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“This important report provides governments and
international agencies with a clear and credible
roadmap to combat child malnutrition, which explains
35% of child deaths every year. Its message is both
realistic and encouraging.

“It is also a message of hope: it shows that, by focusing
our efforts better, based on this diagnosis, this is a
battle that can be won. For this, however, it must first
be fought: this report should now form a springboard
for action.”

Professor Olivier De Schutter,
UN Special Rapporteur on the Right to Food

“More than three million children die every year 
because of a lack of adequate nutrition. Three million
preventable tragedies each year: three million
demands to the global community for urgent,
comprehensive and decisive action.

“Save the Children’s action plan for ending child
hunger is an important contribution to the movement
for preventing these deaths.” 

Dr David Nabarro,
Coordinator of the UN System High Level Task
Force for the Global Food Security Crisis

“With this report Save the Children demonstrates 
its leadership in the fight against child malnutrition.
More importantly, it calls for greater leadership from
other key players at all levels.

“The report acknowledges the importance of
technical and financial inputs, but argues convincingly
that only by allying these resources to driven and
strategic leadership do we stand a chance of giving
178 million malnourished infants the start in life 
they deserve.”

Professor Lawrence Haddad,
Director, Institute of Development Studies,
University of Sussex, UK

“Why is it that, while luxuries abound and more 
food is being grown on earth than ever before,
more than one billion people are going hungry?
Governments and civil societies haven’t got their
priorities right. This Save the Children report 
provides a clearly worded, affordable road map to 
get us where we need to be.”

Tristram Stuart,
author of Waste: Uncovering the global food scandal
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Package component 3: Nutrition-
friendly agriculture and livestock
policies 

While agriculture, agro-pastoralism or pastoralism
form the mainstay of the rural economy in all 
our focus countries, it is perhaps surprising that 
the poor themselves in these countries draw 
limited direct benefit from their own agricultural
production. Table 4 on page 19 presents the findings
from Save the Children’s detailed assessments, using
the Household Economy Approach in five of the
eight focus countries. It shows that in no setting do
the poor secure more than 40–50% of their food
energy needs from their own production. Similarly,
FAO’s data from 12 countries show that on average
only 31% of households in rural areas were net
sellers of food.71 Instead, the poor purchase most 
of their food using income gained from working 
for others (ie, informal labour). The reasons for 
this are lack of land, lack of access to agricultural
inputs (credit, fertilisers, etc) and the absence of
opportunities for self-employment. In many of the
focus countries the poorest families have no land
and therefore no production at all. For those poor
families that do have access to small plots of land,
it is common for them to have a shortage of cash
income at particular times of the year. This forces
them to labour on other people’s land rather than
their own (with knock-on impacts on their own
yields), in order to ensure they can still feed their
families on a daily basis.

The 2008 food price crisis has made food security 
a top political priority for governments all over the
world. It is triggering policy changes that will lead 
to a significant increase in investments to boost
agricultural production. However, we cannot assume
that increasing agricultural production will reduce

malnutrition. The growth of agricultural output at
national and global levels tells us nothing about
whether or not poor people are food-secure and
consuming a nutritious diet. In Africa, agricultural
production and food imports have been gradually
increasing over the past decade, and there is now
sufficient food energy available to provide everyone
with an average of 2,500 kilocalories per person per
day,72 yet this is the region that has made the least
progress in tackling malnutrition. The litmus test for
good agricultural investment should be whether or
not it helps to lower the percentage of underweight
children under five years of age.

Agricultural policies must be designed to increase
the availability, and reduce the cost of nutritious
food – not simply staple foods or cereals. In Mali,
for example, children in villages that practise market
gardening or irrigation are less likely to be stunted
than those in villages producing only the staple 
crop (millet).73 Likewise, in pastoral areas, increasing
the availability and quality of more nutritious 
foods, including meat and milk, is known to be
closely linked to children’s improved nutrition.74

Agricultural policies must be adopted that are
designed specifically to increase the incomes of 
the poorest sections of society and take into
account the difficulties they face in accessing land,
inputs and labour. A wide range of strategies will 
be needed to deal with the securing of land rights,
crop diversification, effective regulation of informal
labour markets, improved access to markets and,
where necessary, economic support for agricultural
inputs. Policies must take specific account of the 
fact that the majority of small-scale farmers are
women, who are balancing childcare responsibilities
and farming. Agricultural policies that take women
away from their children for long periods may 
be detrimental to improvements in nutrition in 
the population.
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Package component 4: Safety nets 
and social cash transfers

While investments in agricultural production can
improve the availability of nutritious foods, safety
nets and social cash transfers are very important for
helping poor families to afford a nutritious diet for
their children. Social cash transfers should aim to
reach children early, prioritising children under the
age of five and pregnant women in the form of child
and maternity benefit. Out of ten cash transfer
programmes that report on stunting, seven show
positive and sizeable impacts.75, 76, 77, 78 These are
mostly conditional cash transfer programmes in
Latin America, though they also include unconditional
programmes in Malawi79 and South Africa.80 Only
one study (in Colombia) has looked at the impact of
social cash transfers on birthweight, and it showed
average increases of 578 and 176 grams respectively
in urban and rural areas of the programme.81

There is also evidence that food transfers given to
pregnant women can reduce intra-uterine growth
retardation by 32%82 and that impacts are greatest
when supplementation begins early in pregnancy.83, 84

Complementing the published evidence, Save the
Children’s own research shows important impacts
of unconditional cash transfers and safety nets on
children’s diets.

