8. Conclusions and Recommendations

THE SCALE AND NATURE OF THE
MALNUTRITION PROBLEM

oth under- and overnutrition and micronutrient

deficiencies occur in Asia. Undernutrition,
characterized by low birth weight, stunting, and
wasting during early childhood, and vitamin and
mineral deficiencies throughout the life cycle, is found
in all countries, but particularly in South Asia:
Bangladesh, India, Nepal, and Pakistan. Malnutrition
in mothers is passed on to their children in a vicious
cycle of undernutrition.

The undernutrition numbers are shocking (Table
8.1). One in five babies from the South and Central
Asian subregions has low birth weight at term. For the
Asia and Pacific region as a whole, about 4 in 10 infants
are stunted. In this region, apart from the PRC, about
7 in 10 preschoolers and almost 8 in 10 pregnant
women are anemic. More than one third of the Asian
population is iodine deficient, with a similar proportion
being deficient in Vitamin A.

Overnutrition is also found in all countries, but
mostly in upper-low-income and middle-income
countries such as PRC, Indonesia, Philippines, Sri
Lanka, and Thailand. Overnutrition is characterized
by diets that are poorly balanced, high levels of

overweight in children and adults, low levels of
exercise, and high levels of diet-related chronic
diseases such as coronary heart disease, diabetes, and
hypertension. In PRC, Indonesia, and Philippines,
about 3 in 10 individuals are overweight. In Malaysia
and the Kyrgyz Republic, this ratio is a little higher,
1 in 3.

In most countries, both phenomena exist,
sometimes in the same household (e.g., PRC,
Indonesia, and Kyrgyz Republic). In Indonesia, almost
1 in 10 households has both underweight and
overweight members. The strong emerging evidence
that fetal and infant undernutrition paves the way for
overnutrition later in life only strengthens the
argument for intervening positively as early in the life
cycle as possible.

The human costs of malnutrition are high: death,
illness, mental impairment, pain, and humiliation.
Some estimates, as noted in Chapter 7, suggest that
malnutrition contributes to half the global burden of
disease. The economic costs are also high via reduced
educability (including cognitive underdevelopment,
later entry into school, and a lower ability to learn in
school) and a reduced capacity to do physical work.
Conservative estimates of foregone GDP are in the
range of 5 to 10 percent.
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Table 8.1 A Profile of Malnutrition in the Region

Grouping 1 Eastern Asia South Central Asia South-Eastern Asia Source
(UN Population PRC; Korea, Rep. of; Afghanistan, Brunei Darussalam, ACC/SCN-IFPRI
Groupings) Macau, PRC; Bangladesh, Bhutan, = Cambodia, East (2000, p.83)
Mongolia; Korea, India, Iran, Timor, Indonesia,
DPR of Kazakhstan, Kyrgyz Lao PDR, Malaysia,
Rep., Maldives, Myanmar,
Nepal, Pakistan, Sri Philippines,
Lanka, Tajikistan, Singapore, Thailand,
Turkmenistan, Viet Nam
Uzbekistan
Low Weight at Birth 1.9 20.9 5.6 ACC/SCN-IFPRI
(full term) (2000, p.4)
(% IUGR-LBW) 31.4 43.7 32.8 ACC/SCN-IFPRI
Stunted Preschoolers (only PRC in1992) (2000, p.8)
(% stunted in 2000)
Wasted Preschoolers 3.4 15.4 10.4 ACC/SCN-IFPRI
(% wasted in 1995) (2000, p.11)
Overweight Preschoolers 4.3 2.1 2.4 ACC/SCN-IFPRI

(% >2 SD WH )

(2000, p. 102)

Grouping 2

Western Pacific

South-Eastern Asia

Source

(WHO Groupings)

Anemic Preschoolers (%)

Anemic Pregnant
Women (%)

lodine Deficiency
Disorder (% population
at risk)

Total Goiter Rate (%)
Subclinical Vitamin A

Deficiency (% of
preschoolers)

Overweight
(% of population
BMI>25)

Cambodia, PRC, Fiji
Islands, Lao PDR,
Malaysia, Mongolia,
Papua New Guinea,
Philippines, Viet Nam

~21
~41
31
8
PRC 18
Philippines 10
PRC ~12.5
Malaysia ~ ~27
Philippines ~14
Viet Nam ~1.75

Bangladesh, Bhutan,

India, Indonesia,

Maldives, Myanmar, Nepal, Sri Lanka,

Thailand

(Pakistan classified as in E.

