
implemented through community-based service-delivery platforms can be delivered by healthcare personnel or trained community workers, and implemented locally in homes, villages or
community groups. Community health workers are able to implement many of these projects
and have potential to improve child health and nutrition outcomes among populations that are
difficult to reach (47) (see Box 9).

BOX 9

Peru’s Good Start in Life Initiative
In 1999, a multisectoral approach for reducing child stunting in rural areas was implemented in
the Andean highlands and Amazon forest. It was called the Good Start in Life Initiative and was
supported by the United Nations Children’s Fund and the United States Agency for International
Development. Stunting among children under 3 years of age in these communities fell from
54% to 37% between 2000 and 2004. In the following years, child stunting fell from 30% in
2004–2006 to 20% in 2011. The prevalence of stunting among the poorest children also
declined from 56% to 44% over the same time period (48). This successful multisectoral
intervention was created inside the scope of the Global strategy for women’s, children’s and
adolescents’ health (6) and the Sustainable Development Goals (1, 49). It promoted intake of
iodized salt; prenatal controls; adequate feeding of pregnant and lactating women and their
children; exclusive breastfeeding during the first 6 months of life; control of iron and vitamin A
deficiency; and personal and family hygiene (50).

Government commitment and focus on equity
A government’s explicit and robust commitment to, as well as work on, equity is also an important factor
that leads to the implementation of interventions that prevent and treat child stunting. For example,
countries participating in the Scaling Up Nutrition (SUN) Movement are committed to tackling the
inequity drivers of malnutrition that are common to all countries, and ensuring equality and nondiscrimination for everyone and that no one is left behind. The members of the SUN Movement support
the adoption of policies that reduce nutritional inequalities, especially among women and girls, and
eliminate discriminatory laws and practices. Also, they strive to involve representatives from vulnerable
communities in decision-making processes. Upcoming SUN priorities include developing or reviewing
mechanisms that address equity in nutrition plans, policies and strategies (51) (see Box 10).
Empowering women and reduction of child stunting in Bangladesh

BOX 10
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An intervention to reduce child stunting in Bangladesh included nutritional support (i.e. food
rations), sanitation (i.e. safe water, sanitary latrines), and alleviation of poverty and food insecurity
(i.e. agriculture training and inputs, gardening, livestock rearing, income generation). It also
empowered women with education on rights and nutrition, solidarity, planning actions and
advocacy. The intervention was associated with a sharp reduction of stunting among children
up to the age of 24 months in the intervention areas. Analyses suggested that participation in
the nutrition and empowerment components of the intervention had a greater effect on the
decrease of child stunting rates than either strategy alone (52).
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WHAT KEY AREAS SHOULD INTERVENTIONS
INCLUDE? A VIEW FROM A NUTRITION AND
EQUITY FOCUS
The double burden of malnutrition
When countries progress in their socioeconomic and social development, it is likely that child
stunting will decrease and that more development opportunities will become available, including
a rise in disposable income in most population groups (53), thus potentially expanding access to
nutritious foods. At the same time, however, countries may also face an increase in overweight
and obesity in their populations across different income groups, although underweight continues
to be more frequent among the poorer groups. This is called the double burden of malnutrition,
characterized by the coexistence of undernutrition along with overweight, obesity or diet-related
noncommunicable diseases (54–58) (see Box 11).
BOX 11