• Evidence of increased dietary diversity in 
young children can be seen in Swaziland, where
we responded to a drought in 2007/08 with a 
six-month cash transfer programme. Each of 
the 6,500 households received a cash payment
equivalent to the market value of 50% of a food
aid ration, and they also received a 50% in-kind
food aid ration. The evaluation demonstrated 
a notable improvement in dietary diversity for
households receiving cash and food, from 33% of
children when the project began to over 80% of
children six months later. This was 22% higher
than for households receiving food aid alone.85

• In 2008 in Niger, Save the Children implemented
an emergency cash safety net programme for 
the lean season for the poorest one-third of the
population in Maradi region. It had an immediate
impact on families’ expenditure on higher-quality
foods (see Figure 8).86

The evidence suggests that transfers are most
effective in reducing malnutrition when they reach
children early in life. Targeting can sometimes be
difficult and there are real risks that the very poor
get excluded. The use of age criteria rather than
socio-economic criteria to determine eligibility for 
a transfer can overcome this problem. It can also
reduce the administrative costs, as means testing
can be expensive to conduct on a large scale.
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Figure 8: Impact of lean-season cash transfer on household expenditure
on quality foods
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Child benefits for all children under the age of 
two and maternity benefits for all pregnant women
during their last two trimesters would ensure that
resources reached families at critical points for 
the promotion of good nutrition.87

Given the critical role that women play in the
nutrition of children, transfers should be delivered
where possible in a manner that increases their
control over family resources. Some evidence
suggests this greatly enhances the impact of the
transfer on child nutrition.88 This supports other
evidence from south Asia that women’s control 
over assets is a strong determinant of good
nutrition. Conditions imposed on receipt of
transfers (such as attendance at health facilities)
should be avoided in low-income countries 
where the supply of services is often weak, and 
in the absence of evidence proving the beneficial
impact of imposing such conditions.‘Labelling’
through making clear to recipients the purpose 
of the transfer may serve the same function as
conditions, with a much-reduced administrative
cost.89

The transfer must be big enough to have an impact
on children’s nutritional status: evidence suggests
that it should be equivalent to approximately 30% of
household consumption. Transfers should be regular
(eg, monthly) and index linked according to regularly
monitored local prices. Ideally, the programme
should include a mechanism to increase the size 
and regularity of the transfer in times of emergency.
The nutritional impact of cash transfers could be
further enhanced by delivering vouchers for specific
nutritious foods alongside cash, and by creating 
formal links to other services that are needed 

to support the health and nutrition of children 
and women.

Many countries in Africa are now starting to invest
in social protection programmes with a cash transfer
component. However, the political context for 
these commitments varies. In certain contexts 
that are prone to frequent emergencies and where
hunger and malnutrition have a strong political
resonance, governments are considering designing a
safety net that can act as a channel for delivery of
humanitarian aid provided by international agencies
on an annual basis. This can ensure that the aid is
more predictable for communities and also help 
to move beyond only in-kind assistance. In certain
contexts it can be appropriate to have an interim
safety net programme targeting the hungry and
malnourished, which could be used as a stepping
stone towards universal child and maternity benefits.
The Ethiopian government has implemented such a
scheme and reaches 8.3 million people (11% of 
the total population) with its Productive Safety 
Net Programme (PSNP). It provides cash or food
transfers in the lean season through a public works
programme, although 20% of recipients receive a 
free transfer because they are unable to work. It also
includes a contingency fund amounting to 20% of
the programme’s budget to respond specifically 
to emergency situations. The programme costs
approximately US$230 million a year. PSNP has
contributed to a slow but progressive accumulation
of assets by households and communities who receive
the safety net assistance. However, if households 
are to afford a nutritious diet, the transfer must be
increased and linked to the price of staple foods. Also,
targeting of recipients needs to be more accurate
and distribution of the transfer more timely.
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Short-term emergency or seasonal safety nets ensure household food security and prevent
the sale of vital livelihood assets. Social cash transfers are usually delivered by governments
on a permanent basis for the purpose of addressing poverty and vulnerability.90

What do we mean by social cash transfers and safety nets?



Package component 5: Fortified foods

A good-quality diet can be expensive; even if 
families are receiving cash transfers, they still 
may not be able to afford a diet that meets all 
the nutrient requirements of young children.
Micronutrient supplements (delivered through 
the health system) provide nutrients (in the form 
of tablets or capsules) at critical moments during
pregnancy and during a child’s development,
but are not intended to cover the full range of
micronutrients required for optimal growth and
health. The inclusion in the diet of foods fortified
with micronutrients can ensure that women and
children consume a wider range of nutrients and on
a longer-term basis. This can be achieved through
three key routes: by large-scale fortification of
commodities that are eaten by most people (such 
as flour or sugar); by using fortification products 
for use in the home, such as water-dispersible or
crushable tablets or spreads (micronutrients to be
added in small quantities to meals); or by adding to
the diet food products (manufactured or blended)
designed specifically for pregnant women or 
young children.

