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Abstract
Objective: The breadth of research on the impact of nutrition-specific policies to
address child undernutrition is not well documented. This review maps the
evidence base and identifies gaps on such policies.
Design: We systematically searched Medline, Embase, PAIS Index for public
policy, Scopus andWeb of Science databases to identify eligible studies. Key study
characteristics, including research design, type of policy, time span of policy before
impact assessment, child age at outcome assessment and types of outcomes
assessed, were abstracted in duplicate.
Setting: Low-, middle- and high-income countries.
Participants: Studies were eligible for inclusion if they aimed to assess the impact
of population-level nutrition-specific policies on undernutrition among children
under 10 years of age.
Results: Of the 5646 abstracts screened, eighty-three studies were included.
A range of policies to address child undernutrition were evaluated; the majority
were related to micronutrient fortification. Most studies were observational,
reported on mandatory regional or sub-national polices, were conducted in
high-income countries and evaluated policies within 1 year of implementation.
A narrow set of health outcomes were evaluated, most commonly iodine
deficiency disorders and neural tube defects.
Conclusions: Nutrition policies were commonly associated with improved child
nutritional status and health. However, this evidence is primarily based on limited
settings and on a limited number of outcomes. Further research is needed to assess
the longer-term impact of a broader range of nutrition policies on child health,
particularly in low- and middle-income countries.
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Adequate nutrition in early life is essential for optimal
health and development throughout the life course.
Dietary deficiencies in macro- and micronutrients in early
childhood can lead to poor physical growth, suboptimal
neurodevelopment and increased risk of morbidity and
mortality throughout the life course(1–5). An estimated
144 million children under 5 years of age are stunted

(low height/length-for-age), and 47 million suffer from
wasting (low weight-for-height/length)(1). In addition,
11 % of school-age children (5–19 years) globally are esti-
mated to be too thin for their age (BMI<−2 SD of theWHO
reference population), with a prevalence of up to 25 % in
South Asia(6). The magnitude of the global burden of mal-
nutrition and the long-term consequences of poor nutrition
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early in life have propelled the global health community to
invest substantial political, financial and human resources
to address these challenges.

Child undernutrition, in particular, has garnered
tremendous political momentum as a global public health
problem in the last two decades. Starting in the year 2000,
the global community set out to achieve the eight
Millennium Development Goals (MDG) by 2015(7), includ-
ing the goal to ‘Eradicate extreme poverty and hunger’. In
2010, the Scaling Up Nutrition movement was born, led by
dozens of country governments, with a vision to ensure ‘a
world free from malnutrition in all its forms’ by 2030(8).
Shortly after, in 2012, the World Health Assembly set six
global nutrition targets, to be met by 2025(9), to reduce sev-
eral forms of malnutrition including stunting, wasting and
anaemia. In 2015, the Sustainable Development Goals
(SDG) were adopted by all UN Member States to ensure
a sustainable future for the people and the planet(10), with
the second SDG specifically aiming to end hunger and all
forms of malnutrition by the year 2030. The UN Standing
Committee on Nutrition further declared 2016–2025 the
Decade of Action on Nutrition(11), identifying six action
areas for nutrition, including sustainable food systems,
aligned health systems, social protection, trade and
investment, enabling environments, and strengthened
governance and accountability.

As a result, since the year 2000, there has been greater
political commitment at the national level to improve child
nutrition across low- and middle-income countries. Most
countries have developed national nutrition policies that
outline a set of guidelines, rules, regulations and/or laws
to provide key public health interventions to improve child
nutritional status. Such policies include, for example, the
promotion of exclusive breast-feeding and appropriate
complementary feeding, fortification of staple foods and
provision of micronutrient and food supplements, among
others(12).

Our understanding of the number and breadth of
nutrition-specific policies and their impact on child
nutritional status at the population level, however,
is fragmented. Previous studies have evaluated either
one specific policy across multiple countries (e.g. a review
of the effect of breast-feeding policies and programmes
on breast-feeding trends across six countries(13)); one
micronutrient intervention on one outcome across several
countries (e.g. a systematic review of the effect of increas-
ing folic acid intake through fortification on neural tube
defects(14)) or the effect of multiple nutrition policies over
time in one country (e.g. a review of nutrition policies in
South Africa from 1994 to 2002(15)). The breadth and scope
of nutrition-specific policy research conducted in the MDG
era to address child undernutrition is not well-mapped.
Identifying the extent of nutrition policy research that spe-
cifically addresses child undernutritionwill enable a greater
understanding of the potential gaps and priority areas for
investigation during the remaining years of the SDG.