Double burden of nutrition in Argentinean households
In 2005, almost 12% of mothers in Andean households that participated in a study conducted in
Argentina were overweight or obese, and at least one of each of their children was stunted (59).
The double burden of malnutrition was more frequent in households with a larger number of
people living in one house and where the head of the household had a low level of education.
The double burden of malnutrition can be linked to social and health inequalities. For
example, in Latin America and the Caribbean, overweight and obesity started to become more
frequent in the wealthiest children (60), possibly due to the adoption of energy-dense foods that
are high in fat and sugar, coupled with a decrease in physical activity that goes hand in hand with
economic development (61). Meanwhile, stunting has remained high in the poorest children.
In contrast, recent surveys conducted in Colombia, Dominican Republic and Honduras show
an increase in rates of overweight and obesity among the poorest children (62). Thus, interventions
are necessary to reduce child stunting, prevent overweight and obesity in children (61) and
increase women’s education. Investments in public health and education programmes are needed
to promote a healthy diet and keep children healthy.
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Monitoring health inequalities
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Health systems that provide universal coverage of essential nutrition actions are part of the crosscutting integrative areas of impact defined in the ICN2 and conducted under the United Nations
Decade of Action on Nutrition (7). It is also necessary to monitor inequalities in access to health services
and to provide disaggregated and robust information for policies, programmes and interventions
that aim to reduce health inequalities, including those related to nutritional status. For example, in
some countries such as Pakistan, girls have a higher risk of being stunted than boys. Thus, information
that is disaggregated by sex can promote gender-sensitive approaches in nutritional intervention
programmes (63). Also, monitoring can be used to evaluate the progress of health interventions
with specific equity targets, or it can assess how other health interventions affect inequalities (64).
WHO has developed tools to assist Member States and their partners in monitoring health inequality,
through the Health Equity Assessment Toolkit (HEAT) (65) and HEAT Plus.1
1

The Health Equity Assessment Toolkit (HEAT) is a software application that facilitates the assessment of within-country health 		
inequalities and allows users to work with the built-in WHO Health Equity Monitor database (65). HEAT Plus allows users to upload and
work with their own database.

Hygienic conditions, clean water and infections
Infectious diseases caused by a lack of hygienic conditions and clean water are important
determinants of child stunting. It is usually the groups with lower socioeconomic status that
most frequently live in such polluted environments (66). Among factors that impede child
growth, diarrhoea is particularly important, owing to malabsorption of nutrients and lack of
appetite (10). For example, one study using data from Bangladesh, Brazil, Guinea Bissau, Ghana
and Peru showed that each episode of diarrhoea in the first 24 months of life, increased the risk
of stunting at 24 months of age (67). Thus, clean and sufficient drinking water, proper sanitation,
drains for wastewater and proper management of solid waste are key health-equity interventions
in deprived areas (68), including urban areas (see Box 12).
Water, sanitation and hygiene in Ethiopia

BOX 12

A study conducted in Ethiopia assessed four interventions conducted in food-insecure
areas: (i) water, sanitation and hygiene (WASH); (ii) health; (iii) nutrition education; and (iv) a
combination of all interventions together. In this study, WASH was the only intervention that
had a significant impact on the reduction of child stunting (69).

Social protection: cash transfer programmes and the nutritional status
of children
Social protection is considered one of the six cross-cutting integrative areas of impact derived
from the recommendations of the ICN2 and conducted under the United Nations Decade of
Action on Nutrition (7). It reduces chronic poverty by enabling poor households to meet their basic
consumption needs and achieve better health, nutrition and education (47, 70).

Social safety nets can empower women by enabling Social safety nets can empower
them to have control over assets and participate in
household decision-making and social activities (20). women by enabling them to have
They can also increase food security1 and reduce women’s control over assets and participate
risk of becoming undernourished due to periods of in household decision-making and
pregnancy and lactation (20, 70). Social safety net
programmes include the distribution of cash transfers to social activities
low-income households. Their goal is to increase income,
although they are more effective when coupled with additional interventions or conditions, such
as attending health and nutrition services and good sanitation practices (see Box 13).

1

Food security is defined as individuals “having at all times physical and economic access to sufficient, safe and nutritious foods that 		
meet their dietary needs and food preferences” (72).
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Food accessibility is achieved when households have adequate resources to obtain
appropriate foods for a nutritious diet (71). Social protection schemes can improve access
to food products that are rich in protein, vitamins and minerals that would otherwise not
be accessible (70). Legislation is needed to support social protection schemes linked to food
purchase; local food production; community gardens; and infrastructure for safe food storage,
processing, transport and distribution (12).
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BOX 13