Mediterranean)

~65

~78

41

12 (44 for Nepal)

50 (Pakistan)

~14
~34

Indonesia
Kyrgyz Rep.

(classified as in Europe)

ACC/SCN-IFPRI
(2000, p.103)

ACC/SCN-IFPRI
(2000, p.25)

ACC/SCN-IFPRI
(2000, p.26)

ACC/SCN-IFPRI
(2000, p.28)

ACC/SCN-IFPRI
(2000, p.28)

ACC/SCN-IFPRI

(2000) as cited in
Allen and Gillespie

(2001)

Popkin, Horton,
and Kim (2001)

Continued next page
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Table 8.1 (Cont.)

Lower Low Small Source
Grouping 3 Middle Income Upper Low Income Income Islands
(Popkin, Horton, and  Malaysia, Philippines, PRC, Indonesia, Bangladesh,
Kim 2001 Groupings) Thailand Sri Lanka Bhutan,
Cambodia,
India, Kyrgyz
Rep., Lao
PDR,
Mongolia,
Nepal,
Pakistan,
Papua New
Guinea,
Viet Nam
Trends in National Popkin, Horton,
Food Supply and Kim (2001)
Cereals Static Static Up Down
Animal Fat Up Up Up Up
Vegetable Oils Up Up Up Up
Dairy Strong growth Up Up Static
Added Sweeteners Strong growth Slow growth Slow growth Static
Vegetables and Static Strong growth Slow growth Down
Fruits

Note: BMI = body mass index; IUGR = intrauterine growth retardation (or approximately low birth weight at term); LBW = low birth weight at or

before term; SD = standard deviation; WH = weight for height.

DIRECT ACTION TO REDUCE
MALNUTRITION

Much is known about how to combat the different
forms of malnutrition found in the region. Efficacy
trials tell us what can work under controlled
conditions, and effectiveness trials tell us what works
under real-life conditions. The interventions, when
they work, produce benefit-cost ratios (at a 12 percent
discount rate) that are competitive with other
investments: in the range of 4 to 8. When discounted
at the more appropriate social sector rate of 3 percent,
the benefit-cost ratios are much higher. The rationale
for public investment in overcoming malnutrition is
strong: various market failures make it impossible for
the market to deliver the necessary inputs to overcome
malnutrition, especially for the poor. The human
rationale for investing in nutrition is equally
compelling: food and nutrition are recognized as
fundamental rights in the United Nation’s Universal
Declaration of Human Rights.

Why then, does malnutrition persist in the region?
One major reason is that not enough resources are
put into the interventions that we know will work to
reduce malnutrition (Table 8.2). Community-based
nutrition interventions that stress behavior change in
the areas of infant feeding, hygiene, and other forms
of care provision to children and their mothers are
known to work. Micronutrient programs such as
fortification and supplementation also have been
shown to be cost effective.

The menu of effective direct action is clear. For
children, this includes growth promotion (comprising
growth monitoring, protection and promotion of
breastfeeding, and the promotion of appropriate
complementary feeding practices);
management including feeding during and after
diarrhea and oral rehydration therapy; micronutrient
supplementation including vitamin A megadoses for
children from age 6 months, and possibly iron
supplements where anemia is prevalent; the promotion
of consumption of iodized salt; deworming; and

disease
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Table 8.2 Direct and Indirect Actions to Reduce Malnutrition

Objective Direct Intervention Indirect Actions
Improving Target supplements to undernourished women; Improve the status of women to
Pregnancy preconception weight <40-45 kg, or low attained lower age at first marriage
Outcome weight during pregnancy; low body mass index or

Improving Child
Growth

Preventing and
Treating Anemia

height are less useful indicators.

Third trimester is most effective to improve birth
weight, but intervene as soon as possible, and for as
long as possible.

Provide energy or encourage consumption of more of
normal diet (if protein intake is adequate).

Improve dietary quality and provide multiple
micronutrients.

Provide iodine in areas with endemic deficiency.
Other risk factors for low birth weight are young
maternal age at conception, so target interventions at
those still growing.

Improve breastfeeding with exclusive breastfeeding for
six months.

Continue breastfeeding during complementary feeding.
National and international guidelines are needed on
complementary feeding; when, what/dietary quality,
how much, micronutrients?