Therefore, we conducted a scoping review to map and
describe the evidence base on population-level nutrition-
specific policies evaluated in the literature for improving
child nutritional status.

Methods

We conducted a scoping review using a systematic search
of the literature to map and describe peer-reviewed studies
evaluating the impact of population-level nutrition policies
to address child undernutrition. Rather than focusing on a
specific exposure–outcome association, scoping reviews
provide a systematic overview of a broad topic and an
understanding of how (and how much) existing research
has been conducted on that topic, allowing the assessment
and synthesis of existing evidence(16–18). As such, we iden-
tified the types and sources of evidence on nutrition-
specific policies to address child undernutrition and the
potential research gaps in nutrition-policy evaluation liter-
ature to ultimately inform further investigation(19). We
maintained a broad definition of ‘policy’ to ensure that
all relevant studies were captured in the search. This was
inclusive of any nutrition-specific policy, strategy, legisla-
tion, regulation or guideline applicable at the population
level (whether national, state or regional level) that was
endorsed by the government. We used the Lancet 2013
Nutrition Series(2) framework to define ‘nutrition-specific’
as factors that directly contribute to nutritional status,
including macro- or micronutrient interventions, breast-
feeding, complementary feeding, dietary diversity, feeding
behaviours and responsive caregiving, among others.
Multisectoral policies or those pertaining to ‘nutrition-
sensitive’ domains, which are indirectly associated with
child nutritional status, such as agriculture and food secu-
rity and social safety nets, were included if they also
included nutrition-specific components. Policies related
to nationally instituted or mandatory nutrition-specific pro-
grams (e.g. the Special Supplemental Nutrition Program for
Women, Infants, and Children in the USA) were also
included; however, any programmes, trials or interventions
tested for efficacy in a sample study population were
excluded as our focus was on nutrition-specific policy as
a population-level intervention.

Five specific interdisciplinary and field-specific
electronic databases – Medline, Embase, Web of Science,
Scopus and PAIS Index for public policy – were searched
using a combination of keywords and MeSH terms for
four key concepts: nutrition-specific; policy; children under
five or school-age children and child nutritional status
outcomes (see online supplementarymaterial, Supplemental
Table 1). The search was conducted in September 2017 and
was intended to capture research conducted in the MDG
period (allowing for a lag of 2 years for publication time).
A librarian reviewed the search terms to ensure inclusivity,
relevance and robustness of the search.
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Titles and abstracts (n 5646) were screened in duplicate
by authors B.B., A.R., V.P. and N.P. to select studies appro-
priate for full-text review (Fig. 1). Inclusion and exclusion
criteria for title and abstract screening are summarised in
Table 1. Importantly, we did not restrict study eligibility
by geographic location or country wealth to be able to
scope the global evidence base. In addition, we included
studies which evaluated health outcomes among children
up to 10 years of age so as to not inadvertently exclude any
nutrition-specific policies whichmay typically be evaluated
among school-age children (e.g. policies on iodine defi-
ciencies). In cases where the two reviewers did not agree
regarding study eligibility, or it was not clear from the
abstract whether the study met the inclusion criteria,
the study was included for full-text review. A total of
157 studies were selected for full-text review (reasons for
exclusion are summarised in Fig. 1).

Two reviewers independently abstracted data from
each eligible study onto a standardised abstraction tem-
plate developed by the authors. Any disagreements in data
abstraction were resolved by consensus between two
reviewers. Key study characteristics were abstracted,
including study objectives, location (city and/or region,
country and geographic region based on the World Bank

classification), county wealth category (World Bank 2017
income levels), study design, sample size, recruitment
method and age range of study population, type of nutri-
tion policy, level of policy implementation (sub-national
or national), year of policy implementation, year of out-
come assessment, child age and types of health outcomes
assessed. Quality of reporting/critical appraisal guidelines
for the selected research articles was not used since the
objective of this study was to assess the breadth of the
evidence base as opposed to evaluating the quality of
evidence for a specific research question. The study design,
target population, type of nutrition-specific policy evalu-
ated and overall findings were summarised quantitatively
across all studies. Data on the time span between policy
implementation and outcome assessment, category of
the primary outcome assessed and general conclusion of
the study regarding the impact of the policy on child nutri-
tional status were post-coded following data extraction.