Ethiopia’s Productive Safety Net Programme
Ethiopia’s Productive Safety Net Programme is an example of a social safety net that aims to enable
the rural poor that are facing chronic food insecurity to create assets and access sufficient food
provisions. The programme provides multi-annual transfers such as food, cash or both, to help
chronically food-insecure people survive periods of food deficit and avoid depleting their reserves,
while meeting basic food requirements. The programme has four major goals: (i) to support the rural
transformation process; (ii) to prevent long-term consequences of short-term food inaccessibility;
(iii) to encourage households to engage in production and investment; and (iv) to promote market
development by increasing household purchasing power. Vulnerable households receive 6 months
of assistance annually to protect them from acute food insecurity (73).
When conditions are applied to cash transfers, they are referred to as conditional cash transfers.
This type of intervention may include nutrition-specific interventions for nutrition behaviour
change and the distribution of fortified foods and supplements (74). Conditional cash transfers can
also increase purchasing power and promote access to nutritional foods (47) and positively impact
health outcomes. Conditional cash transfers may also improve children’s nutritional status and
development, as well as increasing access to and coverage of hygiene, clean water and several other
child health interventions. However, before the implementation of conditional cash transfers, several
conditions should be evaluated, such as fiscal space; political stability; political will and leadership;
public acceptability; and institutional capacity and coordination (74). Also, gender differences must
always be taken into account when implementing social protection interventions (70).
Conditional cash transfers, by use of health services, can be important resources to increase
women’s food intake during pregnancy, especially in many low- and middle-income countries
where numerous women aged 15–19 years have already given birth at least once, as is the case
in Nigeria (30%), India (19%) and Ethiopia (16%). As the mothers’ own growth has not been
completed at these ages, the risk of having low-birth-weight babies and of subsequent child
stunting is increased (75).
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Evidence on the effectiveness of conditional cash transfers is mixed and positive results have
been found mostly in the Latin American subregion (76) (see Box 14). Conditional cash transfers
have been shown to reduce poverty, increase the consumption of basic foods and increase
dietary diversity. However, to have nutritional benefits they also need to be linked to nutrition
goals, actions and service quality. They require decision-making on eligibility procedures, levels of
benefit, and conditionality.

Cash transfer programmes in Latin America

BOX 14

Cash transfer programmes in Latin America have been shown to have a positive impact on the
nutritional status of children (i.e. a reduction of stunting). Cash transfers may also help to improve
access to and use of preventive services and provide a positive impact on health outcomes (77).

Agriculture, food systems and climate change
Global climate change is likely to particularly affect the health of poor people in both rural and
urban areas, and actions to reduce its severity are therefore actions for health equity (68). Climate
change and the expected frequency of droughts and flooding threaten to reduce dietary diversity
and food availability (i.e. production and supply, trade and food aid), affecting child growth.
Also, climate change has been linked with child stunting through reduced food availability and
dietary diversity, highlighting the need for measures to increase resilience and prevention among
vulnerable populations. For example, one study conducted in 2015 showed that climate (i.e. rainfall,
extreme weather events like floods and droughts, seasonality, temperature) influences child
stunting, as many of its determinants are climate sensitive (e.g. infectious diseases, food insecurity,
deficient crop yields and poor access to health care, among others) (78). These environmental and
health consequences threaten economic, social and cultural rights, including the rights to life
and access to safe food and water, health, security, shelter and culture. Also, environmental and
health consequences of climate change disproportionately affect low-income countries and lowincome population groups in higher-income countries, affecting human rights and social justice.
On a national or local level, many groups are vulnerable to adverse environmental and health
consequences of climate change. These include women (as they may be highly dependent on
local natural resources for their livelihood) (79); people living in poverty; minority groups; children;
older people; people with chronic diseases and disabilities; and those residing in areas with a high
prevalence of climate-related diseases (80).