The balance of each of these in any national strategy
will depend on factors such as the nature and
distribution of micronutrient deficiencies, poverty
levels, accessibility of target populations and the
nature of traditional diets. The private sector is
playing a critical role in developing the technology
needed for food fortification and various products
are rapidly emerging, increasing the intervention
options available. The key challenge is to find a
mechanism for reaching the poorest households in 
a sustainable way. This will involve moving beyond
traditional (supplementary) feeding programmes
delivered through time-bound projects funded 
by overseas development assistance, to ensuring 
the permanent inclusion of micronutrient-rich 
foods in the diets of women and children for the
purpose of malnutrition prevention. The strategies
for achieving this will vary hugely, depending on 
the country; for example, the strategy appropriate
for Vietnam is likely to be very different from that
for Sudan. Linking entitlement to these products to

cash transfer or voucher programmes may help 
to ensure the poorest people are reached.

While home fortification or fortification of
commodities do not undermine the nutritional
benefits of traditional diets (but instead add 
critical nutrients to them), the introduction of new
food products carries a higher risk. Care needs 
to be taken to prevent products from displacing
breastfeeding, replacing traditional foods or cooking
practices, or leading to a reliance on processed
foods. The latter may be detrimental to public health
in the long term by contributing to the double
burden of childhood malnutrition and adult obesity.

As a result of successful pilots, in 2007 the 
Bolivian government introduced a multiple
micronutrient powder as part of its national
nutrition strategy, providing the product free of
charge to approximately 750,000 young children.91

Package component 6: Education on
nutrition and hygiene practices 

Components 1 to 5 outlined above go a long way 
to ensuring that young children and pregnant
women have access to a nutritious diet. There is 
still a need, however, to make sure that families are
given information about nutrition, including how to
prepare food and feed their children and themselves
appropriately and safely. In many countries, access 
to information about nutrition and hygiene is 
patchy and practices persist that are not explained
by the fact that households have low incomes.92, 93

The reasons why it is difficult to improve the way in
which families prepare food and feed their children
include: social pressures, lack of social support
networks, and cultural beliefs and perceptions
concerning the feeding of infants and young
children.94 In the case of hygiene practices, another
major barrier is limited access to clean water.
As mentioned previously, although investment in
water systems is crucial, it has not been included 
as part of this ‘child hunger package’.95

Education specifically about nutrition has been
found to have a small impact on child malnutrition,
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but it tends to be most effective among food-
secure populations or as part of a holistic package,
particularly, for example, if families are also given a
food/cash transfer.96 Effective nutrition education
should be prioritised over the more burdensome
process of growth monitoring and promotion
(GMP), which often results in the neglect of 
the more complex part of effective education
messages.97 A recent review showed that education
on hand-washing can reduce the risk of diarrhoea
by 30%.98 Safe preparation and storage of food
(including hand-washing) is, in fact, one of the 
guiding principles for feeding young children 
and thus should be included when necessary in
nutrition education.99

There are three essential components of a good
nutrition and hygiene education programme. First,
messages must be simple, specifically designed for
the people who are being educated, and based 
on an understanding of the contextual barriers to
change.100, 101 For this to be achieved, it is crucial 
that communities themselves are fully involved in
the process. Second, the education needs to be
delivered through multiple channels: messages
should become omnipresent.102 Third, the principal
means of communicating nutrition/hygiene messages
should be via healthcare providers, but in situations
where the health system is overstretched, using
community educators can be successful. However,
they do need to be appropriately trained, motivated
and linked into the formal systems.103, 104

Package component 7: Reducing risk,
early warning and response

Emergencies triggered by climatic events, market
fluctuations or conflict are becoming more frequent
and they inevitably place children at even greater
risk of malnutrition, particularly acute malnutrition.
This means that governments need to have in 
place information systems that make it possible to
conduct vulnerability analysis, map the risks that
different communities are exposed to, predict when
crises will occur, and trigger appropriate responses.
These information systems should provide the 
basis for long-term planning (design of safety nets,

emergency preparedness and risk-reduction
strategies that cross government departments) and
for rapid response in times of emergency. Lack of
preparedness and early warning among communities
prior to the landfall of Cyclone Nargis in May 2008
exacerbated the devastation and loss of life in 
the Delta of Myanmar and continues to have
economic consequences.

Early intervention in emergency situations can
prevent an increase in acute malnutrition, and save 
a lot of money. In Niger in 2005, it would have cost
$1 a day per child to prevent acute malnutrition
among children if early warning information 
had been followed up. By July 2006, the cost of
saving a malnourished child’s life in an emergency
response operation was $80.105 Vulnerability 
analysis systems exist in some form in many
countries but often they are not as effective 
as they should be at communicating the right 
types of information, at the right time, and in 
the right way to achieve action.106 Common
challenges include situations in which: a) decision-
makers may be provided with conflicting analysis 
of situations and recommendations for response 
by different agencies; b) decision-makers may 
lack resources and motivation to respond 
despite the evidence; and c) the type of resources
available restricts the range of responses that can 
be implemented.

To increase the likelihood of early and preventive
action, the information provided must be relevant 
to decision-makers, be communicated clearly,
and predict the future risks and severity of the
situation as well as describing the current situation.
Governments should resource and coordinate
vulnerability analysis systems effectively with
stakeholders, promoting transparency, accountability
and consensus among agencies regarding actions 
to be taken. The Integrated Food Security Phase
Classification (IPC) is an example of such an
approach, and includes many of the key humanitarian
actors107 involved in food security analysis 
and implementation. Analytical frameworks 
should be based on understanding of livelihoods,
vulnerability and nutrition (eg, the Household
Economy Approach).
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Package component 8: Treatment of
severe acute malnutrition 

This final component of the package is there for
when the components outlined above do not reach
children who need them and they become acutely
malnourished to a dangerous degree. Protocols 
for treating acute malnutrition are now well
understood and include as a core component the
provision of ready-to-use therapeutic food (RUTF).
These protocols are widely used by humanitarian
agencies, but are rarely applied within routine 
health services, even though acute malnutrition 
is common in non-emergency settings.