Results

Of the 5646 abstracts screened, eighty-three studies
were included in the review (Fig. 1). The studies included
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were conducted across thirty-seven countries (see online
supplementarymaterial, Supplemental Figure 1 and Table 2).
The included studies were in seven geographical areas
(based on The World Bank classifications): eighteen in East
Asia and the Pacific(20–37), seventeen in North America(38–54),
thirteen in Latin America and the Caribbean(55–67), ten
in South Asia(68–77), seven in Europe and Central Asia(78–84),
seven in Sub-Saharan Africa(85–91), six in Middle East and
North Africa(92–97) and five were multi-region(98–102). The
majority of studies were conducted in upper-middle or
high-income countries (66 %, 54 studies); approximately
48 % (40 studies) were conducted in just five countries:
the USA, China, India, Canada and Brazil. Only 7 studies
(8·4 %) were from low-income countries. Most studies were
published from 2010 to 2017, evaluated policies at the
regional/sub-national level, assessed outcomes among chil-
dren under 5 years of age andwere based on community- or
school-based populations (Table 2). In high-income coun-
tries, data from national registries were commonly used
(e.g. registries of birth defects to examine the effect of folic
acid interventions) or fromnational programmes such as the
Special Supplemental Nutrition Program for Women,
Infants, and Children in the USA which serves as a contact
point for large numbers of mothers and children. The

sample sizes of such registry-based studies are notably
larger than studies directly sampling from the population
base (see online supplementary material, Supplemental
Table 2). Cross-sectional (49 %, 41 studies) and pre-/post-
design (19 %, 16 studies) were the most commonly used
study designs (Table 2). Iodine deficiency disorders
(40 %, 33 studies) and neural tube defects (19 %, 16 studies)
were the most assessed child nutrition outcomes (Table 2).
The impacts of policy interventions on outcomes such as
low birth weight, breast-feeding rates, vitamin A deficien-
cies and child growth were less frequently assessed.
Nonetheless, child growth was an important primary out-
come evaluated in the context of a wide range of broad,
multi-sectoral and food provision strategies (see online
supplementary material, Supplemental Table 3).

The most common type of policies evaluated were
food fortification policies (52 %, 43 studies), followed by
food provision with nutrition education (10 %, 8 studies)
and supplementation policies (8·4 %, 7 studies) (Table 3).
These policies were largely established between 1991
and 2000 (48 %, 40 studies); the majority of studies evalu-
ated impact within a year (28 %, 23 studies) or within
2–5 years since policy implementation (14 %, 12 studies).
Studies typically evaluated policies that were mandatory

Table 1 Inclusion and exclusion criteria for study inclusion

A study was included if it: A study was excluded if it:

Involved a nutrition-specific* policy;
• For this study, nutrition-specific policy refers to any policy related
to maternal dietary supplementation, micronutrient
supplementation and fortification, breast-feeding and
complementary feeding, dietary supplementation for children,
dietary diversification or treatment of severe acute malnutrition.

• Studies about social safety nets that specifically provide food
supplements (as opposed to money and social services) were
included.

• did not involve nutrition-specific policy
• only examined nutrition-sensitive policies, i.e. those that examine
the underlying causes of undernutrition, including policies related
to agriculture and food security in general, social safety nets,
early child development, maternal mental health, women’s
empowerment, child protection, classroom education, water and
sanitation, and health and family planning services.

AND it evaluated a public policy;
• The study is evaluating policies/legislation/guidelines that are
applicable at the population level (i.e. at the national, state or
regional level).

• did not evaluate public policy
• examined clinical guidelines alone (i.e. only applicable to patients
in a clinical facility)

AND measured nutrition-related health outcome(s) in children from
0 to 10 years based on the WHO criteria for age classifications.

• Examples of valid health outcomes include: anthropometry,
prevalence of undernutrition, micronutrient status (including
biochemical markers), micronutrient deficiencies (including
prevalence estimates), micronutrient toxicity and/or neural tube
defect, among others.

• Studies that examined the effect of a policy during pregnancy or
preconceptional maternal health were only included if they also
measured birth or postnatal outcomes in children.