Individual factors

Early marriages and pregnancies
Globally, 10 million girls younger than 18 years of age are married each year (81), affecting their
educational attainment and possibly affecting the health of their future families (47). As discussed
earlier, young mothers are at risk of having low-birth-weight babies and those babies are at risk of
subsequent child stunting.
Complementary feeding
Complementary feeding is the process starting when breast milk alone is no longer sufficient to
meet the nutritional requirements of infants (82). It is aimed at increasing dietary diversity and
children’s height and weight (83). Nutrition education of mothers is necessary to improve the quality
of the diet during the process of gradually introducing foods to the infant and can be incorporated
into primary health-care programmes. Taking into account differences in socioeconomic status,
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Maternal undernutrition and child stunting
Food sharing within the family of a supplement recipient may dilute the intended results when
women do not consume the supplements in sufficient quantities. Additionally, supplementation
programmes may not have national coverage and many pregnant and lactating women may not
be able to benefit from the programme. In these situations, programme monitoring and evaluation
is suggested. Programmes aiming to improve maternal nutrition status should include coverage to
vulnerable women who are at higher risk of inadequate weight gain during pregnancy. Community
workers may identify specific situations, such as a drought or a pregnancy in lactating women, that
may be affecting a supplementation programme (44).
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such as educational level and income group, health workers and nutritionists can educate mothers
about the importance of breastfeeding, quality complementary food items and good hygiene
when preparing the young child’s food (84).
One study conducted in Mexico, Kenya and Egypt showed that these populations had a
very low intake of vitamin B12, zinc and iron. Adding animal-source food items improved dietary
quality and significantly promoted growth, cognitive development and physical activity (85).
Dietary quality may also be improved by identifying the most nutritious combinations of local
foods and other methods. For example, the content of bioavailable iron and zinc in homeprepared diets can be enhanced by reducing phytate concentrations through germination or
fermentation and/or soaking. Fermentation is especially important because it also increases the
level of several B vitamins. In addition, diet quality may be improved by reducing the intake of
polyphenols (present in tea and coffee), which inhibit iron absorption; by increasing enhancers
of iron and zinc absorption (ascorbic acid or other organic acids such as citric, malic, tartaric and
lactic acids); and by including animal products in the meal. In some cases, complementary foods
may not be optimal to meet the child’s nutrient needs, and without fortification the densities of
iron, zinc, and vitamin B6 in complementary foods may be inadequate (86) (see Box 15).
BOX 15

Box 15. Complementary fortified foods in rural areas and slums in Indonesia
A study conducted in Indonesia assessed the effect of milk and noodles fortified with
several vitamins and minerals (e.g. folate, iron, vitamin B12) on child stunting. Children
aged 6–59 months who consumed fortified milk or fortified noodles had a lower risk of
stunting, and those who consumed both of the fortified food items had the lowest risk of
stunting (87).
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Processed cereal-based foods for infants and children, such as wheat–soy blends and corn–soy
blends, have been long used to improve infant nutrition by ensuring that nutrient needs are met,
for example, through fortification of foods. They provide an appropriate balance of nutrients and
save time for caregivers. However, as infants’ bodies self-regulate their energy intake to meet their
needs, they will reduce their intake of breast milk when given a large amount of energy from other
foods. Processed cereal-based and other commercially available complementary foods should
not be considered the only component of complementary feeding, and appropriate marketing of
such foods can support caregivers to follow appropriate food preparation and feeding practices,
including sustained breastfeeding (86).
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PROCESSED CEREAL-BASED FOODS
FOR INFANTS AND CHILDREN,
SUCH AS WHEAT–SOY BLENDS
AND CORN–SOY BLENDS, HAVE
BEEN LONG USED TO IMPROVE
INFANT NUTRITION BY ENSURING
THAT NUTRIENT NEEDS ARE
MET, FOR EXAMPLE, THROUGH
FORTIFICATION OF FOODS, BUT
THEY SHOULD NOT BE CONSIDERED
THE ONLY COMPONENT OF
COMPLEMENTARY FEEDING
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WHICH STAKEHOLDERS ARE INVOLVED IN
ADDRESSING SOCIAL AND HEALTH INEQUALITIES
WHILE IMPLEMENTING INTERVENTIONS TO
TACKLE CHILD STUNTING?
Multisectoral interventions to tackle child stunting
Adequate nutrition requires a multisectoral effort that, in turn, requires individual, institutional
and system-level collaborators to implement effective interventions through engagement across
different sectors and stakeholders. Effective implementation requires coherence within sectors
and stakeholder institutions, as well as horizontal coherence across sectors and stakeholders (88),
addressing inequity and progressing towards universal coverage so that no one is left behind,
especially the poor and mot vulnerable populations (89).
Tackling child stunting requires the involvement of different sectors (e.g. health,
social protection, agriculture, education) and different levels of involvement (e.g. planning,
implementation monitoring, evaluation). It also requires strengthening of nutrition governance
and accountability, which is one of the cross-cutting integrative areas defined in the ICN2,
conducted under the United Nations Decade of Action on Nutrition (7). Health staff, governments,
donors and the private sector need strong national monitoring and assessment platforms for
accountability purposes, and for the quality and effectiveness of their investments in nutrition (90).