Every year, nearly 400,000 children under five die as
a result of severe acute malnutrition.108 Only about
5% of the 19 million children worldwide with severe
acute malnutrition are treated,109 yet the efficacy 
of the in- and outpatient model of treatment of
severe acute malnutrition in emergency settings has
been widely proved.110, 111 Of the 23,511 severely
malnourished children treated in 21 community-
based therapeutic care programmes in Malawi,
Ethiopia, and Sudan between 2001 and 2005, only
4.1% died, 79.4% recovered and 11.0% left the
programme before treatment was complete.112, 113

In Ethiopia the government has mainstreamed the
management of severe acute malnutrition into 
its Health Extension Programme, protocols have
been standardised, RUTF is now produced locally
and is included on the essential drug list, and a
referral mechanism has been created. In 2008,
24,500 extension workers had already been
deployed and 3,200 supervisors trained. As a 
result of this effort, the scaling-up of treatment 
in response to the food crisis in mid-2008 was 

much faster and more effective, particularly where
non-governmental organisations (NGOs), including
Save the Children, provided logistic, technical and
financial support.

Given the burden of acute malnutrition and its
contribution to child mortality, treatment should 
be integrated into basic packages of health services,
particularly in countries where prevalence rates are
high. There are four key elements of Community
Management of Acute Malnutrition: 1) mobilisation
of communities to ensure that they are aware 
of the services available and how to access them;
2) outpatient treatment using standardised drug
protocols and RUTF; 3) inpatient stabilisation care 
in tertiary-level facilities for children with medical
complications; and 4) effective monitoring and
referral to ensure that the treatment responds to
the child’s changing needs. For this to be achieved,
a national protocol must be agreed and a plan
developed for scaling up services during
humanitarian emergencies.

Moderate acute malnutrition presents a 
significant challenge in many emergency situations
and traditionally it has been tackled through
treatment using blended, fortified foods. There is
now considerable research under way to investigate
whether alternative approaches to treatment may
be more effective. Moderate acute malnutrition
rates may also be significant in poor communities
even where there is no emergency but, given the
numbers of children affected, it is rarely possible for
health services to treat these children. The package
presented above focuses on preventing, rather 
than treating, moderate acute malnutrition in 
non-emergency settings.
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Delivery of the child hunger package requires
money and political commitment. In this chapter we
outline our estimates for the cost of the package
and in the next chapter we set out the arguments
for increased political commitment.

We estimate the cost of the package to be about
US$127 (range 62–239) for each child under two
years and US$47 (range 17–105) for each pregnant
woman per year (see Table 5 below). These are 
not the additional costs but the total cost, before
existing spending and existing coverage of package
elements are taken into account. However,

coverage of many elements of the package is
currently very low, with the exception of vitamin A
supplementation.114 These costs should be seen 
as a front-loaded investment in a child’s life which
sets them on course for the future. Returns on 
this investment are seen throughout the rest of 
the child’s life, through reduced pressure on health
services, better performance in school and greater
economic productivity in adult life. For the eight
focus countries the total cost is US$8.8 billion per
year. This equates to an average of 1.63% of GDP 
for the eight focus countries, excluding DRC (see
Table 6 on page 26).

25

3 The price tag

Table 5: Annual costs of nutrition package per child under two and per pregnant woman

Cost (US$) Cost range (US$) Sources of data

7 breastfeeding contacts, mass media and 
nutrition education on complementary feeding 18.0 16–20 115, 116, 117, 118

Micronutrient supplementation – vitamin A 0.6 0.5–0.75 119, 120, 121, 122

Micronutrient supplementation – therapeutic zinc 1.6 1.6–1.6 123, 124

Micronutrient fortification (home) 5.4 5.4–5.4 125

Child benefit 88 33–190 126

Treatment of severe acute malnutrition 13.4 5.7–21.1 127, 128, 129, 130

Total cost per child under two years 127 62–239

Micronutrient supplementation – iron/folate 4 1.1–11 131, 132, 133, 134, 135

Maternity benefit (PPP) 43 16–94 136

Total cost per pregnant woman 47 17–105

Note: The methods for these estimates can be found in the methods annex at www.savethechildren.org.uk/hungryforchange



Many governments are already funding some 
aspects of the package directly and often are 
funding the delivery systems required for certain
package components. Donor funding is currently
pitifully low for direct nutrition interventions and
contributes an estimated US$2 per child under 
the age of two for direct nutrition interventions 
in the 20 worst-affected countries.137 However,
donors are also investing considerable resources 
in social cash transfers, early warning systems and
agriculture. Although these investments may not 
be designed to reduce malnutrition, with minor
modifications they could have a considerable impact
on nutrition.

