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Glossary

i

i

Anaemia

A condition in which a person’s red blood cell (haemoglobin) level is less than
normal. The most common causes of anaemia include inadequate intake,
poor absorption and/or excessive loss of vitamins and minerals (particularly
iron). Women and young children are vulnerable populations. Pregnant
adolescents are particularly at risk because they require iron both for their
own growth and for the growth of the fetus.

Anthropometry

Use of body measurements such as weight, height, and mid-upper arm
circumference, in combination with age and sex, to gauge nutritional status
(including growth or failure to grow).

Breastmilk substitutes

Any food or drink marketed or otherwise represented as a partial or total
replacement of breastmilk, whether or not suitable for that purpose. This
includes infant formula in accordance with the Codex Alimentarius Standard
for Infant Formula; any other product marketed or otherwise represented
as suitable for feeding infants up to the age of 6 months; follow-up formula
represented as suitable for feeding infants and young children older than
6 months of age in accordance with the Codex Alimentarius Standard for
Follow-up Formula; and young child formula or growing-up milks represented
as suitable for feeding young children from 12–36 months of age.

Complementary feeding

The process of feeding solid, semi-solid or soft foods to children between
the ages of 6 and 23 months. Infants and young children aged 6–23 months
should be introduced to complementary foods at the right time, fed frequently
throughout the day, receive foods from a diverse range of food groups and be
fed responsively.

Complementary foods

Solid, semi-solid and soft foods provided to children between the ages of 6
and 23 months to complement an already breastmilk-based diet. At 6 months
of age, breastmilk and breastmilk substitutes are no longer sufficient to meet
the full nutritional requirements of infants. Age-appropriate, nutritionally
dense and safe solid, semi-solid and soft foods (both locally prepared and
commercially manufactured) should be introduced at this time to ensure
children’s nutritional needs can be met.

Double-duty actions

Interventions, programmes and policies that have the potential to
simultaneously reduce the risk or burden of both undernutrition (including
wasting, stunting and micronutrient deficiency or insufficiency) and
overweight, obesity or diet-related non-communicable diseases (including
type 2 diabetes, cardiovascular disease and some cancers). For example,
effective promotion of breastfeeding can avert stunting and also reduces the
chances of diet-related non-communicable diseases later in life.

Equity and inequity

Equity focuses on opportunities rather than outcomes and encompasses
the idea of fairness or justice. Inequity adds a moral dimension, and can be
defined as ‘unfairness of opportunity’, or lack of equitable access to systems
and processes that structure everyday conditions, leading to inequalities
(or unequal outcomes/consequences). In other words, equality of opportunity,
or equity, influences equality of outcome. Nutrition equity here focuses on
opportunities and barriers within food systems and health systems that affect
access to healthy, affordable food, and quality nutrition care, thus leading to
unequal nutrition outcomes (or nutrition inequalities).

Adapted from the Global Nutrition Report 2020, SOFI 2020 and other global nutrition documents
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Food security and insecurity

Food security refers to a situation when all people, at all times, have physical,
social and economic access to sufficient, safe and nutritious food that meets
their dietary needs and food preferences for an active and healthy life. Food
insecurity refers to a situation when there is a lack of consistent access to
food, which diminishes dietary quality, disrupts normal eating patterns, and
can have negative consequences for nutrition, health and well-being.

Food environment

The physical, economic, political and sociocultural contexts that affect
accessibility, availability, affordability and cultural/ sensory perceptions of
food. This in turn influences people’s food choices, such as in acquiring,
preparing and eating food, and their nutritional status.

Food systems

The entire range of actors and their interlinked value-adding activities
involved in the production, aggregation, processing, distribution, consumption
and disposal of food products. Food systems comprise all food products
that originate from crop and livestock production, forestry, fisheries
and aquaculture, as well as the broader economic, societal and natural
environments in which these diverse production systems are embedded.

Food fortification

The addition of micronutrients to a food during or after processing to amounts
greater than were present in the original food product. Fortification is one of
the most cost-effective ways to improve the micronutrient intake and health of
large numbers of people.

Infant and young child feeding

Feeding of infants (less than 12 months old) and young children (12–23
months old). Key interventions include protection, promotion and support
of optimal breastfeeding practices (exclusive breastfeeding for the first six
months and continued breastfeeding for two years or beyond) and support for
and promotion of optimal complementary feeding practices.

Low birthweight

A weight at birth of less than 2,500g (<5.5 lbs) regardless of gestational age.
Babies born with low birthweight have a higher risk of stunting, lower IQ
and death in childhood and overweight and obesity and non-communicable
diseases in adulthood.

Malnutrition

Malnutrition, in all its forms, refers to both undernutrition (including stunting,
wasting, underweight and micronutrient deficiencies) and overweight, obesity
and other diet-related non-communicable diseases. It includes a range of
diet-related conditions caused by not having enough calories, nutrients or
quality (healthy) food, or having too much low-quality (or unhealthy) food.

Maternal, infant
and young child
nutrition targets

The maternal, infant and young child nutrition targets are six global
targets adopted at the World Health Assembly in 2012, to be attained by
2025, for: low birth weight, stunting in children under 5 years of age, wasting
in children under 5 years of age, overweight in children under 5 years of
age, anaemia in women of reproductive age, and exclusive breastfeeding.
For example, Target 1 is ‘Achieve a 40 per cent reduction in the number of
children under 5 who are stunted’.

Micronutrients and
micronutrient deficiency

Micronutrients are essential vitamins and minerals found in foods that are
required for the body to grow, develop and function properly and they are
essential for our health and well-being. They include minerals such as iron,
calcium, sodium, magnesium, zinc and iodine, and vitamins such as A, B
group (such as folate), C and D. Micronutrient deficiency occur when there is
insufficient dietary intake, insufficient absorption, and/or suboptimal utilization
or excessive loss of vitamins or minerals. The most common deficiencies for
micronutrients are for iron, zinc, vitamin A, folate, vitamin B12 and iodine as
these nutrients are the most difficult to acquire in adequate amounts without
diverse diets or receipt through fortification and supplementation.

ASEAN Food and Nutrition Security Report 2021
Volume 1

xvii

Non-communicable diseases
(NCDs) and diet-related NCDs

NCDs are non-infectious chronic diseases that last a long time, progress
slowly, and are caused by a combination of modifiable and non-modifiable
risk factors, including lifestyle/behavioural, environmental, physiological and
genetic factors. There are four main types of NCDs: cardiovascular disease
(e.g., coronary heart disease, stroke), diabetes, cancer and chronic
respiratory disease. Obesity is both a chronic disease and a risk factor for
other NCDs. We refer to NCDs related to diet (or nutrition) as ‘diet-related
NCDs’. These mainly include obesity, cardiovascular disease, diabetes and
specific cancer types.

Overweight
(child and adult)

Refers to a person too heavy for his or her height. WHO defines childhood
overweight as a weight-for-length or -height z-score more than two standard
deviations above the median of the WHO Child Growth Standards. This can
occur when children’s caloric intake from food and beverages exceeds their
energy requirements. Children affected by overweight suffer an increased risk
of obesity and diet-related noncommunicable diseases later in life, such as
cardiovascular disease – the leading cause of death worldwide. In adulthood,
overweight is defined as a body mass index (BMI) of 25 kg/m2 or more, and
obesity as a BMI of 30 kg/m2 or more.

Processed foods

Foods that have been commercially prepared or packaged using baking,
canning, drying or freezing. Not all processed foods are unhealthy, but some
highly or ultra-processed foods (e.g., ready-to-eat meals and snack foods)
contain high levels of salt, sugar and unhealthy fat, which have been shown
to increase the risk of overweight, obesity and chronic diseases.