Nutrition-specific and nutrition-sensitive interventions
Evidence suggests that 10 multisectoral, nutrition-specific evidence-based interventions
could reduce child stunting by 20%, if scaled to 90% coverage. These interventions include:
folic acid supplementation; iron and iron–folic acid supplementation; multiple micronutrient
supplementation; calcium supplementation; iodine fortification through the iodization of salt;
maternal supplementation with balanced energy and protein; delayed cord clamping; neonatal
vitamin K administration; vitamin A supplementation; and kangaroo mother care for the promotion
of breastfeeding and care of preterm infants and those who are small for gestational age (47).

REDUCING STUNTING IN CHILDREN

A better coverage of nutrition-specific interventions for women and children, with intensification
of nutrition-sensitive measures for women, is vital. Some examples of nutrition-sensitive measures
include discouraging early marriage; promoting completion of secondary education; improving
socioeconomic status and control over resources; reducing physical workload; and improving access
to water, sanitation and cooking-fuel facilities (91).
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A clear identification of who is doing what and where they are doing it helps implementing
agencies to identify potential partners, and helps the government and donors to balance
investments and track results. The existence of a common framework guides national efforts in
nutrition and creates opportunities for partnerships where multilateral agencies raise funds and
work with nongovernmental organizations while engaging the community as partners in the
implemented programmes (92).

The role of governments
Local governments should be engaged through a process of political commitment, institutional
change, capacity-building, partnership-based planning and innovative projects with other
stakeholders, including civil society organization and the private sector, when appropriate (68). Many
lessons can be learnt from the successful examples of countries involved in the SUN Movement
(51). These include high-level political involvement and the appointment by many sectors of focal
points to be part of a national technical committee, highlighting the country-owned and countryled principles. These focal points usually identify nutrition-specific and/or nutrition-sensitive
actions within each sector and facilitate adaptation and implementation of centrally developed
policies by subnational and grass-roots actors (92).
At national and subnational levels, both political commitment and operational efforts
are needed to monitor and address health inequalities in nutrition programmes, which require
monitoring of results and allowing the examination of potential inequalities in health (e.g. by
socioeconomic status, ethnic group, sex, geographical location or other determinants) (89).

The role of the private sector
The private sector is an increasingly large player in areas related to child nutrition and may
be a potential contributor to improve it. Its role in reducing child stunting should be defined
by national authorities, based on local needs, and programmed according to evidence-based
policies, such as the International Code of Marketing of Breast-milk Substitutes (93) and the Codex
Alimentarius International Food Standards (92, 94). Governments can mitigate the potential
harm from the private sector by establishing quality standards, enforcing adequate regulation
and legislation measures, and ensuring competition (95).
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In recognition that the private sector may sometimes inappropriately promote foods
for infants and young children, and under WHO guidance, the 69th World Health Assembly in
2016 agreed on a resolution to end inappropriate promotion of foods for infants and young
children (96). Inappropriate promotion of foods for infants and young children may decrease
rates of exclusive breastfeeding, reduce the duration of breastfeeding, increase the use of
formula milks for children aged 6–23 months, displace home-prepared foods, and promote
an early introduction of complementary foods and breast-milk substitutes before 6 months
of age (97).
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TABLE 1. SUMMARY MESSAGES
Area of action
The double burden
of malnutrition

Monitoring health
inequalities

Hygienic conditions,
clean water and
infections
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Social protection:
cash transfer
programmes and
the nutritional
status of children
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Entry points and key considerations
•

When countries progress in their socioeconomic and social development, it is likely that child
stunting will decrease and that more development opportunities will become available, including
a rise in disposable income in most population groups, thus potentially expanding access to
nutritious foods. At the same time, however, countries may also face an increase in overweight
and obesity in their populations across different income groups, although underweight continues
to be more frequent among the poorer groups. This is called the double burden of malnutrition,
characterized by the coexistence of undernutrition along with overweight, obesity or diet-related
noncommunicable diseases.