It should be noted that all costs given here are 
only very broad estimates. Costs vary hugely
between countries and depend on the systems
already in place for the provision of key services.
For example, in situations where micronutrient
supplements have been budgeted for and can be
easily provided through the health system, costs 
will be much lower than when supplements are not
covered in health budgets and a specific delivery
system has to be set up. In addition, methods for
estimating costs vary considerably in the published
literature. We try to capture this variation by
presenting large ranges around the estimates. For
most package components, these estimates are
based on published literature. For the cost of child
benefit and maternity benefit we use figures drawn

up by Save the Children.138 In these estimates, we
assume a transfer value per person sufficient to 
fill the gap between the average income level for
those individuals below the poverty line and the
US$1.25/day poverty line used as the poverty
indicator in MDG 1. These estimates were then
adjusted to give real values. For four countries,
assuming there are at least two transfer recipients
in a household, this level of benefit per transfer 
is sufficient to translate into the target range 
of 20–30% of household income (see Package
component 4). For the remaining four countries
(Bangladesh, Ethiopia, India and Vietnam) transfers
may need to be a little larger. We also assume in 
the costing that breastfeeding support and nutrition
education will be provided by the same system,
so we have not itemised these separately.

The costs of specific elements of the package are
similar to those recently estimated by the World
Bank.139 That package costs US$29 per child under
five, while our estimate is per child under two 
years. It does not include the cash transfer, which 
we have included, but does include food products
for the prevention and treatment of moderate
malnutrition. There are also some methodological
differences, but broadly our estimates are in line
with the World Bank’s.

Three components of the package not costed 
here are: improving the quality of investments 
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Table 6: Total cost of nutrition package 

Average annual cost % GDP
of package (2009–15)
US$ millions

Afghanistan 362 4.3

Bangladesh 648 0.9

DRC 963 10.8

Ethiopia 543 2.8

India 5,268 0.4

Kenya 430 1.8

Sudan 371 0.8

Vietnam 247 0.4

Total / average 8,831 2.8



in agriculture; Vulnerability Analysis systems; and 
the cost of deworming for children under two 
and pregnant women. We anticipate the cost 
of the first of these to be negligible. Information
systems are inexpensive when set against the 
costs of humanitarian response. For example, the
government of Ethiopia, in close collaboration with
implementing partners such as Save the Children
and FEG Consulting and with funding support 
from USAID and other donors, has constructed
during the past few years an early warning system
covering the whole country. Ethiopia is a large
country with considerable variations in climate 
and livelihoods, and an understanding of both 
of these is necessary in order to assess how 
shocks may affect the approximately 82.5 million

people. Investments totalling US$1.8 million 
per annum during the previous four years have
provided for the development of a new system of
early warning that informs the government and
humanitarian community. A breakdown suggests 
the system costs just over two US cents per 
person per year and represents only 0.04% of 
total humanitarian funding (taking the average of
humanitarian funding in 2003, 2005 and 2006).
Running costs will decline gradually, once 
the start-up investments in human capacity,
communication and 150 livelihood baselines 
have been made. Finally, at present there are 
no operational cost data for deworming among 
the under-twos and pregnant women.140
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The proposed package, if fully implemented,
promises to make significant gains in improving
birthweight, breastfeeding rates and the quality of
young children’s diets. The key question is how to
make this happen? There are four reasons why
reducing malnutrition is a political imperative.

First are the economic rewards. Globally, it is
estimated that the direct cost of child hunger 
and undernutrition is between US$20 billion and
$30 billion per annum.141 Chronic malnutrition
affects physical growth and brain development 
and stunted people have been estimated to have 
an average yearly income deficit of almost 20%
compared with their non-stunted counterparts.142

The economic impact of undernutrition is also
significant at country level, leading to losses in 
GDP running as high as 3–6%,143 caused by lower
productivity and income. It’s worth noting that the
most expensive component of the package – the
social cash transfer – has also been shown to 
deliver a high return on investment. In South Africa,
the government’s generous child support grant
delivers a rate of return that is 160–230% greater
than the cost of the grant, through the value of
recipients’ increased earnings.144

The Copenhagen Consensus 2008 – which is the
work of eight of the world’s most distinguished
economists, including five Nobel laureates – listed
combating malnutrition as the best development
investment. They came to this conclusion after
considering investments across ten different areas,
including global warming, education, disease and
trade. Specifically, the provision of vitamin A and
therapeutic zinc to 80% of 140 million children

under the age of two in developing countries would
cost just US$60 million per year, according to the
analysis, but would yield annual benefits of more
than US$1 billion. This means that “each dollar 
spent on this micronutrient programme would
create benefits (eg, better health, fewer deaths,
increased future earnings, etc) worth more than 
17 dollars”.145

Second, nutrition commitments can help money 
go further and in an economic downturn this 
makes good sense. Many existing investments in
agriculture, social protection, gender and health 
have huge and possibly unrealised potential to
reduce malnutrition. With minor adjustments in
design, programmes could achieve results without
discernible impacts on their original objectives.
At the same time, if women and children were
better nourished, progress towards all the MDGs
would be faster. In this sense, nutrition investment 
is a foundation for development. Better nutrition
improves school outcomes, reduces child and
maternal mortality and improves the effects of 
anti-retroviral therapy for people living with HIV
and AIDS, thereby making investments in MDGs 2,
3, 4, 5 and 6 go further. So there is a virtuous circle
where reorienting investments at relatively low cost
could achieve a greater impact on nutrition as well
as making investments in key basic services more
effective in the long run.

The third reason is that good governance attracts
external support. High levels of chronic malnutrition
are an indictment of the quality of governance.146

Malnutrition rates are not only an objective
measure of progress in development, able to 
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reflect investment in a variety of sectors, but 
they also indicate whether the poorest families 
are being reached and therefore whether an
equitable development agenda is being pursued.
Countries demonstrating good governance are 
firm favourites for bilateral and multilateral donor
support; thus, improvements in nutrition could
potentially trigger greater international support.