Energy intake improves weight, not length. Increases in
energy density are most often needed (via reductions in
water content of food).

Protein: extra intake usually has limited benefit.

Animal sources: dried skim milk improved growth in 12/
15 trials, but fewer showed impact from fish and meat.
Micronutrient fortification of cereal staples is important.
Multiple micronutrient supplementation is promising.

Pregnancy

Iron supplements increase maternal hemoglobin and
iron status and increase infant iron status for six months
after birth.

No conclusions are available on benefits of iron for
maternal and infant health and function.

Daily (as opposed to weekly) iron supplements during
pregnancy are more effective.

Infancy

Supplement all low-birth-weight infants with iron from
two months.

Other need for iron supplements is uncertain (cutoffs?
morbidity? benefits for function?).

Children

Daily or weekly iron supplements give improved mental
and motor function.

Adults

Iron supplements improve work performance even for
iron deficiency/mild anemia, and tasks with moderate
effort.

Increased ascorbic acid from local foods is not effective.
Iron fortification of wheat (Venezuela), salt (+iodine in
India), and dry milk (Chile) is effective.

Microcredit, targeted to women
More emphasis on education of girls

Improve maternity benefits

Agricultural research more focused
on diet quality and nutrition
outcomes

Agricultural production systems more
in tune with child care needs

Improve water, sanitation, and health

service delivery (better quality, better
targeted)

Agricultural research more focused
on diet quality and nutrition
outcomes

Improve status of women for
improved intrahousehold food
distribution

Improve legislation for fortification

Improve technology for fortification

Continued next page
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Table 8.2 (Cont.)

Objective

Direct Interventions

Indirect Actions

Preventing and
Treating Anemia

Preventing and
Treating lodine
Deficiency

Preventing and
Treating Vitamin A
Deficiency

Preventing Diet-
related Chronic
Disease

NaFeEDTA (an iron fortificant) shows good potential and
increased iron status when added to salt, soy sauce, etc.
Multiple micronutrients may be more effective.

Plant breeding for iron-dense cereals shows some
promise, but awaits efficacy and effectiveness trials.
Food-based solutions cannot rely on plant sources—
animal sources are critical.

Salt iodization is crucial.

Prevent cretinism by iodine to the mother during first
trimester but no later than second trimester.
Supplementation late in pregnancy may improve infant
function.

It is not clear whether iodine supplementation in
deficient children improves cognition or growth.
lodized oil to six-week-old infants reduces mortality in
first two months by 72%.

Pregnancy

Low-dose vitamin A or beta-carotene supplements in
pregnancy decrease maternal mortality by 40%; also
increase hemoglobin

Infants and Children

High-dose maternal supplementation at birth followed
by breastfeeding leads to a 64% reduction in mortality
in under-12 months, 23% reduction in mortality in 6-60
month age group and major reduction (40%) in HIV
mortality.

Supplementation can also increase growth of
malnourished children.

There is an urgent need to (1) accelerate food
fortification and (2) improve the availability of vitamin
A-rich foods.

Continue approaches using genetic modification, but
with appropriate safety standards.

Mass media may be able to play a role in nutrition
education, but there is not enough experience of what
will work in Asia.

Dietary Guidelines to shift the diet explicitly toward
healthy components are useful, but difficult when large
pockets of undernutrition coexist; the PRC is a good
example.

Food processing modifications, (e.g., changes resulting
in differing fat absorption) by shifts in breeding,

feeding, and market-trim practices in the livestock sector

can contribute to lower levels of fat in meat over time.
School-based initiatives offer important possibilities for
improving diet and activity patterns; however, few
initiatives have made a marked improvement in this area
and surprisingly few have been carefully evaluated.

Note: BMI = body mass index

Improve legislation for fortification

Improve legislation for fortification

Agricultural research to be more
focused on diet quality and nutrition
outcomes

Improve status of women for
improved intrahousehold food
distribution

Food price policy to encourage the
consumption of healthier foods

Regulation: little used in Asian
countries relative to nutrient content
of the diet
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targeted food supplementation, where found to be
relevant, feasible, and cost effective.

For women, activities within ante- and postnatal
care strategies comprise tetanus toxoid immunization,
micronutrient supplementation (including iron and folic
acid tablets for pregnant women and possibly a
postpartum vitamin A megadose where vitamin A
deficiency is known to be a problem), iodized salt
consumption, food supplementation during pregnancy,
malaria chemoprophylaxis in endemic areas, and
reproductive health education including the need to
delay conception until after adolescence and ensure safe
birth intervals.