•

The double burden of malnutrition can be linked to social and health inequalities.

•

Interventions are necessary to reduce child stunting, prevent obesity in children, and increase
women’s education.

•

Health systems that provide universal coverage of essential nutrition actions are part of the crosscutting integrative areas of impact defined in the Second International Conference on Nutrition
(ICN2) and conducted under the United Nations Decade of Action on Nutrition.

•

Monitoring health inequalities can be used to evaluate the progress of health interventions with
specific equity targets, or it can assess how other health interventions affect inequalities. Such
information can be useful for policies, programmes and interventions that aim to reduce inequalities.

•

Infectious diseases caused by a lack of hygienic conditions and clean water are important
determinants of child stunting and it is usually the groups with lower socioeconomic status that
most frequently live in such polluted environments.

•

Clean and sufficient drinking water, proper sanitation, drains for wastewater and proper
management of solid waste are key health-equity interventions in deprived areas.

•

Social protection is considered one of the six cross-cutting integrative areas of impact derived from
the recommendations of the ICN2 and conducted under the United Nations Decade of Action on
Nutrition.

•

Food accessibility is achieved when households have adequate resources to obtain appropriate
foods for a nutritious diet. Social protection schemes can improve access to food products that are
rich in protein, vitamins and minerals that would otherwise not be accessible.

•

Social safety nets also increase food security and reduce women’s risk of becoming undernourished
due to periods of pregnancy and lactation.

•

Social safety net programmes include the distribution of cash transfers to low-income households.
Their goal is to increase income, although they are more effective when coupled with additional
interventions or conditions, such as attending health and nutrition services and good sanitation
practices.

•

Conditional cash transfers may also improve children’s nutritional status and development, as
well as increasing access to and coverage of hygiene, clean water and several other child health
interventions. However, before the implementation of conditional cash transfers, several conditions
should be evaluated, such as fiscal space; political stability; political will and leadership; public
acceptability; and institutional capacity and coordination.

•

Conditional cash transfers, by use of health services, can be important resources to increase women’s
food intake during pregnancy, especially in many low- and middle-income countries.

•

Gender differences must always be taken into account when implementing social protection
interventions.

Agriculture, food
systems and climate
change

Individual factors

Nutrition-specific
and nutritionsensitive
interventions

Entry points and key considerations
•

Global climate change is likely to particularly affect the health of poor people and actions to reduce
its severity are actions for health equity.

•

Climate change has been linked with child stunting through reduced food availability and dietary
diversity, highlighting the need for measures to increase resilience and prevention among
vulnerable populations.

•

Environmental and health consequences, such as heavy rainfall, floods and droughts, threaten
economic social and cultural rights, including the rights to life and access to safe food and water,
health, security, shelter and culture. They also disproportionally affect low-income countries and
low-income population groups in higher-income countries, affecting human rights and social
justice.

•

The groups that are most vulnerable to adverse environmental and health consequences of climate
change are women (as they may be highly dependent on local natural resources for their livelihood);
people living in poverty; minority groups; children; older people; people with chronic diseases and
disabilities; and those residing in areas with a high prevalence of climate-related diseases.

•

Programmes aiming to improve maternal nutrition status include coverage to vulnerable women
who are at higher risk of inadequate weight gain during pregnancy.

•

The nutritional status of adolescents is of great importance and an entry point to improve the
health of women and children, especially because of the 10 million girls younger than 18 years that
are married each year, which is in itself a matter of gender inequality.

•

Taking into account differences in socioeconomic status, such as educational level and income
group, health workers and nutritionists can educate mothers, families and all parents about the
importance of breastfeeding, quality complementary food items and good hygiene when preparing
the young child’s food.

•

A better coverage of nutrition-specific interventions for women and children, with intensification of
nutrition-sensitive measures for women, is vital.