The fourth reason for political commitment to
reducing malnutrition relates to political stability
and state responsibility. In 2008 food riots broke out
in many cities across the world because prices rose
beyond people’s ability to cope. These uprisings
were a strong manifestation of governments’ failure
to take the necessary actions to prevent a human-
made crisis. The right of all people to be free from
hunger and to have adequate food is enshrined in
the International Covenant on Economic, Social 
and Cultural Rights (ICESCR) and the 1989 UN
Convention on the Rights of the Child. Human
rights are not optional. States’ ratification of human
rights standards, such as the ICESCR, imposes legal
obligations on them and makes them accountable
for respecting, protecting and fulfilling human rights
set out in those legally binding instruments. In
December 2008, an Optional Protocol to the
ICESCR was unanimously adopted by the UN
General Assembly. If ratified by ten states, the
Committee on Economic, Social and Cultural Rights
will be able to receive and consider communications
from victims of rights violations who are not able to
get an effective remedy in their domestic legal
system, and will provide them with an avenue to get
redress. The right to food, championed by the UN
Special Rapporteur on the Right to Food, has gained
unprecedented momentum and has become central
to the policy response to food insecurity.

The lack of serious action by governments and 
their failure to deliver on their commitments have
led to the creation of a new campaign, led by civil
society organisations (CSOs). The campaign aims 
to raise the level of government commitment and
accountability on hunger and malnutrition. It is
calling on governments to sign a country-specific
Declaration of Commitment on the eradication 
of hunger and malnutrition by 2025 at the latest.

Getting the institutional 
structures right

Once a government has decided to make
malnutrition reduction a top priority there is a
further challenge to getting the desired results.
The package presented in this report would
normally be delivered by a range of line ministries.
Malnutrition is typically everyone’s business, but no
one’s responsibility. With responsibilities shared
across a group of ministers there is a danger that 
no one ensures progress is made. One possible
model (Figure 9, page 30) places the leadership at
the heart of government in the president’s office,
with clear lines of responsibility within relevant 
line ministries. A similar model has been followed 
in Madagascar, where a National Nutrition Office 
has been set up to coordinate efforts to combat
malnutrition. This office is overseen by a National
Nutrition Council, which is chaired by the 
prime minister.

There must also be initiatives (funded by
government, donors and CSOs) to build national
political momentum in the fight against hunger 
and malnutrition in children, in order to create 
an environment in which institutional change and
resource mobilisation is possible. These initiatives
should include champions at the highest level of
political leadership and national alliances of CSOs
and UN agencies to work with government to 
agree priorities and push for rapid progress.

While it is important that governments get the 
right structures in place to deliver fast reductions 
in malnutrition, international agencies must do
likewise. One of the reasons for the painfully 
slow progress in reducing malnutrition has been 
the fragmented and dysfunctional nature of the
international system. Although there are a number
of initiatives that have the potential to raise the
profile of nutrition at country and global levels,
there is no functioning mechanism for coordinating
all UN agencies, and none of these initiatives yet
commands real political attention. As is the case
with national government structures, there needs to
be a global mechanism for ensuring that nutrition
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becomes a political priority for all governments 
and that international assistance is provided in a
manner that complies with the Paris Declaration 
on aid effectiveness. Nutrition priorities must be
well integrated into efforts to address global food
insecurity and health.

Human resources are crucial

The final challenge in translating commitments 
into real changes in children’s nutritional status,
is securing the human capacity needed to get the
job done. This capacity may be found in local
communities themselves, local authorities, health

service staff, social welfare staff, NGO and UN
programme staff or private sector employees.
However, there is a scarcity of people who
understand the threats to good nutrition and have
the skills to design and run effective strategies to
tackle them. Half of the 20 countries that have 
80% of the world’s stunted children reported having
minimal or no high-quality training in nutrition
available in national institutions.147 However, it’s 
not just nutritionists who are needed; we need
agriculture specialists, social workers, social policy
experts and health service providers who can 
orient their work towards improved nutrition. This
gap must be urgently addressed by national and
international institutions if progress is to be made.
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Note:

President’s Office – coordinates action and ensures progress is made

Central Statistics Bureau – monitors results

Ministry of Agriculture – responsible for agriculture programmes that maximise nutritional impact;
a disaster early warning system; micronutrients fortification

Ministry of Health – responsible for micronutrient supplementation; breastfeeding support;
nutrition education; policies to support breastfeeding; treatment of severe acute malnutrition

Ministry of Gender/Children – assists with design of agriculture and social welfare programmes to
maximise positive impacts on women and children

Figure 9: Model for top-level leadership and coordination on nutrition
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Building on success in the eight 
focus countries

Although the task of getting malnutrition reduction
back on track presents a considerable challenge,
we’re not starting from scratch. There is much to
build on.

Afghanistan

In Afghanistan, there are therapeutic feeding units
for acutely malnourished children in most of the
provincial hospitals. These could provide the
institutional basis for much wider scaling-up of
treatment of acute malnutrition in the community.
The World Food Programme is embarking on a 
pilot cash transfer programme for families living in
Kabul. This would provide an excellent starting
point for considering wider coverage of a cash-
based safety net. The low rates of exclusive
breastfeeding are a major concern and acute
malnutrition of children under the age of six 
months is common in Afghanistan. In the context 
of extreme resource constraints, more support for
breastfeeding could be the most cost-effective 
start to tackling the nutrition problem.