While this represents the menu, the choice is
context specific. The optimal mix of actions should
derive from an understanding of the nature, distribution,
and causes of the problem and the existing context
including infrastructure, resources, and capacity for
implementation. Some prioritizing will be required
initially with regard to population target groups and the
mix and phasing of actions. Under-two-year-old
children and pregnant women are priority groups within
the life cycle. As well as targeting, significant coverage
is required to achieve large-scale impact. And
intensity—or the concentrations of resources or person-
power per unit target group—is a fundamental issue,
albeit often neglected. Many programs in Asia have
failed because, in going for coverage without the
requisite degree of intensity, they are “spread too thin”
for impact.

Success in Asia has been demonstrated where
community-based programs are linked operationally to
service delivery structures, which are often village-based
primary health care outlets. Government employees at
such levels may be oriented to act as facilitators of
nutrition-relevant actions that are coordinated and
managed by community-based mobilizers, often
volunteers selected by local communities. The mobilizer-
facilitator nexus should be supported and managed by a
series of organizational structures from the grass roots to
national level, and underpinned by broad-based social
mobilization and communication strategies. Thailand has
led the way in Asia with regard to such community-
government partnerships.

Many of the generic lessons from past experience
with community-based nutrition programming relate
more to the way things were done, than to what was
actually done—more how than what. Both process and
outcome orientations have merit over different time

spans, but for maximum long-term sustainable impact
they need to be integrated. Community ownership and
empowerment are fundamental to success, both with
respect to means and ends.

For financing direct actions, rough estimates
presented in this report suggest that the cost of covering
the unmet direct nutrition needs of children in the region,
with a leakage rate of 50 percent, is equivalent to between
1 and 8 percent of current public sector health budgets.
The diversion of a small amount of resources from less
effective food assistance programs through improved
targeting toward direct nutrition programs would have a
strong impact on the current generation of infants, and
on the infants they themselves will eventually parent.

But more than extra resources are needed. Where
there is little accountability to the local communities and
an absence of performance-related pay increases, the
incentives to improve program performance will be weak.
Even in the presence of sufficiently strong incentives,
good information as to the performance of interventions
may be missing. Sufficient levels of technical and
managerial capacity are also identified as key constraints.
Resources, information, and incentives will not be
sufficient in the absence of adequate capacity.

The emergence and articulation of a human rights-
based approach to nutrition action not only justifies but
implicitly demands such a focus on capacity. Malnourished
people are no longer seen as passive recipients of food or
health transfers, but rather as subjects of their own actions.
Moreover, the performance of duties relating to human
rights depends on capacities. Any duty-bearer, whether it
be the parent of a malnourished child or a national
government, cannot be held accountable for the realization
of that child’s right to adequate nutrition unless the
capacity exists for the duty to be carried out. A
fundamental purpose of development cooperation should
thus be to improve the capacity or capability (including
responsibility, motivation, authority, and resources) of the
duty-bearer to meet various obligations.

With regard to direct actions to combat
overnutrition in the region, it should first be emphasized
that an obvious arsenal of tested programs and policies
does not exist. Countries in the region are not ready for
large-scale massive program and policy initiatives to
combat diet-related noncommunicable diseases.
However, there is great urgency that such efforts begin.
Moreover, development of food and nutrition and health
policies for countries where problems of dietary excess
and deficit exist side by side represents a new and pressing
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Ability of Nature of Malnutrition Problem
Public
Sector Mainly Both Under-
to Address  Under- and over- Mainly
Malnutrtion nutrition Nutrition  Overnutrition
High Thailand  Korea, Rep of
Malaysia
Medium Viet Nam Philippines PNG
Rural PRC Urban PRC
Sri Lanka Indonesia
Low Bangladesh  Urban India
Cambodia Pakistan
Lao PDR Kyrgyz Rep.
Myanmar
Rural India
Nepal

Figure 8.1 Country Groupings to Guide Action

nutrition programs represent an affordable priority. Such
countries generally have levels of nutritional deprivation
that warrant direct forms of action. Moreover, such
programs have a role whether or not the underlying trend
is one of nutritional improvement. Underlying trends are
too slow to combat malnutrition in Asia within an
acceptable time (ACC/SCN-IFPRI 2000). An analogy
can be drawn with public health measures, which are

still essential even when health conditions are tending
to improve. Overnutrition is less of an immediate visible
concern for these countries currently, although the long-
term chronic disease risks imposed by low birth weight
provide even greater justification for a particular focus
on adolescents and young women in these countries.