Ready-to-use therapeutic food

Specialized ready-to-eat, portable, shelf-stable products, available as
pastes or spreads that are used in a prescribed manner to treat children with
wasting. The provision of ready-to-use foods facilitates home-based therapy
of children with wasting.

Stunting

Refers to a child who is too short for his or her age. WHO defines childhood
stunting (moderate and severe) as a length- or height-for-age z-score more
than two standard deviations below the median of the WHO Child Growth
Standards. This results from poor nutrition in utero, poor nutrient intake in
early childhood and/or infection and disease. Children affected by stunting
may never attain their full linear growth and their brains may never develop to
their full cognitive capacity, with impacts on their school readiness, learning
performance and life opportunities.

Sugar-sweetened beverages

Any liquid that is sweetened with added sugar, such as brown sugar, corn
sweetener, corn syrup, dextrose, fructose, glucose, high-fructose corn syrup,
honey, lactose, malt syrup, maltose, molasses, raw sugar or sucrose.

The Code

The International Code of Marketing of Breast-milk Substitutes (the Code)
and all subsequent relevant resolutions adopted by the World Health
Assembly. The Code aims to prohibit all forms of promotion of breastmilk
substitutes, including infant formula, feeding bottles and teats.

Wasting

Refers to a child who is too thin for his or her height. WHO defines childhood
wasting as weight-for-length or -height z-score more than two standard
deviations below the median of the WHO Child Growth Standards. This can
result from recent rapid weight loss or the failure to gain weight. Wasting
is generally associated with a recent period of inadequate dietary intake or
disease. Children suffering from wasting have weak immune systems and
face an increased risk of infection and death. If they survive, they are more
susceptible to stunted growth and long-term developmental delays.

Undernourishment

The condition in which an individual’s habitual food consumption is insufficient
to provide the amount of dietary energy required to maintain a normal, active,
healthy life.

Executive summary
The consequences of poor nutrition extend beyond the health and development of individuals. Malnutrition
in all its forms – undernutrition, micronutrient deficiencies, overweight and obesity – is also a social and
economic problem.
The 2016 Association of Southeast Asian Nations (ASEAN) Regional Report on Nutrition Security reported
that an alarming proportion of children, adolescents and adults in the region suffer from malnutrition and
consume poor-quality diets in the region. In recognition of the potential public health and socioeconomic
consequences of inaction on malnutrition, the ASEAN Leaders Declaration on Ending All Forms of
Malnutrition was adopted in 2017 and the ASEAN Strategic Framework and Action Plan on Nutrition
2018–2030 was subsequently formulated to operationalize the Declaration. The development of a
recurring ASEAN Food and Nutrition Security Report – to be published every five years – was included
in the Strategic Framework and Action Plan. Five years after the inaugural report, this ASEAN Food and
Nutrition Security Report 2021, Volume 1 provides a snapshot of progress on nutrition in ASEAN Member
States and offers recommendations on the way forward over the next five-year period. Volume 2 of this
report presents data-driven Food and Nutrition Security Profiles for each of the 10 ASEAN Member States.
Individuals and families in ASEAN Member States face economic, physical, social and cultural barriers to
consuming nutritious diets and accessing adequate health and nutrition services. Many of these barriers to
good nutrition have persisted over time, while others are new and evolving in an increasingly modern and
urbanized world. More people are living in cities today than ever before; consumer preferences are shifting
from purchasing food in markets to modern grocery stores; unhealthy foods are increasingly available,
affordable and preferred; climate change and humanitarian crises pose critical threats to feeding populations
sustainably; and health epidemics, such as the COVID-19 pandemic, are stressing already vulnerable
systems and further eroding the poor quality of diets. These factors, among many others, are changing both
our food environments and access to essential, quality nutrition services.
The most recent estimates of malnutrition, diets and food choices in ASEAN Member States indicate that
progress is too slow in the ASEAN region to meet the 2025 global nutrition targets. Far too many children
in ASEAN Member States are starting life at a disadvantage, with moderate to high levels of stunting,
wasting and overweight in the majority of Member States. In middle childhood, adolescence and adulthood,
undernutrition persists while overweight is on the rise and the prevalence of non-communicable disease
(NCDs), such as high blood pressure and diabetes, is increasing. Several Member States still struggle with
suboptimal breastfeeding and complementary feeding practices, while the consumption of unhealthy foods
in adolescents and adults continues to rise.
Despite persistent malnutrition and a changing nutrition landscape, the ASEAN regional community and
ASEAN Member States have made significant strides in adopting policies and programmes to improve
nutrition across the lifecycle. These policies and programmes have helped foster an enabling environment
for nutrition at the regional and national level and maintain healthy diets and lifestyles in the face of
emergencies and shocks to vital systems.
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From improving maternal nutrition to preventing NCDs, policies and actions to protect and improve nutrition
across the life course are improving throughout the ASEAN region. An increasing number of Member States
have updated their guidance on antenatal care to align with new global recommendations, and coverage
of antenatal care in the region is high. National legislation to protect, promote and support breastfeeding is
improving: new and strengthened legislation on the Code and maternity and paternity protection has been
adopted in several Member States in recent years. Treatment of wasting is now integrated into child health
policies in all Member States with wasting programmes and national treatment protocols have been updated
to align with the most recent global recommendations. Member States are using schools as a platform to
prevent and treat malnutrition in children, and all have a national school policy on physical activity and/or
physical education to help promote healthy lifestyles during middle childhood and adolescence. Most Member
States have operational, multisectoral policies on NCDs and an operational policy, strategy or action plan in
place to reduce physical inactivity and tackle the growing trend of overweight and obesity in adults.
Deliberate priorities, policies, infrastructure and dedicated resources for nutrition are essential to effectively
implement nutrition programmes at scale. These building blocks help create an enabling environment within
which governments and partners can work to ensure that essential services and safe, affordable and nutritious
diets are available to everyone. The adoption of the ASEAN Leaders Declaration on Ending All Forms of
Malnutrition represented the highest level of regional political commitment to address malnutrition to date.
All ASEAN Member States have nutrition coordination mechanisms in place and there is strong commitment
across ASEAN Member States to monitor progress towards global maternal, infant and young child nutrition
(MIYCN) targets. All ASEAN Member States have developed national food-based dietary guidelines, several
are using economic tools to influence food consumption and food quality, and several have mandatory or
voluntary legislation for fortification of salt, wheat flour, oil and/or rice.
Governments and health systems need to be prepared to respond to emergencies. A regional training on
nutrition in emergencies produced a pool of national nutrition experts to support preparedness and response
in ASEAN Member States; and many of these countries have now taken steps to improve national capacity
through training and other efforts. Following the onset of the COVID-19 pandemic, governments throughout
the ASEAN region recognized the potential negative impact of the COVID-19 pandemic on nutrition and took
action: Nearly all ASEAN Member States included nutrition as a focus area in their COVID-19 response plans
and employed communication activities to reinforce the importance of a healthy diet, particularly for infants
and young children.
The crisis of malnutrition in the region is multifaceted and driven by a range of persistent and evolving factors
– from lack of financial investment and accountability, to ineffective food systems, to inadequate and poorquality services across the health, education, water and sanitation and social protection systems and more.
These problems cannot be solved by nutrition actors alone, nor by the trickle-down effects of economic
growth and poverty reduction. The individual food and lifestyle choices of families matter, but the policies,
institutions and resources that are put in place – in Member States and by ASEAN – are equally important.
A great deal has been achieved by the ASEAN region in recent years, but more action is needed to meet
global targets. Accelerating progress towards global nutrition and Sustainable Development Goals (SDG)
goals is possible: with targeted investments and commitment to scale-up programmes where progress is
lagging, we have the power to tackle persistent undernutrition and quell the increase in overweight, obesity
and NCDs in the ASEAN region.
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1 Introduction
► Everyone has the right to adequate food and nutrition. Well-nourished
children survive, grow and develop to their full potential, and well-nourished
adults are healthier, more productive and better equipped to contribute to
society. Good nutrition makes all people better placed to realize their rights
– to be free from poverty, to live healthy lives, to learn and participate and
to access equal opportunities throughout their lives.