• did not measure health outcomes related to child undernutrition
as defined in inclusion criteria

• only examined health outcomes among pregnant or lactating
women, or adolescents (aged 10–19 years)

• only measure proxy health outcomes in children, such as quality
of diets consumed by children (e.g. measuring micronutrient
content of diet as opposed to micronutrient status level in the
blood),

• only measures of coverage of a policy/programme
• only look at adverse health outcomes related to overweight or
obesity

AND was a primary research study published in a peer-reviewed
journal in English

• was not in English
• was a review paper, methodological paper, meeting notes,
working paper, conference proceeding or abstract, clinical
summary, agency report, position statements/commentaries or
statistical models/economic models based on simulated data
alone

*Nutrition-specific as defined by Black et al. 2013, including: adolescent health and preconception nutrition, maternal dietary supplementation, micronutrient supplementation
and fortification, breast-feeding and complementary feeding, dietary supplementation for children, dietary diversification, feeding behaviour and stimulation, treatment of
severe acute malnutrition, disease prevention and management, nutrition interventions in emergencies.
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(71 %, 59 studies, spread evenly across all income
categories). Sixteen studies (19 %) did not specify whether
policies being evaluated were mandatory or voluntary.
Studies examining food provision and nutrition education
were found only in high-income countries, whereas in
low- and middle-income countries, nutrition policies were
primarily related to micronutrient food fortification or
supplementation.

Although we did not aim to assess the effectiveness
of policies, it is worth noting that over two-thirds of the
studies included in this review concluded that the policy

in question had a positive impact on child nutritional
status (see online supplementary material, Supplemental
Supplementary Table 2).

Discussion

To the best of our knowledge, this is the first exercise
to map the diversity of research on the impact of nutri-
tion-specific policies to address child undernutrition at
the population level globally. Our findings suggest that a

Table 2 Characteristics of studies included in the scoping review

All studies
(n 83)

Low and lower
middle-income
countries†
(n 25)

Upper middle-
income
countries
(n 22)

High-income
countries
(n 32)

Multiple
wealth
quintiles
(n 4)

n % n % n % n % n %

Study publication period*
1981–1990 1 1·2 1 4·0 0 0 0 0 0 0
1991–2000 6 7·2 3 12 0 0 2 6·3 1 25
2001–2010 35 42 10 40 7 32 17 53 1 25
2011–2017 41 49 11 44 15 68 13 41 2 50

Study designs
Cohort study 9 11 1 4·0 2 9·0 6 19 0 0
Cross-sectional study 41 49 19 76 11 50 8 25 3 75
Pre-/Post-design 16 19 2 8·0 3 14 11 34 0 0
Quasi-experimental study 2 3·4 0 0 1 5·0 1 3·1 0 0
Randomised controlled trial 1 1·2 0 0 1 5·0 0 0 0 0
Other‡ 14 17 3 12 4 18 6 19 1 25

Study base
Community-based 22 27 13 52 6 27 3 9·4 0 0
Healthcare facility 17 20 4 16 3 14 10 31 0 0
School-based 24 29 6 24 11 50 7 22 0 0
Other§ 20 24 1 4·0 2 9·0 13 41 4 100

Population representativeness
National 27 33 10 40 4 18 9 28 4 100
Regional/sub-national 56 67 15 60 18 82 23 72 0 0

Population age group||
Infants 26 31 1 4·0 3 14 20 63 2 50
Children< 2 years 2 2·4 2 8·0 0 0 0 0 0 0
Children< 5 years 18 22 12 48 4 18 2 6·3 0 0
Between 5 and 10 years 37 45 10 40 15 68 10 31 2 50

Outcomes assessed¶
Birth outcomes** 7 8·4 0 0 0 0 7 22 0 0
Breast-feeding rates 6 7·2 2 8·0 2 9·0 1 3·1 1 25
Child growth†† 9 11 8 32 1 5·0 0 0 0 0
Iodine deficiency disorders‡‡ 33 40 10 40 14 64 7 22 2 50
Neural tube defects 16 19 0 0 1 5·0 14 44 1 25
Vitamin A deficiency§§ 4 4·8 4 16 0 0 0 0 0 0
Other|||| 8 9·6 1 4·0 4 18 3 9·4 0 0