In upper low-income countries (e.g., PRC,
Indonesia, and Sri Lanka), additional nutrition programs
are even more feasible due to improved capacity, but
not so universally needed because the problem is usually
less prevalent or less severe. The social and regional
targeting of well-organized and effective nutrition
programs should be increasingly attempted. Nutrition
programs in this group may also have important
beneficial interactions (through human capital
formation) with economic growth.

In middle-income countries (e.g., Malaysia,
Philippines, and Thailand), direct programs aimed at
undernutrition eventually merge with social welfare and
health services. They may not be such a priority for the
whole country, but will need to be targeted to reduce
disparity where it exists and buffer any social groups
marginalized during the growth process. As countries
industrialize, food becomes more accessible and health
care more extensive and of better quality; social welfare
and services and legislation become relatively more

Ability of Public

Nature of Malnutrition Problem

Sector to Address

Malnutrition Undernutrition

Overweight and Obesity

High .

Medium o
e Other food fortification

foods

Low .

* Breastfeeding promotion
* Iron supplementation
e Salt iodization

e Deworming schoolchildren

Targeted nutrition programs
Early childhood development
* National guidelines on complementary

e Community-based behavior change

Community-based behavior change .
e Safe motherhood: Strategies for LBW and
the nutrition of girls and women

¢ Vitamin A mass dose with immunizations

* Screening for high blood pressure

* National dietary guidelines

e Health “program” loans for policy
reform

* Efforts to address LBW and the
nutrition of girls and women

* Mass media campaigns for healthier
diets

School exercise and diet changes

Figure 8.2 Emphasis on Direct Interventions, by Country Typology
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Ability of Public

Nature of Malnutrition Problem

Sector to Address

Malnutrition Undernutrition

Overweight and Obesity

the poor

Low .
on improving availability of
micronutrient-rich foods

e AIDS prevention campaigns
e Improve safe water access

High e Improved crisis prevention, information * Changes in food processing
networks guidelines
Medium * Encourage network of community-based * Begin to develop health insurance

child care centers for poor mothers .
e Reform universal food subsidies to target

¢ Target microcredit at women
* Improve access to sanitation for poor

Agriculture and food price policy to focus *

* Greater access to education for girls

Develop data-collection capacity

Food price policy to focus on access
to fats and oil

Figure 8.3 Emphasis on Indirect Interventions, by Country Typology

important, and these may serve to buffer the nutrition of
vulnerable groups during economic shocks.

In middle-income countries and in some areas of
lower-income countries, overnutrition has emerged as a
significant problem alongside undernutrition. Here new
program approaches aimed at the preventative (e.g.,
monitoring blood pressure) and the promotive (e.g.,
improving diet and increasing exercise) need piloting. In
some cases, e.g., small island states such as the Fiji Islands
and Tonga, overnutrition, not undernutrition, is the
dominant public health problem.

The typology in Figure 8.1 can also be used to
prioritize actions at the indirect level as in Figure 8.3.
For undernutrition, there are a few very basic activities
that can be undertaken at lower levels of capacity, such
as HIV prevention, safe water access, greater access
to primary and secondary education for girls, the
abolition of state-sponsored discrimination against
women, and the development of agricultural price
policies that do not discriminate against
micronutrient-rich foods. At higher levels of capacity,
safety net programs that are flexible and monitoring
systems that are sustainable can be introduced. In
terms of overnutrition, the ability of food price policy
to modulate the fat content of diets must be explored,
while higher levels of capacity will be needed to
instigate meaningful health insurance and to instigate

legislation for food-processing standards that is
enforceable.