Bangladesh

In Bangladesh, there has been considerable progress
in improving access to zinc supplementation
through the SUZY programme and the country 
has also achieved extremely high vitamin A
supplementation coverage. Bangladesh is one of
three countries (Ethiopia and Vietnam being the
other two) where a Gates-funded programme
(‘Alive and Thrive’) will focus investment on scaling
up support to breastfeeding and complementary
feeding. Bangladesh also has a whole range of safety
net programmes run by government and NGOs,
and considerable effort is being put into making
micronutrient powders available. Building on these
successes, steps should be taken to identify and fill
gaps in the ability of programmes to provide safety
nets specifically for supporting the diets of children
under 24 months and pregnant women, and also to
ensure that safety net assistance actually reaches 
the poorest families.

Democratic Republic of Congo

In DRC, the work of the ProNaNut, the nutrition
wing of the Ministry of Health, provides an excellent
basis for expanding the treatment of severe acute
malnutrition into the community. The network of
Relais Communautaires has a potentially important
role to play in this, as well as in the provision of
breastfeeding support, provided their staff can be
adequately trained and remunerated. The level 
of vitamin A coverage is low, and priority given 
to investment in increasing this level would be 
highly cost effective.

Ethiopia

In Ethiopia, which has the largest hunger safety net
programme in Africa, there is much good work to
build on. Given the huge potential of the PSNP
(Productive Safety Net Programme) to help families
to afford a better-quality diet for pregnant women
and children under the age of two, Ethiopia has a
ready-made system that could be harnessed to
dramatically improve complementary feeding and at
the same time demonstrate real leadership across
the region. For this to happen, the size, content and
targeting of PSNP transfers must be considered,
in addition to links to complementary nutrition
services, to maximise nutritional impact. The
National Nutrition Strategy (NNS) is overseen 
by the Federal Ministry of Health. Progress has 
been made since its launch last year, including the
formation of a National Nutrition Co-ordination
body (which includes representatives from a
number of ministries). However, in order to
maintain momentum, a nutrition champion is
needed at the highest political level. This is also
needed to ensure effective co-ordination and
implementation of the National Nutrition
Programme. All major donors to nutrition in
Ethiopia are funding their own vertical programmes
and some are also funding the NNS. If there is to 
be major progress on reducing malnutrition, it is
essential that donors align their resources behind 
a single government plan rather than tackling 
the problem in a piecemeal, uncoordinated and
potentially duplicative and competing manner.
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India

In India, there are many initiatives in place which
could accelerate progress in reducing malnutrition 
if only their potential could be realised and
translated into concrete action at local level. The
Prime Minister has set up a Council on Nutrition
and also has agreed to a doubling of funding for the
Integrated Child Development Service (ICDS). The
Finance Minister, Pranab Mukherjee, in his recent
2009/10 Union budget speech, stated:“By March
2012, all services under ICDS would be extended,
with quality, to every child under the age of six.” 
In 2008, a Coalition for Sustainable Nutrition
Security was formed, bringing together private and
public sector leaders to push for faster action to
address malnutrition. Tamil Nadu state has recently
taken a very significant step in providing a cash 
grant to pregnant women in the last trimester, and
to cover the first three months after birth. This
provision has now been included in the federal 
11th five-year plan and is likely to be rolled out to
other states. The experience could be extremely
useful for other countries with high rates of low
birthweight and malnutrition. In addition to all these
new developments there is a whole range of safety
net programmes in place that could contribute to
malnutrition reduction if they were implemented
comprehensively and reached the poorest. In India,
the key barrier to progress is not necessarily
insufficient resources or top-level commitment,
but weak nutrition governance at local, state and
national levels, poor coordination across ministries
and a lack of capacity to translate policies into real
changes in the lives of the poorest children.148

Kenya

In Kenya, as in Ethiopia, large-scale social transfer
programmes are getting under way and have huge
potential to reduce malnutrition and protect
children from seasonal nutrition shocks. The
government’s 2008 Child Survival and Nutrition
strategy proposes lactation management centres 
for five provincial hospitals which could provide 
the starting point for much wider expansion of
breastfeeding support for mothers, which is urgently
needed, given Kenya’s extremely low exclusive
breastfeeding rates.

Southern Sudan

The government of Southern Sudan’s Ministry 
of Health, backed by UNICEF and other partners,
has recently unveiled a programme to reduce 
child and maternal mortality using the Accelerated
Child Survival Initiative (ACSI). ACSI delivers an
integrated package of life-saving services including
polio and measles vaccination, deworming, provision
of vitamin A supplements and anti-malarial mosquito
bed nets, along with the promotion of good health
practices such as breastfeeding and hand-washing,
which is aimed at ensuring increased benefits for
children under five. Frequently in Southern Sudan
there are seasonal and predictable emergency
situations followed by crisis assessment and a
delayed response. There has been very little
progress in moving policy responses forward to
tackle predictable problems in a systematic manner
and at a structural level. Part of the solution involves
tackling the economic difficulties households face 
in getting access to nutritious food. There needs to
be a more sophisticated approach to protecting 
the poorest and most food-insecure, using safety
nets in the form of predictable cash transfers 
that can be used to improve dietary diversity and
increase food consumption. Save the Children has
moved ahead with an innovative cash transfer
programme in northern Bahr el Ghazal to
demonstrate that cash interventions can improve
access to more nutritious food. Learning from the
project will be used to foster a debate on social
protection measures and policies.