*Percentages do not always total to 100% due to rounding.
†Low-income countries (n 7), lower middle-income countries (n 18).
‡Other study designs include: repeated cross-sectional (n 7), time trend analysis (n 5) and case–control (n 2).
§Other study bases include: registry-based (n 5), multiple (n 4), national surveys (n 3), health record review (n 2), not recorded (n 2), surveillance system (n 1), day care centre
(n 1), convenience sample (n 1) and other longitudinal study (n 1).
||If children were recruited across our predefined age bands, the oldest category was selected. For example, if a study included children aged 4–7 years, it was placed in the
5–10 category.
¶Outcomes assessed were post-coded according to the main outcome assessed.
**Studies evaluating the effect of nutrition policies on ‘birth outcomes’ included: birth weight (n 5), fetal growth restriction (n 1) and preterm birth (n 1).
††Studies evaluating the effect of nutrition policies on ‘child growth’ included: chronic and acute malnutrition (n 3), height-for-age z-score (HAZ) < –2SD (stunting) (n 2),
weight-for-height z-score (n 1), HAZ (n 1), growth velocity (n 1) and underweight (n 1).
‡‡Studies evaluating the effect of nutrition policies on iodine deficiency includes: urinary iodine concentration (n 27), iodine deficiency diseases such as goitre prevalence
(n 6).
§§Studies evaluating the effect of nutrition policies on vitamin A deficiency included: xerophthalmia (n 2) and serum retinol (n 2).
||||Other types of child outcomes assessed included: anaemia (n 1), congenital heart defect (n 1), cognitive development (n 1), morbidity (n 1), care-seeking (n 1), folate status
(n 1), micronutrient deficiency (n 1) and mortality (n 1).
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Table 3 Key characteristics of policies examined in studies reviewed

All studies (n
83)

Low and lower
middle-income
countries* (n 25)

Upper middle-
income

countries (n 22)
High-income

countries (n 32)
Multiple wealth
quintiles (n 4)

n % n % n % n % n %

Policy implementation
Mandatory 59 71 17 68 18 82 23 72 1 25
Voluntary 8 10 0 0 3 14 4 13 1 25
Not specified 16 19 8 32 1 4·5 5 16 2 50

Policy type
Micronutrient-specific policies
Food fortification 43 52 9 36 16 73 17 53 1 25
Supplementation 7 8·4 3 12 0 0 3 9·4 1 5
Both food fortification and supplementation 5 6·0 2 8·0 0 0 3 9·4 0 0

Multisectoral nutrition and health strategy 7 8·4 5 20 2 9·1 0 0 0 0
Breast-feeding promotion 5 6·0 2 8·0 2 9·1 0 0 1 25
Food provision and income supplementation 3 3·6 1 4·0 2 9·1 0 0 0 0
Food provision and nutrition education 8 9·6 0 0 0 0 8 25 0 0
National Nutrition Plan 2 2·4 2 8·0 0 0 0 0 0 0
Other† 3 3·6 1 4·0 0 0 1 3·1 1 25

Year of policy publication‡
1930–1970 6 7·2 1 4·0 2 9·1 3 9·4 0 0
1971–1980 8 9·6 4 16 1 4·5 3 9·4 0 0
1981–1990 7 8·4 4 16 1 4·5 2 6·3 0 0
1991–2000 40 48 8 32 15 68 15 47 2 50
2001–2010 5 6·0 3 12 1 4·5 0 0 1 25
2011–2017 2 2·4 1 4·0 0 0 1 3·1 0 0
Not specified 15 18 4 16 2 9·1 8 25 1 5

Time between publication and outcome assessment§
0–1 years 23 28 4 16 6 27 13 41 0 0
2–5 years 12 14 6 24 1 4·5 4 13 1 25
6–10 years 4 4·8 1 4·0 3 14 0 0 0 0
11–15 years 2 2·4 0 0 2 9·1 0 0 0 0
16–20 years 10 11 4 16 3 14 3 9·4 0 0
21–25 years 0 0 0 0 0 0 0 0 0 0
>26 years 8 9·6 2 8·0 3 14 3 9·4 0 0
Not specified 24 29 8 32 4 18 9 28 3 75

*Low-income countries (n 7), lower middle-income countries (n 18).
†Other types of policies included: international resolutions (n 1), school lunch programme (n 1) and infant feeding guidelines (n 1).
‡These data reflect the earliest policy mentioned and the earliest year of implementation. The year of policy implementation was post-coded and represents the year the policy was first implemented, as reported by the paper. If the paper did not
report a year, it was coded as ‘not specified’.
§The duration of time between implementation and outcome assessment is reported as the earliest year that outcome datawere collected on the policy being evaluated. If the year was not reported or the studywas acrossmultiple countries, it was
recorded as data unavailable.
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wide range of regional and sub-regional nutrition policies
for child undernutrition have been evaluated. Most studies
were observational in design, examined health outcomes
in children 5–10 years of age as opposed to younger
children and were conducted in high-income countries.
The impact of policy interventions on low birth weight,
breast-feeding rates, vitamin A deficiencies and child
growth was assessed less frequently than those relating
to iodine and folic acid. There were relatively few
studies evaluating the impact of national-level policies;
the majority focused on regional and sub-regional
policies. In addition, there was a notable scarcity of studies
evaluating nutrition-specific policies in countries
in Africa, where the burden of maternal and child undernu-
trition is greatest.