AN AGENDA FOR OPERATIONS RESEARCH

Throughout this report we have strived to indicate where
we feel that additional analysis and research would
facilitate the development of policies and programs that
would have a significant positive impact on the lives of
malnourished people. These areas are organized by direct
and indirect action and are summarized in Table 8.5.
In general terms, the challenge for the nutrition
research community is to do more work on interventions
in the field. This will mean a move beyond the
traditional units of observation (individuals and
households) toward (1) the behavior of agents such as
project managers, policymakers, and community health
workers; and (2) the organization of structures such as
NGOs, local government, nutrition projects, and
ministries of health. To do this, the community will need
to work more closely than before with disciplines that
are more familiar with the study of human behavior.
Why, for example, do some countries invest more in
nutrition than others? Why are some communities more
successful in reducing malnutrition than others using
the same (at least on paper) intervention? When is
capacity a constraint and how can it be relieved?
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Table 8.5 A Research Agenda for the Nutrition Community

Area Questions to be Addressed

General: Resources
and Capacity

What are the political considerations behind resource allocation to nutrition?
What are the medium-term returns to poverty reduction of public investments in nutrition

vis-a-vis other public investments in roads, education, agriculture, sanitation, etc.?

Exactly what proportion of developing country DALYs is due to malnutrition?

Why are the implementing agents of some nutrition projects more successful than others?
When is capacity a constraint to effective nutrition programming and what can be done to

relax that constraint?

What are the long-term consequences of fetal malnutrition?

Direct:
Undernutrition

A new generation of cost-effectiveness studies of direct interventions is needed.
Research is needed on the potential for mutually beneficial partnerships between the private

and public sectors, beginning with the under-researched areas of food fortification and
integrated water supply and sanitation.

Direct: Overnutrition

More pilot tests are required of approaches to communication and demand creation that have

been successful in developed countries.

Indirect:
Food Security

Can plant breeding be successful in increasing the micronutrient content of staple crops?
Can agricultural research resources be reallocated in a cost-neutral way to have a bigger

impact on nutrition via reductions in the price of micronutrient-rich crops?
Establishment of an Asian food security database is necessary. More work is needed on rapid

indexes of food insecurity.

An electronic library of evaluations of human development programs should be set up.
More work is needed on how food aid can be better used to set up flexible safety nets.

Indirect: Care and

Women nutrition determination.

There is a need for better quantification of care and its incorporation in economic models of

Can social networks ease the increasing nutrition tensions caused by the dislocation of

women'’s work and child care?

How different would sanitation and water systems look if viewed through a care lens?

Indirect: Water,
Sanitation, and
Health resources into health.

Underlying Trends

Better ways of targeting water and sanitation interventions should be sought.
More work is needed on why some health systems are more effective than others at converting

More work needs to be done on the determinants of and solutions to malnutrition in urban

areas. What is different and what is not?
How important is urban agriculture in Asia? Should and can it be made more important?
What kinds of decentralization are most beneficial to the malnourished?

WHAT DEVELOPMENT PARTNERS CAN DO

Many suggestions have been made here for cost-effective
action in terms of direct nutrition interventions and
indirect supporting actions against the backdrop of
evolving macrolevel conditions and processes. Obviously,
the ability of the broad nutrition community to effect
immediate change is strongest at the level of direct
nutrition intervention. Much needs to be done and can
be done at this level given modest amounts of additional

resources and due attention to capacity and incentives.
But what then are the roles of development organizations
such as the Asian Development Bank (ADB)? Six are
highlighted here.

Promotion and Support of Nutrition-relevant
Policies and Programs

First, there is a need for development agencies to provide
sustained support for appropriate policies and programs
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aimed at attacking the double burden of malnutrition in
Asia. The size of the problem and its massive
consequences demand this. But there is another
justification: applied science has clearly demonstrated
what works and why in different situations, so that a
strong regional impact is likely if this knowledge is brought
to bear in the form of concerted nutrition-relevant
policies and programs.

Actions are needed on two major fronts, direct and
indirect, both taking account of evolving contexts.
Development partners, including ADB, can use the menu
for action in this chapter, linking indirect and direct
options with levels of in-country capacity as starting
points in assessing their specific roles in policy and
program support.

Building Partnerships

As well as dealing with the nuts and bolts issues of
programming, regional nutrition advocates need to engage
more forcefully in the broader development debate by
forming strategic alliances with communities in agriculture,
health, education, industry, governance, trade, and
infrastructure. The same applies to development partners
such as ADB, as the effectiveness of regional support to
nutrition-improving country processes can be significantly
enhanced through forging active policy-program-research-
training networks and partnerships. The emerging role of
the private sector, particularly the food industry and the
international agricultural research network, should be
accentuated. Development partners like ADB can bridge
public-private sector initiatives with the needs and rights
of civil society.