Access to nutritious, safe and affordable foods and quality nutrition care are the cornerstones of good
nutrition for mothers and children. They help children grow and develop well in the womb and continue to
thrive throughout childhood and across the life course – with benefits that carry across generations, fueling
prosperous families, productive workforces and powerful economies.
In contrast, poor nutrition in early childhood can have devastating and often lifelong consequences,
threatening children’s survival and delaying their cognitive and motor development.1 Over the long-term,
poor nutrition can impair academic and work capacity, reproductive outcomes and overall health, hindering
economic development and contributing to the intergenerational cycle of malnutrition.1-3 During middle
childhood and adolescence, the overconsumption of nutrient-poor foods and poor eating habits can
increase overweight and obesity in the short-term and the risk of NCDs in adulthood – consequences that
exact a tremendous and expensive toll on individuals, families and health systems.
Despite clear and compelling evidence that poor nutrition is a detriment to national social and economic
well-being, the prevalence of malnutrition in all its forms – undernutrition, micronutrient deficiencies,
overweight and obesity – and associated NCDs remains high in Southeast Asia. The ASEAN Regional
Report on Nutrition Security, published in two volumes in 2016, highlighted the alarming proportion of
children, adolescents and adults suffering from malnutrition and consuming poor-quality diets in the
region.4,5
In recognition of the high levels of malnutrition highlighted in these reports, and the potential public health
and socioeconomic consequences of inaction, the ASEAN Leaders Declaration on Ending All Forms of
Malnutrition was adopted in 2017. The Declaration was a multisectoral, multi-stakeholder effort, led by the
ASEAN health sector, which recognized the need for active engagement and collaboration across various
sectors involved in addressing malnutrition. Further, the ASEAN Strategic Framework and Action Plan
on Nutrition 2018–2030, developed in collaboration with ASEAN sectors on health, social welfare and
development, education and food and agriculture, was formulated to operationalize the Declaration.
This report – the ASEAN Food and Nutrition Security Report 2021 – is an important output of the
ASEAN Strategic Framework and Action Plan for Nutrition. The report aims to track progress on nutrition
actions and key policy and programme accomplishments across the ASEAN region, and is intended to be
updated and republished every five years for continued progress tracking.
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The report is published in two volumes. Volume 1 provides a snapshot of progress on nutrition in ASEAN
Member States, five years after the inaugural report, and offers recommendations on the way forward over
the next five-year period. Chapter 1 presents the background and rationale for the report, while Chapter 2
situates this report within the changing landscape of nutrition. Chapter 3 takes stock of the nutrition and diet
situation in the ASEAN region, including progress towards both the global 2025 MIYCN and NCD targets.
Chapter 4 captures the status of policies and programmes designed to improve nutrition in each ASEAN
Member State. Chapter 5 outlines the outstanding challenges to attaining healthy diets and improved
nutritional outcomes in the ASEAN region. Chapter 6 details strategic recommendations for key priorities
and actions moving forward. Case studies on policy and programme initiatives and achievements over the
last five years in each ASEAN Member State are included throughout the report.
Volume 2 presents data-driven Food and Nutrition Security Profiles for each of the 10 ASEAN Member
States. Each profile includes extensive and up-to-date data related to economic and social determinants
of malnutrition; coverage of essential nutrition interventions; dietary intake; food access, availability and
consumption; infant and young child feeding; the nutritional status of women and children; and progress
towards global nutrition targets.
The analyses presented in this report help elucidate the pressing factors facilitating or preventing progress
on nutrition in the ASEAN region. With this deeper understanding of the current status of the policies and
programmes necessary to improve nutrition, ASEAN will be better equipped to strengthen the capacity and
accountability of national governments and their development partners to propel progress towards ending
malnutrition in all its forms in the region.
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2 The challenge of good
nutrition in a changing
world
Collectively, ASEAN Member States have experienced rapid economic growth in recent decades: The
combined total gross domestic product (GDP) of the 10 ASEAN Member States doubled between 2008
and 2019, and the total combined ASEAN 2019 GDP was valued at US$3.2 trillion – making ASEAN the
fifth largest economy in the world. Other socioeconomic and health indicators also show improvement:
the under-five mortality rate in the ASEAN region decreased from 47.9 in 2000 to 27.7 in 2018; and total
life expectancy increased from approximately 65 in 2000 to 69.4 in 2019. Further, the proportion of the
population living below national poverty lines declined between 2005 and 2018 across all ASEAN Member
States – and most particularly in Cambodia, Thailand and Lao People’s Democratic Republic, where poverty
decreased by 19 per cent, 17 per cent and 15 per cent, respectively.6

► Yet despite demonstrable economic and social progress, individuals and
families in ASEAN Member States still face economic, physical, social and
cultural barriers to consuming nutritious diets and accessing adequate
health and nutrition services. While many of these barriers to good nutrition
have persisted over time, others are new and evolving in an increasingly
modern and urbanized world.
Many people still lack access to nutritious, safe and affordable foods. The prevalence of moderate to
severe food insecurity in the ASEAN community was 18.6 per cent in 2019, leaving 122.6 million people in
ASEAN without consistent access to food.ii Food scarcity and poor food system infrastructure increase the
consumption of contaminated food: approximately 52 million people in the ASEAN regioniii fall ill each year
after eating unsafe foods.7 The availability of essential micronutrients in national food supplies is inadequate
to meet the nutritional needs of the population: approximately 24 per cent of the population in ASEAN
Member States consume inadequate quantities of essential vitamins, minerals and trace elements due to
limited micronutrient density in the food supply.8
Nutritious food also remains unaffordable for millions of people in the region. An estimated 46 per cent of the
population in the ASEAN region – approximately 325 million people – are unable to afford a healthy diet.9
Food taboos that result in avoidance of meat, fruit, vegetables or other nutritious foods persist in the region,
particularly among ethnic minority populations, limiting consumption of nutrient-dense foods by the most
vulnerable populations. Gender inequality can restrict access to adequate health and nutrition services for
women and their children, while early marriage and early childbirth remain common in some communities
and are associated with low birthweight and malnutrition in children.10

