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Achieving the Millennium Development Goals through
mainstreaming nutrition: speaking with one voice

At the most recent meeting of the Standing Committee on
Nutrition of the UN system in Geneva in March of this year
(2006), there was a dramatic shift in the tenor of the
opening plenary session. Three very high-ranking officials
of three of the largest implementing UN agencies (WHO,
UNICEF, World Bank), along with WFP and FAO,
produced - independently of one another — a clear,
consistent message focusing on the importance of
nutrition for development. In each case this was couched
within the comparative advantage of each agency.

It was also striking that none of the speakers came from
a background of nutrition training — one economist, one
public health physician, one health economist and one
development expert. All had been converted by enthu-
siastic nutrition colleagues within their particular agency,
and by long experience in many countries, and an
expanding evidence base. All referred to the same
evidence base — the Bellagio Child Survival Study
Group' and subsequent papers, published not in nutrition
or even public health journals but in medical journals (the
Lancet and the British Medical Journal in particular),
although the significance of this will not be discussed here.
But all were somewhat perplexed as to why nutrition
issues were not an automatic component of all national
health and development programmes, including within
each agency. They had clearly used their considerable
experience in the public sector to think this through,
especially the importance of having a common and
consistent message.

Another remarkably common theme from all these
speakers was the extent to which attainment of the

Millennium Development Goals (MDGs) is at the top of
their agendas and is now driving all programme planning
and implementation. The insight — known to all working
in nutrition and development — that reaching the MDGs
will require mainstreaming of nutrition interventions in at
least six of the goals and perhaps all eight* seems to have
reached a number of influential ears. Equally, all accepted
without question that national development does not
happen without improved nutrition and health and a
reduction in inequities; i.e. nutrition is not only an
outcome of economic development, but an essential input
to all such development. All of this raises a rephrasing of
the old question: when will nutrition stop being the
Cinderella of health interventions when it comes to global
funding priorities? Why, for example, is there no Global
Fund for broad-based nutrition programming?

A further striking commonality was that they came with
the same request to all those present, as well as to the
wider public health nutrition sector in general: agree on
terminology, agree on the same priorities and simplify the
message. They all promised that if these three things were
to happen, they would push nutrition programmes and
advocate for nutrition funding and programming within
their agencies.

Some may rightly say that nutrition is intrinsically more
complex than some other public health interventions such
as immunisation. The UNICEF conceptual framework is
widely accepted as the basis for the analytical framework
of nutrition problems and may be one basis for common
approaches, but with the increasing understanding that all
three groups of factors must be addressed: immediate
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causes, underlying causes and basic causes’, with the
reduction of poverty and inequities being an essential part
of the basic causes that need to be addressed. However,
although access to food, caring practices, health infra-
structures and the environment are considered as the
underlying causes of nutrition, very few studies have
investigated the relative importance of these factors in
both the short term and the long term. One of the few
multi-country studies which included various indicators as
proxies for the underlying factors showed that national
food availability and accessibility contributed significantly
to the variance in undernutrition of the population under 5
years of age®. The other three most important underlying
factors were women’s education, women’s status (relative
to men) and the health environment in which these
children were living®.

But there is also a danger in simplifying the message too
much: we end up at the lowest common denominator.
More in-depth studies at country level have shown that
particularly the non-grain food component of food
expenditure (usually nutrient-rich foods beyond the
reach of families living in poverty) was the main
determinant of differences in micronutrient status or
quality of the diet. For example, data from the
nutrition/health surveillance systems from Bangladesh
and Indonesia showed the impact of macroeconomic
changes on the rates of underweight and stunting
(Bangladesh) and on rates of micronutrient deficiencies
(Indonesia)>®. In the case of Bangladesh, the increased
production of rice as a result of new rice varieties and the
liberalisation of the market were responsible for a decline
of about 15-20% in underweight in children aged 6-59
months®. The Indonesian case study showed that the
urban poor were the hardest hit by the Asian economic
crisis’, unlike in Africa where the rural poor are those
being affected the most and where three-quarters of those
living in rural areas also live below the poverty line’.