•

Some examples of nutrition-sensitive measures include preventing early marriage; promoting
completion of secondary education; improving socioeconomic status and control over resources;
reducing physical workload; and improving access to water, sanitation and cooking-fuel facilities.
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Area of action
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•

Global Nutrition Targets 2025. Stunting. Policy brief (WHO/NMH/NHD/14.3;
http://apps.who.int/iris/bitstream/10665/149019/1/WHO_NMH_NHD_14.3_eng.
pdf?ua=1).

•

World Health Organization. Stunting in a nutshell (http://www.who.int/nutrition/
healthygrowthproj_stunted_videos/en/).

•

World Health Organization. The Healthy Growth Project. Promoting healthy
growth and preventing childhood stunting (also the contextual framework)
(http://www.who.int/nutrition/healthygrowthproj/en/index1.html).

•

Stunted growth and development. Context, causes and consequences. Geneva:
World Health Organization; 2017 (WHO/NMH/NHD/17.7; http://www.who.int/
nutrition/childhood_stunting_framework_leaflet_en.pdf?ua=1).

•

World Health Organization. Innov8 approach for reviewing national health
programmes (http://www.who.int/life-course/partners/innov8/en/).

•

World Health Organization. Global Health Observatory (GHO) data. Health Equity
Assessment Toolkit (HEAT) and HEAT Plus (for uploading one’s data) (http://www.
who.int/gho/health_equity/assessment_toolkit/en/index1.html).

•

Handbook on health inequality monitoring with a special focus on low- and
middle-income countries. Geneva: World Health Organization; 2013 (http://apps.
who.int/iris/bitstream/10665/85345/1/9789241548632_eng.pdf ).

•

World Health Organization. Infant and young child feeding list of publications
(http://www.who.int/nutrition/publications/infantfeeding/en/).

•

World Health Organization. e-Library of Evidence for Nutrition Actions (eLENA)
(http://www.who.int/elena/about/en/).

•

World Health Organization. Global Database on the Implementation of Nutrition
Action (GINA) (http://www.who.int/nutrition/gina/en/).

•

Scaling Up Nutrition (http://scalingupnutrition.org/).

•

World Health Organization. Work programme of the United Nations Decade of
Action on Nutrition (2016–2025) (http://www.who.int/nutrition/decade-ofaction/workprogramme-2016to2025/en/).

•

Black RE, Allen LH, Bhutta ZA, Caulfield LE, de Onis M, Ezzati M et al. Maternal and
child undernutrition: global and regional exposures and health consequences.
Lancet. 2008;371(9608):243–60. doi:10.1016/S0140-6736(07)61690-0.

•

Bhutta ZA, Das JK, Rizvi A, Gaffey MF, Walker N, Horton S et al. Evidence-based
interventions for improvement of maternal and child nutrition: what can be
done and at what cost? Lancet. 2013;382(9890):452–77. doi:10.1016/S01406736(13)60996-4.

•

Dewey KG, Brown KH. Update on technical issues concerning complementary
feeding of young children in developing countries and implications for intervention
programs. Food Nutr Bull. 2003;24(1):5–28. doi:10.1177/156482650302400102.

•

Jerlig J, Pelletier D, Fanzo J, Covic N. Supporting multisectoral action: capacity
and nutrition leadership challenges facing Africa. In: Covic N, Hendriks SL,
editors. Achieving a nutrition revolution for Africa: the road to healthier
diets and optimal nutrition. Washington (DC): International Food Policy
Research Institute; 2016:147–69 (http://ebrary.ifpri.org/utils/getfile/collection/
p15738coll2/id/130767/filename/130978.pdf ).
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The information summarized for this brief was collected through searches
conducted in PubMed and Google. As a starting point, a search in PubMed was
conducted including the topic of interest (i.e. child stunting) and indicators
of socioeconomic status. Systematic reviews or meta-analyses were searched
using the “review” filter in PubMed. In cases where systematic reviews or
meta-analyses were not found, relevant articles were selected according to
their content. Papers that were more recently published were preferred. In
addition, reports and documents published by United Nations agencies were
browsed and cited to provide information about implementation strategies in
countries. The successful examples presented were browsed in PubMed and
Google, aiming not to provide global guidance but to show their beneficial
results in local settings.
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