ii Calculated by FAO Headquarters (based on FAOSTAT data) specifically for ASEAN Member States
iii The estimated figure was produced specifically for the ASEAN region by the Foodborne disease Epidemiology Reference Group instituted by
WHO with involvement of leading independent experts.
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► Within this backdrop, the factors that influence how people live and what
they eat are also changing.
More people are living in cities today than ever before. In 2020, ASEAN cities comprised approximately
50 per cent of the collective population of ASEAN Member States – an increase from 38 per cent in 2000.
Between 2010 and 2020, ASEAN cities added approximately 70 million inhabitants – more than the
combined populations of Brunei Darussalam, Cambodia, Lao People’s Democratic Republic, Malaysia and
Singapore. Estimates indicate that another 70 million will be added by 2030. While national urbanization
rates vary within the ASEAN region – from 24 per cent in Cambodia to 100 per cent in Singapore11 – it
is clear that the increasing population in urban centres across ASEAN Member States is dramatically
impacting the food environmentiv of millions of people.
Consumer preference is shifting from purchasing food in markets to modern grocery stores. The
growth in the number of modern grocery retailers – i.e., hypermarkets, supermarkets and convenience
stores – in ASEAN Member States between 2013 and 2018 was one of the highest in the world. In fact,
Viet Nam and Myanmar recorded the two highest growth rates in the world over the same time period (each
with a >200 per cent increase in modern grocery retailers).13 The rapid spread of more formal grocery
stores influences consumer behaviour and food consumption patterns: modern grocery store retailers may
increase consumer access to a wide variety of fresh and processed foods, but there is some evidence that
this shift in food retailing is resulting in increased consumption of unhealthy foods and diminishing the often
critical role of informal traders in meeting the food and nutrition needs of communities.14
Unhealthy foods are increasingly available, affordable and preferred. Processed foods, and especially
‘ultra-processed foods’, such as savoury or sweet snacks and sugar-sweetened beverages (SSBs), now
comprise a significant share of many diets in the region. These packaged snacks or beverages are high
in added sugars, trans-fat and salt but provide few essential nutrients. The fast food and processed food
industries are thriving in the ASEAN region, driven by the demand for greater convenience and higher
purchasing power in both urban and rural areas. Convenience foods help busy families cope with the
constraints of modern life. Buying from street vendors, for example, saves families time and fuel costs.15
These changes in dietary habits are also being fueled by advertising and marketing that promote unhealthy
foods, snacks and soft drinks.16,17
Socioeconomic inequities in malnutrition and its drivers persist (and in some instances, are
increasing). Despite the region's rapid economic growth, inequalities have increased, with widening gaps
between the rich and the poor.18 Poor and marginalized women are less likely to seek antenatal care (ANC)
and attend the recommended eight or more visits. While there have been improvements in access to clean
water and sanitation in the region,6 access is generally worse among rural populations and the poorest
households.10,19 The prevalence of stunting and wasting is higher for children who live in poor families, for
those who live in rural areas and for those whose mothers have less education.20 Infants and young children
residing in the poorest households or in rural areas are less likely to eat a minimally frequent and diverse
diet.20-22
Climate change and humanitarian crises pose critical threats to feeding populations sustainably.
ASEAN Member States are extremely vulnerable to natural hazards and disasters – both in terms of
frequency of events and the high number of people affected23 – and the impact of extreme climate events on
human health, security, livelihoods and poverty is expected to increase in coming years.24 These conditions
can dramatically alter the quantity, quality and price of food available, resulting in food crises and increased
food and nutrition insecurity. In a region with existing high levels of both chronic and acute malnutrition,
these events pose a growing threat to nutrition. Protracted conflict, local insecurity and political crises
can disrupt agricultural production and markets and create macro or micro-economic shocks, including
iv

Food environments comprise 1) the foods available to people in their surroundings as they go about their everyday lives; and 2) the nutritional
quality, safety, price, convenience, labelling and promotion of these foods. Food environments therefore serve as the link between food
systems and diets.12
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hyperinflation, economic downturns or decreases in purchasing power. This economic instability can result
in increased food prices and undermine food security, particularly for the most vulnerable.
Health epidemics, such as the COVID-19 pandemic, are stressing already vulnerable systems
and further eroding the poor quality of diets. The COVID-19 pandemic is expected to worsen existing
challenges to the availability, accessibility and affordability of nutritious food. It is estimated that nearly
three-quarters of households in ASEAN Member States experienced a decline in income as a result of the
pandemic.25 Lockdowns, mobility restrictions and border closures have disrupted food supply chains due to
a lack of labour, transport and agricultural inputs, resulting in instances of nutritious, perishable foods such
as chicken, fish, fruit and vegetables being thrown away due to transport challenges.26 School closures
affected millions of children, depriving many of the free meals their schools provided. Sales of nutrient-poor
packaged food items, such as instant noodles, are likely to have increased during pandemic lockdowns as
they provide a reliable, often inexpensive, source of food, with a longer shelf-life than fresh foods. Movement
restrictions, isolation, school closures and working from home have reduced physical activity for many,
causing more sedentary lifestyles.
These factors, among many others, are changing food environments and access to essential, quality
nutrition services. As a result, individuals and families are increasingly shifting away from traditional
and indigenous diets based on whole foods, towards processed foods that are higher in salt, sugar and
unhealthy fats and low in essential nutrients.22 Further, the need for services to address existing levels of
poverty, food insecurity and other persistent drivers of malnutrition is greater than ever before.
It is within this context that policymakers are responding to the crisis of malnutrition in the ASEAN region.
ASEAN leaders have already signalled their commitment to action with the adoption of the ASEAN Leaders
Declaration on Ending All Forms of Malnutrition – a pledge that is now being operationalized through the
Strategic Framework and Action Plan.
Now, with only 10 years remaining to achieve the SDGs – including an end to hunger and malnutrition –
the need for continued leadership, investment and action across the ASEAN region to drive progress has
never been more urgent. With the region’s commitment to respond to the changing nutrition environment,
recognizing the multiple drivers of poor diets and malnutrition across the life course, the ASEAN community
is poised to drive progress on the path to 2030 and secure the right to nutritious food for all.

3

THE FOOD
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REGION
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3 The food security and
nutrition situation in the
ASEAN region
► This chapter presents the most recent estimates of nutritional status, food
security and dietary habit indicators in each ASEAN Member State, and
describes progress towards meeting global nutrition targets. The purpose of
this analysis is to provide an updated snapshot of the state of nutrition and
diets in the region, five years since the initial ASEAN Regional Report on
Nutrition Security. More detailed data for each ASEAN Member State can be
found in the Food and Nutrition Security Profiles in Volume 2 of this report.
The indicators presented in this chapter include, but are not limited to, the 2025 global nutrition targets,
collectively referred to as the World Health Assembly (WHA) MIYCN targets27 and the WHO diet-related
NCD targets.28 The specific global targets tracked for nutrition can be found in Figure 1. All ASEAN Member
State estimates presented in this chapter were sourced from the ASEAN Nutrition Surveillance System
(ANSS), unless otherwise stated. All data presented here were collected in 2010 or later.
The vast majority of data presented in this chapter were collected before the COVID-19 pandemic. Yet,
where possible, the report presents evidence on how COVID-19 has impacted key food and nutrition
indicators. As noted in Chapter 2, the pandemic has resulted in economic slowdowns and downturns in
countries around the world. The loss of livelihoods and temporary disruptions in food systems (particularly
in urban and peri-urban areas) have reduced access to nutritious foods and increased food insecurity and
malnutrition, particularly for the most vulnerable.9
Figure 1. Global 2025 maternal, infant and young child nutrition and non-communicable disease targets

Maternal, infant and young child
nutrition targets

Global targets
A 40 per cent reduction in the number of children under 5 who are stunted
A 50 per cent reduction in anaemia in women of reproductive age
A 30 per cent reduction in low birthweight
Ensure that there is no increase in childhood overweight
Increase the rate of exclusive breastfeeding in the first 6 months up to at least 50 per cent
Reduce and maintain childhood wasting to less than 5 per cent