As a regional organization, ADB is well placed to
play a lead role in forging international partnerships. For
a partnership to make sense, the whole needs to be at
least as great as the sum of its parts, and it needs to be
based on consensus—consensus first on the need to
prioritize malnutrition reduction throughout the life
cycle, and second, on the main lessons of past experience,
as encapsulated in this book, which point the way toward
more effective and more sustainable policies and
programs.

New forms of subnational partnership are required,
too, including partnerships between local governments
and community organizations, which worked so well in
Thailand, between governments and civil society, and
between the public and private sectors, particularly with
regard to micronutrient fortification.

Advocacy and Social Mobilization

Advocacy is both a necessary requirement for the
formation of relevant partnerships and an important
function of them. ADB and partners can make a powerful
contribution through its advocacy and support for
national ‘nutrition champions’, who actively engage in
the policy change and public sector reform processes. The
crux of a new advocacy strategy is that the widely
endorsed International Development Goals on poverty,
education, and health cannot be achieved and sustained
without a concerted attack on the pernicious life cycle
effects of different forms of malnutrition. Past definitions
of poverty, focusing as they did on household income,
tended to emphasize nutrition improvement as a
downstream bonus, a welcome outcome but not the main
one. Given the new paradigm of poverty as a lack of
capability, along with growing evidence of the
intergenerational drain on economic resources through
malnutrition, nutrition is clearly very much upstream—
a critical input into poverty reduction processes—as well
as an outcome. The ADB'’s new thrust on “develop a
child, develop a nation” clearly recognizes this.

The nutrition community, including nutrition-
friendly donors, needs to speak with one voice and be
more strategic in the use of opportunities created by the
changing development context. To do this, there has to
be better recognition of the fact that advocacy is not just
information dissemination. A greater understanding is
required of the values, interests, beliefs, and goals of all
stakeholders, including those of nutrition actors
themselves. Only through such a better understanding
of the political economy “black box” will the
opportunities for positioning nutrition effectively in the
new development arena become apparent.

Capacity Development

The importance of capacity development needs to be
recognized throughout. It should be integral to country
support, not something tacked on as a capacity-building
component. The review of nutrition-relevant capacity
in this book has led to clear recommendations for
development partners. The traditional project cycle,
predicated as it is on the assumption that solutions to
known problems can be fully determined at the outset
and that projects can be fully designed, costed in advance,
and successfully implemented to a fixed timetable, is not
well aligned with a learning-by-doing approach that is
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the foundation of true capacity development. Ongoing
decentralization processes further back the need to
provide more flexibility in planning.

Information for Action

The bedrock of capacity is information. Monitoring and
evaluation systems in past nutrition programs have tended
to be weak. It remains essential that appropriate
information systems be set up and supported to provide
relevant and timely information to those who can use it to
improve decisions leading to better actions and ultimately
impact. Key data empower decision makers—from the
mother discussing her child’s growth that month, to the
government official in the planning commission weighing
the costs and benefits of different options. Processes as
well as outcomes need to be tracked, and the strengthening
of such processes viewed as a fundamental indicator of
both quality and sustainability. One such process indicator
would be the degree to which capacity gaps identified in
the causal analysis are being closed. Donor performance
also needs evaluating from this perspective.

Nutrition data are inexpensive to collect and
nutrition indicators are reliable, sensitive, and timely
enough to be used for decision making. They complement
poverty measures and can be used for targeting and
designing programs, and for tracking progress of a
country’s poverty reduction strategy.

In recent years, ADB has played an important role
in gathering, generating, and disseminating useful
knowledge and experience on what works in nutrition.
Such a role of building the evidence base and
broadcasting success stories is extremely important in
fostering change.

Operations Research

With regard to research priorities, the focus needs
to be squarely on operations research. A decade ago, the
international community was charged with shifting the
emphasis from generating what and why knowledge about
nutrition problems and their causes to addressing
questions of “how” to deal with them. Such operations
research is fundamental to improved programs. As with
capacity development, it should not be thought of as an
ad hoc exercise, but rather as a fundamental component
of the management information system, and one that has
a clear budget line. While funds should be allocated to
support such research, the actual research questions will
only become known as the program evolves.

Overall, ADB and partners now have a major
opportunity to operationalize their emerging
commitment to nutrition in these ways. In so doing, they
could help pave the way to realizing the common vision
uniting all actors in these pursuits—that is, a world in
which children are no longer being born malnourished.