The nutrition policy agenda has evolved dramatically
in the last 50 years. Starting from a focus on the socio-
economic causes of protein–energy malnutrition (namely
poverty) in the 1970s to community programmes to allevi-
ate micronutrient malnutrition in the 1980s, global nutrition
was only placed at the forefront of international agenda
when it was recognised as a human rights issue during a
series of high-level global meetings in the 1990s(103). This
heightened visibility of undernutrition contributed to the
inclusion of ‘zero hunger’ as one of the central goals in
the MDG. Since then, the influential Lancet Nutrition
Series(12,104,105) have systematically quantified the burden
of maternal and child undernutrition to measure global
progress, identified evidence-based interventions to
tackle undernutrition in early life and advocated for policy
reforms to incorporate nutrition as a key priority in agenda-
setting at the national level. Importantly, the Lancet
Nutrition Series also framed optimal nutrition from the
life course perspective, highlighting its relevance at all
stages of the life cycle. Global nutrition policy has therefore
evolved from focusing on singular issues, such as the
elimination of extreme hunger, to framing nutrition as a
development goal, thereby mainstreaming nutrition in
the priorities set forth by the SDG(103). However, the scope
of research evaluating the effectiveness of global nutrition
policy to improve population-level health and nutrition
governance has been unclear(106).

Governments can use a myriad of different instruments
to enact nutrition policies(107). The findings of this review
show that the type of nutrition policies that have been
implemented over time in the context of undernutrition
and the studies examining the effectiveness of these
policies at the national level have focused primarily on
micronutrient deficiencies. This may be in part because
most studies included were conducted in high- and
middle-income countries where the relative prevalence
of stunting and underweight is low compared with
lower-income countries. It may also in part be because
of the nature of policies themselves. Micronutrient fortifica-
tion, for example, is relatively well-defined, often imple-
mented at the national level, requires limited cultural

market adaptation (e.g. language or visual packaging adap-
tations) and is more likely to be a mandatory policy. In
addition, an essential element in studying the impact of
any nutrition policy on health outcomes is the availability
of nationally representative data on health outcomes that
are comparable across countries. Cross-national data on
nutritional outcomes of young children are limited. The
types of policies studied and gaps among the papers
included in this review therefore reflect the potential
downstream effects of complexities and financial barriers
to collecting health outcome data at the national level.
Unlike high-income settings where data on health and food
systems are frequently collected, monitored and evaluated,
such information systems are not readily available in
low- and middle-income countries, making it challenging
to study policy impact.

Nevertheless, in any discussion of nutrition policy,
it is important to note that irrespective of proven policy
efficacy, a number of implementation factors can limit
effectiveness in achieving public health impact(108). Such
factors include coverage (whether the policy is imple-
mented at scale and to what extent); distribution and
supply chain challenges; uptake at the community, institu-
tional and individual/household levels; and enforcement.
Governments are often constrained by resource limitations
for implementation. For example, despite salt iodisation
being one of the most successful public health nutrition
interventions and currently mandated in 118 countries
worldwide(109) (86 % of households worldwide and
70 % in low- and middle-income countries access iodised
salt(110,111)), the number of households actually consuming
it is estimated to be as low as 20 % for countries such as
India(111). This highlights the importance of measuring
indicators of nutrition policy implementation, such as
availability, access and consumption, in addition to
measured nutrition outcomes at the population level.
Such process evaluations could advance our context-
specific understanding of bottlenecks and specific inhibi-
tors to policy effectiveness. Standardised tools, such as
the ‘Fortification Assessment Coverage Toolkit’ (FACT)(112),
can be used to guide consistent and effective implementa-
tion evaluation of nutrition-specific policies in this way.
In addition, as noted in a recent real-time analysis of
advocacy efforts for infant and young child feeding in
Southeast Asia, strong policy advocacy can be a key driver
to overcoming challenges experienced in translating
policies into action(113).