Non-communicable
disease targets

Global targets
A 25 per cent relative reduction in overall mortality from cardiovascular diseases, cancer,
diabetes, or chronic respiratory diseases
A 30 per cent relative reduction in mean population intake of salt/sodium
A 25 per cent relative reduction in the prevalence of raised blood pressure or contain the
prevalence of raised blood pressure, according to national circumstances
Halt the rise in diabetes and obesity
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3.1 The global nutrition targets are within reach – if we redouble our efforts
Tracking progress towards the 2025 global nutrition targets helps shed light on the state of nutrition in the
ASEAN region and highlight where efforts need to be amplified. Progress towards each of the 10 global
nutrition targets is calculated annually by the Global Nutrition Report. Results for ASEAN Member States are
shown in Table 1. Progress is classified as ‘on course’ if the target is met, ‘some progress’ or ‘no progress or
worsening’. There are several instances in which no data were available to assess progress towards targets.
It is important to note that the Global Nutrition Report analysis to assess progress may not have considered
the most recent estimates available today. However, the most up-to-date estimates on the MIYCN and
NCD targets in ASEAN Member States are presented in this report. Therefore, the point estimates for the
10 global nutrition targets presented throughout the rest of this report should be reviewed alongside the
progress estimates in Table 1 for better context.
Globally, the analysis by the Global Nutrition Report indicates that most MIYCN targets are off course,
with only ‘some progress’ achieved for exclusive breastfeeding and low birthweight. In the ASEAN region,
progress remains similarly elusive across the six MIYCN targets. In nearly all ASEAN Member States,
no progress has been made in reducing anaemia in women of reproductive age (WRA), and no ASEAN
Member State is ‘on course’ to meet the target to reduce low birthweight or to reduce or maintain childhood
wasting.
Three ASEAN Member States are on course to increase exclusive breastfeeding to at least 50 per cent
(Indonesia, Myanmar and Viet Nam) and five are ‘on course’ to have no increase in childhood overweight
(Indonesia, Malaysia, Myanmar, the Philippines and Thailand). While recognizing that some ASEAN Member
States are ‘on course’ or have made ‘some progress’ towards achieving targets, it is equally important to
note that a significant proportion of children remain impacted by malnutrition or experience poor feeding
practices. For example, while Lao People’s Democratic Republic is ‘on course’ to reduce childhood stunting,
33 per cent of children under 5 nationally (more than 250,000 children) are still stunted today.
Across the region, seven ASEAN Member States are ‘on course’ to meet at least one MIYCN target (Brunei
Darussalam and Singapore either do not track data on MIYCN targets or have limited data to assess
progress and Cambodia is not ‘on course’ for any indicator). Three countries (Indonesia, Myanmar and
Thailand) are ‘on course’ to meet two MIYCN targets.14
Progress towards diet-related NCD targets is reported for adult obesity and diabetes only. Progress was
not assessed at the country level for salt intake and raised blood pressure due to lack of comparable
projections.14
Globally, all diet-related NCD targets are off course, with projected probabilities of meeting any of the targets
being close to zero.14 Similarly, in the ASEAN region, most countries have shown no progress towards
achieving any of the targets. Progress on adult obesity has either stagnated or deteriorated in all ASEAN
Member States and progress to reduce adult diabetes is only considered ‘on course’ in one or two ASEAN
Member States.

► These data make clear that progress is too slow to meet global targets. Yet
there is still time to change this trajectory: with targeted investments and a
commitment to scale up programmes where progress is lagging, there is
still time to change course to tackle persistent undernutrition and quell the
increase in overweight, obesity and NCDs in the ASEAN region.

Exclusive
breastfeeding

1

Viet Nam

1

2

Thailand

2

2

Singapore

0

1

Philippines

0

2

Myanmar

0

1

Malaysia

0

1

Lao People’s
Democratic
Republic

Number
“on track”

2

Number
“on track”

Indonesia

3

Adult
male
diabetes

0

5

Adult
female
diabetes

Cambodia

0

Adult
male
obesity

Non-communicable disease targets

Low
Women of
Adult
birthweight reproductive age female
anaemia
obesity

No data

1

2

Childhood
overweight

No progress or worsening

Maternal, infant and young child nurition targets

Childhood
wasting

Some progress

Brunei
Darussalam

Member state

Childhood
stunting

On course

Table 1. ASEAN progress towards the maternal, infant and young child nutrition and diet-related non-communicable disease targets

Source: 2020 Global
Nutrition Report

For Malaysia, the most
recent estimate of
exclusive breastfeeding
in the first 6 months of life
is 40.3 per cent according
to Over or Under:
Double Burden of Child
Malnutrition in Malaysia: A
Landscape Analysis Report
based on the National
Health and Morbidity
Survey, 2016.

Note: Anaemia and low
birthweight are based
on modelled estimates.
Obesity and diabetes are
based on age-standardized
modelled estimates for
adults aged 18 years and
older, using the WHO
standard population;
they are reported by sex
due to limitations in data
availability. To assess
progress, an average
relative percentage change
in the prevalence of each
indicator was calculated
using a metric called the
average annual rate of
reduction (AARR). Two
separate AARR estimates
were calculated: 1) the
required AARR represents
the value needed for a
country to achieve the
global target from the
baseline year to 2025;
and 2) the current AARR
reflects a country’s actual
achievement based on the
available data between
the baseline year and
the most recent year. For
each indicator, specific
criteria were established
to determine whether the
AARR indicated that a
country was ‘on track’, had
achieved ‘some progress’
or ‘no progress’. For dietrelated NCD targets, only
‘on track’ or ‘no progress’
were considered in this
assessment. For more
detail on the methodology
used, please refer to the
2020 Global Nutrition
Report.
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3.2 Malnutrition persists in the ASEAN region
Far too many children are starting life at a disadvantage
Low birthweight is a marker of poor maternal and foetal health and nutrition. Babies born with low
birthweight are more likely to die in the first 28 days of life, and those that survive often suffer from stunted
growth,29 lower IQ30 and an increased risk of adult-onset and chronic conditions such as obesity and
diabetes.31 Seven out of 10 ASEAN Member States report a recent low birthweight prevalence of 10 per
cent or more (up to 17 per cent in Lao People’s Democratic Republic) (Figure 2).

Figure 2. Low birthweight prevalence
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Source: All data was extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include - Brunei Darussalam:
Health Information Booklet 2017; Indonesia: Basic Health Research, RISKESDAS 2018; Malaysia: Department of Statistics Malaysia, 2020;
Philippines: National Demographic and Health Survey 2017; Singapore: Report on Registration of Births and Deaths 2019; Thailand: Multiple
Indicator Cluster Survey, 2019; Cambodia, Lao People’s Democratic Republic, Myanmar and Viet Nam: UNICEF/WHO Low birthweight
estimates 2019.