However, health and nutrition professionals have
mainly based the effectiveness of their programmes on
short-term outcomes, e.g. vitamin A capsule programmes,
and have focused their nutrition interventions on the
immediate causes. In the case of nutrition this has tended
to be requesting support for micronutrient supplemen-
tation or fortification programmes. However, small
successful interventions, often supported by non-govern-
mental organisations, have repeatedly been shown to be
effective but they are rarely scaled-up sustainably. The
recent Child Survival interventions proposed by the
Bellagio Study Group' specifically stated that they referred
only to more proximal interventions, ones that could be
delivered through primary health-care clinics and com-
munity-based structures. Whilst these interventions are
crucial and will save many lives, we know that nutrition
status is affected by factors that go beyond the delivery of
commodities such as supplements. In countries where
child survival is most problematic, health systems (and the
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education system) are in disarray®. So, while this series, the
later neonatal one and the proposed nutrition series are an
essential contribution to revitalising national and inter-
national commitment to child survival, their impact will
not be successful or sustained unless more distal levels are
also addressed.

Nevertheless, effective solutions are known and the
evidence base has never been stronger. Questions are now
being raised about the sustainability of mass immunisation
campaigns’, the effectiveness of health facility-based
growth monitoring'® and the appropriateness of oral
rehydration therapy when promoted as sachets if there is
not a corresponding emphasis on nutrition, water and
sanitation''. Evaluations have found that it is only when
these core service activities are embedded in a more
comprehensive approach (which includes paying atten-
tion to health systems and human capacity development)
are real and sustainable improvements seen in the health
status of populations'?. In fact, those in charge of other
major diseases such as HIV, tuberculosis and malaria are
also increasingly realising that even the straightforward
delivery of medications for these conditions is dependent
upon a well-functioning health service and community
engagement. For many of these programmes local
capacity development has been undermined through a
reliance upon centrally devised, health facility-based
solutions with an emphasis upon disease (as opposed to
the underlying determinants of ill health). In addition,
community participation has often been distorted into
becoming a conduit for the delivery of different sorts of
commodities'®. The nutrition community has long
recognised this shortcoming of focusing just upon one
level and has recognised that influences on nutrition status
occur at the four major levels: family, community, national
and global.

There are several relatively simple steps we must take:
agree on terminology and the range of interventions
needed at all four levels of social governance, and then
‘stay on message’. Nutrition interventions will increasingly
become integrated into child survival-type activities and
efforts in scaling-up will become important drivers of
expanded programmes, not least because it appears that is
where the funds will be. However, there are also
interventions such as prevention and control of iodine-
deficiency disorders, and other fortification programmes,
where the programmes should be aimed nationally in the
first instance and where the private sector is essential.
Significant progress is being made in sectors not
traditionally associated with nutrition but in which it is
essential that progress is made if nutrition and health are to
improve: sectors such as women’s education, increasing
accessibility to food supplies (and reducing population
pressures) and promoting measures to improve women’s
status, along with the increasing recognition of the need to
improve the overall health environment. They are all, to a
greater or lesser extent, self-reinforcing; i.e. improvements
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in one area will have a positive impact on others. Such
investments should be seen as complementary to more
direct nutrition interventions such as breast-feeding
promotion and nutrition education®. All actions need to
explicitly address poverty and inequity to be sustainable.

It does appear that we, the nutrition community, have
an historic opportunity. However, this has happened
before in the late 1980s and was lost. This time we must
work together, complementing one another’s comparative
advantages, harnessing our differences creatively and
agree on the common approaches. Maybe it is also time to
look more critically at the training and professionalism of
nutritionists, and to aim at building capacity, the last
especially in resource-poor settings. Increased attention to
honing our messages, as at the SCN meeting, might be an
important early step. However, the article focusing on the
situation in sub-Saharan Africa in the present issue shows
the magnitude — and breadth — of the challenge'®, as does
the recent report on the progress towards the first MDG on
poverty and hunger'>. Nevertheless, recent events such as
the World Bank’s repositioning of nutrition in their
programmes'®, the increased focus on nutrition and food
safety (one of only 15 new focus areas) by WHO, the
publication by UNICEF of the report on progress towards
the first MDG', joint Memoranda of Understanding
between agencies and the various alliances and inter-
national non-governmental organisations as e.g. between
WEFP and UNICEF, the recent harmony shown at the SCN
and so on, suggest many of these things may already be
happening. The next step is to monitor and evaluate the
resulting strengthened national programmes so that the
lessons to be learned are clear.
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