Vietnam

In Vietnam, significant progress has been made over
the last two decades in reducing acute malnutrition
and in delivering essential services, including 
the provision of vitamin A supplements. The
government has now shifted attention to the
persistently high rates of stunting, and the National
Institute of Nutrition is currently finalising the 
Plan of Action to Accelerate Reduction of 
Stunting (PAARS). This plan will target pregnant
women and children under two and build on the
recommendations made in The Lancet nutrition
series. The prevalence of stunting is highest among
children from the poorest communities, and the
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quality of diets remains a problem. These efforts
need to be further strengthened by looking at how
existing social protection mechanisms and food
production initiatives can be better directed to
improving nutrition, particularly for the poor.
Although the PAASR does mention the importance
of cross-cutting issues such as poverty reduction 
and improving food production, the vertical 
nature of the line ministries in Vietnam can make 
it difficult to develop integrated programmes. Thus
representation and coordination of nutrition across
ministries will need to be improved, particularly at

provincial level. Increasingly, it is at this level 
where the majority of planning and budget
allocation takes place, so the best opportunity 
for intersectoral integration is through the annual
provincial-level planning processes. A major
outstanding challenge in Vietnam is to achieve 
better regulation of the promotion of infant
formula. Although the International Code is law in
Vietnam, it is still not being enforced and additional
support is needed to do so. Unless this happens,
investment in breastfeeding promotion will be
seriously undermined.
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Malnutrition is widespread, affecting one in three
children in developing countries. The nutrients that
prevent it are found in many readily available foods
including eggs, milk, fish, meat and oil. However,
millions of pregnant women and children under 
two years of age do not get these foods in the
quantities needed and the consequences are
permanent, leading to cognitive impairment,
stunting and death. The critical 33-month period
when a lifelong difference can be made to a child’s
nutritional status is both a blessing and a curse.
If missed, another generation of children, if they
survive, bear the scars into adulthood. If targeted,
results are immediate and progress can be quick 
and easily measured. In this report we present a
package of actions which, if implemented fully,
could make a dramatic impact on the ability of
pregnant women and children under two to get a
nutritious diet. The political will is all that’s missing.

There is a strong case for investing in nutrition:
it produces results in the short term, has 
long-term impacts on the economy and helps to
make investments in other sectors go further.
Nevertheless, nutrition is typically accommodated 
in a strategically weak part of the ministry of 
health. It is rarely considered as an investment
opportunity for national growth and prosperity.
These investments build a future generation of
children who survive, who are better able to learn
in school and who grow into adults who can be
productive workers and effective parents.

There are six years to go before a final judgement is
made on whether or not MDG 1 is reached. New
political energy is in abundance as new factors have
converged: hunger is a higher political priority and

the science and the solutions have become clearer.
MDG 1’s target for the proportion of underweight
children could be achieved and the lives of three
generations of two-year-olds could be transformed.
To do this:
1. Governments of the 36 countries with the

highest levels of malnutrition must seize the
hunger and child survival agenda, assign top
political leaders to oversee it and ensure that 
a coordinated effort across line ministries is
achieved. Malnutrition reduction, on the scale
and in the time frame required, will never be
achieved if it is seen as solely the job of the
ministry of health. Governments in donor and
severely affected countries should support the
development of country-specific Declarations 
of Commitment on the eradication of hunger
and malnutrition by 2025.

2. Citizens of these 36 countries must form a 
much stronger and more effective lobbying 
force to push for faster, evidence-based 
action. They should engage in a collective 
and international civil society campaign to
eradicate hunger and malnutrition and to 
hold governments to account. Donors must 
fund this work where needed.

3. The World Bank and UN agencies that work on
nutrition must agree to coordinate their efforts
and maximise the comparative advantages of
each institution. The nutrition sector is currently
cluttered with multiple initiatives, none of which
is succeeding in pushing nutrition up the political
agenda. These initiatives must add up to greater
impact rather than cancelling one another out.
At individual country level, international 
agencies must align themselves behind a 
single government plan.
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4. Malnutrition reduction must be a priority 
for the International Health Partnership, future
partnerships on agriculture, food security and
nutrition, and any new funds for scaling up safety
nets and social protection. These initiatives and
funds must translate into effective, coordinated
action at country level, and changes in the
numbers of underweight children, particularly
among the poor, should be a key measure 
of progress.

5. National and international systems for
monitoring the food security and nutrition
situation must be improved. We need to know
how the diets and nutritional status of young
children are being affected by global events in
time for action to be taken quickly, rather than
years after a crisis has occurred.

6. The private sector must play a crucial role in
supporting the development of nutrient-rich

products that treat and prevent malnutrition,
and work with public sector agencies to ensure
that these are accessible to the poorest women
and children. They must also make sure that the
promotion of their products avoids contributing
to low breastfeeding rates or to the double
burden of malnutrition and obesity.

7. Bilateral and multilateral donors must prioritise
and scale up funding to the countries with the
highest burden of malnutrition and prioritise
actions that target the critical 33-month period.
They must work together to ensure that
nutrition becomes an international political
priority. They should ensure that no credible
government plan to reduce malnutrition fails
through lack of funds. They should also invest 
in mechanisms to further expand the evidence
base on strategies to tackle stunting.
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