Stunting and wasting result from poor nutrition in utero and inadequate nutrient intake and/or infection
and disease in early childhood. Children affected by stunting may never attain their optimal linear growth
and their brains may never develop to their full cognitive capacity, impacting their school readiness, earning
potential as adults and ability to fully participate in and contribute to society. Children suffering from wasting
have weak immune systems and face an increased risk of infection, long-term developmental delays and
death.
While ASEAN Member States have achieved significant declines in stunting prevalence since 1990,5,20
stunting still affects 15 million children under 5 in the region. Based on updated prevalence thresholds for
stunting, wasting and overweight in children under 5,32 stunting prevalence is still considered ‘very high’ in
two ASEAN Member States (Cambodia and Lao People’s Democratic Republic) ‘high’ in four (Indonesia,
Malaysia, Myanmar and the Philippines) and ‘medium’ in two (Thailand and Viet Nam). (Figure 3).
More than 4 million children under 5 suffer from wasting in the ASEAN region. No ASEAN Member States
report a ‘very high’ or ‘high’ wasting prevalence. However, prevalence of wasting is considered ‘medium’ in
seven Member States (Cambodia, Indonesia, Lao People’s Democratic Republic, Malaysia, Myanmar, the
Philippines and Thailand) and low in Viet Nam (Figure 3).
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Singapore does not track national data on stunting and wasting due to its low prevalence and data from
Brunei Darussalam were collected prior to 2010 and are thus not presented here.
The COVID-19 pandemic has the potential to increase all forms of malnutrition in young children. More
children are becoming malnourished as the pandemic and its containment measures continue to disrupt
access to nutritious food and essential services. While there are no estimates yet of the impact of COVID-19
on malnutrition in the ASEAN region, the global prevalence of child wasting in low- and middle-income
countries was estimated to rise by 14.3 per cent, contributing to an additional 6.7 million children with wasting
worldwide over the first 12 months of the COVID-19 pandemic alone.33
Overweight and obesity result when caloric intake from food and beverages exceeds energy requirements.
Children affected by overweight are at an increased risk of diet-related NCDs later in life, such as such as
type 2 diabetes and cardiovascular disease, which is the leading cause of death worldwide.
The prevalence of overweight in children under 5 is increasing across age groups, regions and all countryincome groups. In the ASEAN region, 3.3 million children under 5 are considered overweight. No ASEAN
Member States report a ‘very high’ overweight prevalence. However, prevalence is considered ‘high’ in
Viet Nam, ‘medium’ in Malaysia and Thailand and ‘low’ in three others (Indonesia, Lao People’s Democratic
Republic and the Philippines). Prevalence is very low (<2.5 per cent) in Cambodia and Myanmar (although
both of these Member States have at least ‘medium’ levels of stunting and wasting) (Figure 3). Singapore
does not have official published data on the prevalence of overweight children under 5 currently and data
from Brunei Darussalam were collected prior to 2010.
Despite the high levels of malnutrition that still exist across the ASEAN region, progress in reducing
child malnutrition in ASEAN Member States is possible and happening. A UNICEF analysis in select
ASEAN Member States with available data found the proportion of children free from any form of malnutrition
has increased over time. For example, the proportion of children not suffering from stunting, wasting and
overweight increased from approximately 40 per cent to approximately 60 per cent in both Cambodia and
Lao People’s Democratic Republic since 2000. Similarly, in Myanmar, the proportion of children free from
stunting, wasting or overweight increased from 52 per cent to 64 per cent between 2000 and 2016.34
Micronutrient deficiencies or ‘hidden hunger’ can result from limited access to foods rich in essential
vitamins and minerals, or from an overreliance on nutrient-poor, ultra-processed foods and drinks that
displace more nutritious foods in diets. Micronutrient deficiencies are often less visible and harder to detect
than other forms of malnutrition but can have serious consequences, including impaired brain development,
stunted growth and poor immune response in early childhood.
National-level estimates of deficiencies in iron, vitamin A, zinc and iodine in children under 5 (and older
populations) in the ASEAN region are largely unavailable. However, the data available indicate that the
prevalence of anaemia in children under 5 remains high in several ASEAN Member States – particularly
in Cambodia and Lao People’s Democratic Republic. Prevalence of anaemia is considered ‘moderate’ in
Indonesia, Malaysia, Myanmar and Thailand, and ‘mild’ in Brunei Darussalam, the Philippines and Viet Nam,
per WHO thresholds (Figure 3).35 Singapore does not track child anaemia at national level due to its low
prevalence.
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Figure 3. Levels of malnutrition in children under 5, by threshold level
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Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include – Brunei Darussalam:
WHO Global Health Observatory, 2016; Cambodia: Demographic and Health Survey, 2014; Indonesia: Basic Health Research, 2018 & Indonesia
Nutritional Status Survey, 2019; Lao People’s Democratic Republic: Lao Social Indicator Survey II, 2017; Malaysia: National Health and Morbidity
Survey, 2019 & WHO Global Health Observatory 2019; Myanmar: Myanmar Micronutrient and Food Consumption Survey, 2017-2018; Philippines:
2019 Expanded National Nutrition Surveys; Thailand: Multiple Indicator Cluster Survey, 2019 & SEANUTS 2016; Viet Nam: National General
Nutrition Survey 2020
Note: “n.a.”: No data available; Child stunting, child wasting and child overweight thresholds are based on the revised 2018 WHO-UNICEF
anthropometric prevalence thresholds32 and child anaemia thresholds are based on the WHO classification of public health significance of anaemia
in populations.35

In middle childhood and adolescence, undernutrition persists while overweight is on
the rise
Despite social and economic gains in the region in recent decades, a significant proportion of children aged
5–19 years are suffering from undernutrition. Prevalence of thinnessv hovers around 10 per cent in nearly all
ASEAN Member States (with greater than 17 million adolescents affected) (Figure 4). While some progress
has been achieved in reducing the proportion of children suffering from undernutrition, the prevalence of
overweight is on the rise in school-aged children, with nearly 25 million adolescents affected by overweight
in the ASEAN region. The number of children aged 5–19 with overweight and obesity in East Asia and the
Pacific tripled between 2000 to 2016.36 In all but two ASEAN Member States (Cambodia and Myanmar), the
prevalence of overweight in children aged 5–19 years has surpassed the prevalence of thinness. This
shift is most pronounced in Brunei Darussalam, Malaysia, Singapore and Thailand, where >20 per cent of
adolescents are overweight and 10 per cent or fewer are thin.

v

Percentage of children aged 5–19 years with body mass index (BMI) < -2 SD of the median according to the WHO growth reference for schoolage children and adolescents
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Figure 4. Prevalence of overweight and thinness in children and adolescents (5–19 years of age)
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Source: All data were extracted from the ANSS. Specific sources referenced in the ANSS by each Member State include – Malaysia: National Health and
Morbidity Survey, 2019; Philippines: Expanded National Nutrition Survey, 2018-2019; Viet Nam: National General Nutrition Survey 2020; Brunei Darussalam,
Cambodia, Indonesia, Lao People’s Democratic Republic, Myanmar, Singapore and Thailand: NCD Risk Factor Collaboration (NCD-RisC), based on
Worldwide trends in BMI, underweight, overweight and obesity from 1975 to 2016: a pooled analysis of 2416 population-based measurement studies in 128.9
million children, adolescents and adults. The Lancet 2017, 390 (10113): 2627–2642,36 last updated August 2019.
Note: The figure above only includes data points that match the indicator definitions (see Annex for all indicator definitions). There are, however, national
level estimates available for malnutrition in adolescents from ASEAN Member States that are calculated for different age groups. These are noted here for
reference: In Cambodia, prevalence of underweight in children aged 13-17 years is 12.8 per cent and prevalence overweight is 3.4 per cent (The Cambodia
Global School-based student health survey 2013). In Malaysia, prevalence of thinness among adolescents aged 10-17 years is 6.6 per cent and prevalence
of overweight among adolescents aged 10-17 years is 30.4 per cent (National Health and Morbidity Survey, 2017). In Myanmar, among children aged 5-9
years, prevalence of thinness is 14.6 per cent and prevalence of overweight is 3.3 per cent. Among female adolescents aged 10-14 years, prevalence of
thinness is 18.8 per cent and prevalence of overweight is 5.2 per cent (Myanmar Micronutrient and Food Consumption Survey, 2017-2018). In the Philippines,
prevalence of thinness in children aged 10-19 years was 11.7 per cent and prevalence of overweight in children aged 10-19 years was 9.8 per cent in 2019
(2019 Expanded National Nutrition Survey). In Singapore, the overweight prevalence for children aged 6 to 18 years was 13 per cent in 2018 (per Ministry of
Education Singapore).

Limited data are available on micronutrient deficiencies for children aged 5–19 years in the ASEAN region.
Information on iodine intake in children aged approximately 6–12 years, however, is available for some
ASEAN Member States. The median urinary iodine concentrations (UIC) in Malaysia, Myanmar, Thailand and
the Philippines (137.5 μg/L, 138.5 μg/L, 157 μg/L and 180 μg/L, respectively)vi indicate that there is adequate
iodine intake among children in middle childhood and adolescents, per WHO guidelines.37