Some strengths of this review include the systematic
approach taken in searching for, screening and extracting
data from articles, as well as the global nature and broad
scope of the search to identify studies of nutrition-specific
policies for undernutrition. Although overnutrition is an
increasingly important health concern as the double
burden of malnutrition grows(114), particularly in high-
and middle-income countries, overweight and obesity
were not included in this review. We further restricted
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the scope of this review to nutrition-specific policies to
comprehensively map the heterogeneity in policies and
nutritional outcomes evaluated in the context of immediate
causes of child undernutrition; a similar exercise tomap the
breath and scope of the evidence to evaluate nutrition-
sensitive policies that indirectly affect child undernutrition
is needed. Policies which aim to influence the underlying
determinants of undernutrition(115) have the potential to
have large impacts on both maternal and child nutritional
status. Only peer-reviewed research published in
English was included in this review. We were additionally
unable to account for the extent to which policies are
implemented. For example, written policy statements
(even mandatory ones) may not reflect the reality of what
is practiced, funded, promoted or enforced; the latter can
be most effectively assessed in country-case studies using
qualitative methods.While the diversity of studies captured
in this scoping review reflects the breadth of the research
on nutrition policies on undernutrition in the MDG era,
it was difficult to group policies perfectly based on
predefined characteristics. For example, some studies
evaluated policies targeting the age group of interest
(children under 10 years) but with a wider age range
(e.g.: ages 8–12 years). Other studies evaluated a multi-
component policy intervention or the effects of two simul-
taneous policy interventions (e.g. nutrition education
alongside provision of food supplements to the same bene-
ficiaries). As a recent study by Chen et al. (2019) demon-
strated, even differences in phrasing of the same policy
can translate into differences of implementation and out-
come (in this case, a nutrition subsidy policy with the goal
phrased either in a specific (‘anemia reduction’) or general
(‘malnutrition reduction’))(116). Policies in the same ‘catego-
ries’ can vary widely, and these variations should be exam-
ined in future reviews. The heterogeneity across policies
and studies highlights the complexity of policy design in
nutrition and points to the need for common guidance
on the collection of optimal indicators of nutrition policy.

As one of the Scaling Up Nutrition movement’s strategic
objectives is to ‘institutionalize effective actions that con-
tribute to good nutrition,’ including policies(3), evaluating
the long-term impact of nutrition policies is essential.
Data on population health and nutritional status are needed
to advocate for and inform policy design, and rigorous eval-
uations must be planned before the introduction of new
nutrition policies(111,117,118). This highlights the importance
of increasing the capacity for policy monitoring and
evaluation longitudinally, including gathering evidence in
comparable non-policy areas where possible(118). As called
for by the 2020 Global Nutrition Report, in addition to
monitoring and evaluating policies moving forward, it
is imperative to examine nutrition inequities and to
implement evidence-based, equity-sensitive nutrition
policies to address such inequities(114). Future evaluations
of population-level nutrition policies should therefore

examine policy impacts disaggregated by sub-national
parameters, such as rural/urban divide and wealth quintile,
to better understand inequities and to enable appropriate
resources to target marginalised populations(119). Finally,
evaluating the political economy of a given policy to better
understand the role of power, incentives, institutions and
ideas on shaping policies will be equally important to
inform and support nutrition security through policy efforts
in the long run(120).

In summary, while the studies included in this review
suggest that nutrition-specific policies contribute to
improvements in child nutritional status, the scope of
the current nutrition policy research evidence base is lim-
ited. Most studies were conducted in high-income set-
tings at the sub-national level and evaluated the role of
micronutrient-specific nutrition policies on a narrow set
of health outcomes. Further research is needed to assess
the impact of a broader range of policies (including those
related to nutrition education and infant and young child
feeding practices); disentangle the complexity of nutri-
tion policy design; and present a nuanced view of policy
impact considering sociodemographic inequities. In
addition, measures of child nutrition, such as dietary
diversity, dietary/nutrient intake data and intervention
coverage, may provide useful proxy measures of child
nutritional status to assess policy impact in settings where
population-level data are sparse. Importantly, nutrition
policy research in low-income countries is particularly
scarce and should be a research priority. Tangible evalu-
ations of the political commitments to improve nutrition
through policy provide an invaluable avenue for account-
ability to achieving the global targets for malnutrition
reduction set in the 2012 World Health Assembly, the
SDG, and those which will undoubtedly be set forth in
the future.
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