vi All data were extracted from the ANSNS. Specific sources referenced in the ANNS by each Member State include – Malaysia: data for children
aged 9-10 years, unpublished data, National iodine deficiency disorders (IDD) Monitoring among School Children Aged 8-10 years old, 2018;
Myanmar, data for children 5-9 years, Myanmar Micronutrient and Food Consumption Survey (MMFCS) 2017-2018; Philippines: data for children
6-12 years old, Expanded National Nutrition Survey, 2018; Thailand: data for children 10-14 years old, The 5th Thailand National Health Exam
Survey (NHES5), 2016
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Overweight and NCDs continue to increase in adulthood
Undernutrition in adult women (18 years and above) persists in all ASEAN Member States: prevalence
of underweight ranges from 4 per cent in Brunei Darussalam to 18 per cent in Viet Nam. However, the
prevalence of overweight among adult women is notably higher. Overweight prevalence in WRA is >30 per
cent in six of the 10 Member States, ranging from 30 per cent in Myanmar to 53 per cent in Malaysia (Figure
5). Prevalence of overweight in adults has increased in nearly every ASEAN Member State since 2000,20
and a separate analyses noted that overweight is no longer a problem exclusive to the wealthy – but rather
exists across all income groups.38
Figure 5. Prevalence of underweight in women (aged 18+ years, BMI<18.5) and overweight in women of
reproductive age (aged 15-49 years, BMI>=25)
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Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State for prevalence of underweight include – Brunei
Darussalam: STEPS Survey 2015/16; Indonesia: National report on Basic Health Research, RISKESDAS, 2018; Malaysia: National Health and Morbidity
Survey, 2019; Thailand: WHO Global Health Observatory, 2016; Cambodia, Lao People’s Democratic Republic, Myanmar, Philippines, Singapore and Viet Nam:
UNICEF State of the World’s Children, 2019. Specific surveys referenced in the ANNS by each Member State for prevalence of overweight include – Cambodia:
Demographic & Health Survey, 2014; Indonesia: Basic Health Research, RISKESDAS, 2018; Malaysia: National Health and Morbidity Survey, 2019; Philippines:
2018 Expanded National Nutrition Survey; Brunei Darussalam, Lao People’s Democratic Republic, Myanmar, Singapore, Thailand and Viet Nam: WHO Global
Health Observatory (2016).
Note: The figure above only includes data points that match the indicator definitions (see Annex for all indicator definitions). There are, however, national level
estimates available for malnutrition in women from ASEAN Member States that are calculated for different age groups. These are noted here for reference: In
Brunei Darussalam, prevalence of overweight and obesity in adult women (18+) is 62.5 per cent (Brunei Darussalam STEPS Survey 2015/16). In Myanmar,
prevalence of underweight in WRA (15-49 years) is 14.3 per cent (Myanmar Micronutrient and Food Consumption Survey, 2017-2018). In the Philippines,
prevalence of underweight (BMI<18.5) in WRA was 8.0 per cent (2019 FNRI, Expanded National Nutrition Survey).

Prevalence of anaemia remains an issue of public health significance in WRA in the ASEAN region.
Prevalence is moderate in Indonesia, Lao People’s Democratic Republic, Malaysia, Myanmar, Singapore
and Thailand, and high in Cambodia (Figure 6).35 Data on iodine intake in adults is sparse in the region. The
median UIC in pregnant women in Thailand (153.4 μg/L)vii is just above the threshold for ‘adequate’ intake for
pregnant women, per WHO guidelines, while the median UIC pregnant women in Malaysia is 112.7 μg/L,viii
indicating insufficient intake.37
vii Bureau of Nutrition, Department of Health. Progress Report on IDD Prevention and Control Programme, 2018-2020, July 2020.
viii Unpublished data. National IDD monitoring among pregnant women aged 15-49 years in Malaysia (μg/l), 2017
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Figure 6. Anaemia prevalence in women of reproductive age, by threshold level
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Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include – Cambodia: Demographic and Health
Survey, 2014; Indonesia: Basic Health Research (RISKESDAS), 2013; Lao People’s Democratic Republic: Multiple Indicator Cluster Survey 2017; Malaysia:
National Health and Morbidity Survey, 2019; Myanmar: Myanmar Micronutrient and Food Consumption Survey (MMFCS) 2017-2018; Philippines: 2019 FNRI,
Expanded National Nutrition Survey Viet Nam: National General Nutrition Survey 2020; Brunei Darussalam, Indonesia, Singapore and Thailand: WHO Global
Health Observatory (2016).
Note: Thresholds are based on the WHO classification of public health significance of anaemia in populations.35 The figure above only includes data points
that match the indicator definitions (see Annex for all indicator definitions). There are, however, national level estimates available for malnutrition in women from
ASEAN Member States that are calculated for different age groups. These are noted here for reference: In Thailand, prevalence of anaemia in women aged 1544 years was 22.6 per cent (The Fifth Thailand Nation Health Exam Survey [NHES 5]).

Other NCDs, such as high blood pressure and diabetes, are also of concern in adults. The prevalence of
raised blood pressureix in ASEAN Member States is high, with more than 20 per cent of the adult population
affected in all 10 Member State countries.39,40
It is estimated that worldwide someone dies every eight seconds from diabetes or its complications and
approximately 10 per cent of all global health expenditures are related to diabetes care and treatment.41
Globally, an estimated 9 per cent of men and 8 per cent of women have diabetes.14 In ASEAN Member
States with data, prevalence of diabetes for all adults ranges from 8 per cent in the Philippines to as high as
17 per cent in Malaysia (nearly double the global prevalence estimate).

The double and triple burden of malnutrition
More and more countries are experiencing a double or triple burden of malnutrition, with the coexistence of
high levels of undernutrition, overweight and obesity and/or micronutrient deficiencies. These overlaps can
occur at any population level: country, city, community, household or individual. The 2020 Global Nutrition
Report investigated national-level coexistence of high levels childhood stunting (≥20 per cent), anaemia in
WRA (≥20 per cent) and overweight and obesity in adult women (≥35 per cent). This analysis found that all
ASEAN Member States experience at least one of these forms of malnutrition at high levels, with several
experiencing at least two or more.14

ix

Defined as systolic blood pressure ≥ 140 and/or diastolic blood pressure ≥ 90
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Prevalence of undernourishment in the ASEAN region has remained stagnant for nearly
a decade
Prevalence of undernourishment – part of the monitoring framework for SDG 2, ‘zero hunger’ – is used to
assess hunger in a given population. Undernourished people lack enough dietary energy for a healthy life.9
Global prevalence of undernourishment decreased between 2005 and 2015, but has remained stagnant
between 8.7 and 8.9 since 2015.9 Prevalence of undernourishment in the ASEAN region decreased from
greater than 20 per cent in 2000 to approximately 10 per cent in 2012. However, prevalence has remained
flat at around 10 per cent in the ASEAN region ever since.x
The ASEAN region is home to 63.4 million undernourished people. The vast majority of them reside in
Indonesia (24.1 million) and the Philippines (15.4 million) (Figure 7). The proportion of the population that
is undernourished varies across Member States. However, in three countries – Cambodia, Myanmar and
the Philippines – more than 10 per cent of the population are not consuming enough dietary energy to live a
healthy life. In Indonesia and Thailand, 9 per cent are undernourished. Prevalence is lower in Viet Nam, Lao
People's Democratic Republic, Malaysia and Brunei Darussalam, while no data are available for Singapore
(Figure 8).
Figure 7. Number of undernourished (millions)
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3.3 Poor diets are slowing progress to end malnutrition
Poor diets are the leading cause of mortality and morbidity worldwide, exceeding other global health
challenges such as tobacco smoking. Diets are so strongly linked to health outcomes that dietary
improvements could potentially prevent one in every five deaths globally.42
The data presented in this section make clear that diets remain suboptimal in the ASEAN region for all age
groups. The COVID-19 pandemic has further exacerbated the preexisting crisis of diets: more families are
struggling to afford a healthy diet and many are relying on inexpensive, nutrient-poor, heavily processed
foods.43

Early childhood
While diet quality is important at all stages of life, the way that infants and young children are fed before age
2 has a lifelong impact on their survival, growth and development. Breastfeeding gives infants the healthiest
start in life, providing essential energy, nutrients and antibodies and offering critical protection from disease
and death. Early initiation of breastfeeding (within the first hour of life) is critical to newborn survival, yet the
practice varies widely in the ASEAN region. In Brunei Darussalam, early initiation of breastfeeding is nearly
universal (92 per cent), while Thailand reports that only a third of newborns benefit from this life-saving
practice (Figure 9).
Breastmilk alone provides all the vital nutrients infants need for the first six months of life. Yet rates of
exclusive breastfeeding in the first six months vary between ASEAN Member States. Four Member States
have already reached the global nutrition target of >50 per cent of children exclusively breastfed (Cambodia,
Indonesia, Myanmar and the Philippines), while exclusive breastfeeding remains low in Brunei Darussalam
(27 per cent) and Thailand (14 per cent) (Figure 9).

Figure 9. Proportion of newborns put to the breast within 1 hour of birth (early initiation) and exclusively breastfed
for the first 6 months of life
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Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State for early initiation of breastfeeding include –
Brunei Darussalam: National Health and Nutritional Status Survey, 2013; Cambodia: Demographic and Health Survey, 2014; Malaysia: Over or Under: Double
Burden of Child Malnutrition in Malaysia : A Landscape Analysis Report based on the National Health and Morbidity Survey (NHMS), 2016; Thailand: Multiple
Indicator Cluster Survey, 2016; Viet Nam: National General Nutrition Survey 2020; Indonesia, Lao People’s Democratic Republic and Myanmar: UNICEF State of
the World’s Children, 2019. Specific surveys referenced in the ANNS by each Member State for exclusive breastfeeding include – Brunei Darussalam: National
Health and Nutritional Status Survey, 2013; Cambodia: Demographic and Health Survey, 2014; Indonesia: Demographic and Health Survey, 2017; Lao People’s
Democratic Republic: Lao Social Indicator Survey II, 2017; Malaysia: Over or Under: Double Burden of Child Malnutrition in Malaysia : A Landscape Analysis
Report based on the National Health and Morbidity Survey (NHMS), 2016; Myanmar: Demographic and Health Survey, 2015-16; Philippines: 2018 Expanded
National Nutrition Survey; Thailand: Multiple Indicator Cluster Survey, 2019; Viet Nam: National General Nutrition Survey 2020.
Note: n.a., Data not available. Based on Singapore’s National Breastfeeding Survey conducted in 2011, 99 per cent of the new mothers attempted to breastfeed
their babies and 50 per cent of newborns were exclusively breastfed when leaving the hospital. At 6 months of age, 42 per cent of infants were receiving any
breastmilk and 1 per cent were exclusively breastfed.
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By the time infants reach 6 months of age, breastmilk alone is no longer sufficient to meet their energy and
nutrient requirements.44,45 To keep up with these demands, young children need to be introduced to their first
solid foods (complementary foods) at 6 months of age while continuing to breastfeed. Table 2 presents the
most recent estimates for seven complementary feeding indicators in each ASEAN Member State. The values
presented in Table 2 are based on the most recent indicator definitions for infant and young child feeding.46
The majority of children in ASEAN Member States are consuming solid, semi-solid or soft foods at the
recommended time, between 6–8 months of age. Similarly, more than half of children in all Member States
with data are consuming at least the minimum recommended number of meals or snacks per day. The
proportion of children aged 6-23 months consuming the minimum recommended number of food groups per
day (dietary diversity), however, varies widely: from only 21 per cent in Myanmar to 75 per cent in Thailand.
Indicators of diet quality – any consumption of fruits or vegetables and any consumption of eggs of flesh
food – are encouraging: >50 per cent of children aged 6-23 months are consuming fruit or vegetables in all
but one Member State (Myanmar) and >=50 per cent of children aged 6-23 months in all Member States
are consuming eggs or flesh foods. Continued breastfeeding during the second year of life also makes an
important contribution to child diets;xi however, in five Member States (Brunei Darussalam, Lao People’s
Democratic Republic, Malaysia, Thailand and Viet Nam) fewer than 50 per cent of children are benefiting from
this practice.

Table 2. Complementary feeding practices in children 6–23 months of age
ASEAN
Member
State

Introduction to
Minimum meal
solid, semi-solid
frequency
or soft foods

Minimum
dietary
diversity

Minimum
acceptable
diet

Continued
Any fruits or Eggs or flesh
breastfeeding
vegetables
foods
12-23 months

Brunei
Darussalam

95.1%

n.a.

n.a.

n.a.

n.a.

n.a.

31.6%

Cambodia

81.6%

72.2%

40.4%

30.4%

64.7%

81.7%

58.0%

Indonesia

85.5%

71.7%

53.9%

40.3%

82.2%

71.3%

67.3%

Lao People’s
Democratic
Republic

86.7%

69.9%

35.7%

26.5%

63.8%

79.0%

43.0%

Malaysia

41.5%

92.8%

53.1%

54.4%

87.5%

90.3%

44.1%

Myanmar

75.0%

57.6%

21.3%

15.9%

44.2%

58.5%

78.5%

Philippines

84.4%

n.a.

n.a.

n.a.

n.a.

n.a.

59.6%

Singapore

n.a.

n.a.

n.a.

n.a.

n.a.

n.a.

n.a.

Thailand

91.7%

87.1%

74.5%

66.3%

86.1%

90.0%

24.5%

Viet Nam

85.9%

75.0%

52.2%

42.2%

100.0%

50.2%

26.0%

Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include – Brunei Darussalam: National Health
and Nutritional Status Survey (NHANSS), 2013; Cambodia: Demographic and Health Survey, 2014; Indonesia: Demographic and Health Survey, 2017; Lao
People’s Democratic Republic: Lao Social Indicator Survey II, 2017; Malaysia: National Health and Morbidity Survey, 2016; Myanmar: Demographic and Health
Survey, 2015-2016; Philippines: Demographic and Health Survey, 2008 and 2017; Singapore: no data; Thailand: Multiple Indicator Cluster Survey 2019; Viet
Nam: National General Nutrition Survey 2020 and & National Nutrition Surveillance Network, 2015.
Note: n.a., Data not available. Many of the values in Table 2 were reanalysed by UNICEF to reflect the recently updated definitions for complementary feeding
indicators47,48 published in 2021.46 As a result, they may differ slightly from previous indicator estimates printed in older reports. The Philippines collected data
on minimum meal frequency (92.2 per cent), minimum dietary diversity (20.1 per cent) and minimum acceptable diet (9.9 per cent) in the 2019 Expanded National
Nutrition Survey, however these estimates are based on the old indicator definitions. Further, the only data available for animal-source food consumption (75.2
per cent) and zero fruit or vegetable consumption (21.8 per cent) is from the 2008 DHS and thus too old to present in this report.
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Between the ages of 12 and 23 months, it is estimated that children still receive 35-40 per cent of their energy needs from breastmilk, which
is also a good source of essential fatty acids and micronutrients. The nutritional benefit of continued breastfeeding is most evident during child
illness, when decreased child appetite may prevent children from consuming adequate quantities of foods but does not usually affect breastmilk
intake.1
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While indicators were recently developed to assess unhealthy dietary practices in young children – including
consumption of unhealthy snacks and drinks high in sugar, salt and fat –,46 there are not yet enough data
to calculate regional or national estimates on the proportion of young children consuming these foods
and beverages. Findings from small-scale surveys in some ASEAN Member States, however, indicate
that cookies, chips, sweet drinks and other sugary and salty packaged foods are taking an increasingly
prominent place in children’s diets. For example, in the Lao People’s Democratic Republic, 45 per cent of
young children had eaten a processed, packaged snack food in the day preceding a survey10,49 and evidence
from Bangdug City, Indonesia suggests that consumption of processed snack foods starts as soon as young
children are introduced to solid foods: 47 per cent of children aged between 6 months and 1 year were found
to already be consuming snack foods, including sweet biscuits and savoury snacks.50

Middle childhood and adolescence
Limited data are available to shed light on the diets of children and adolescents. However, what is available
indicates that adolescents are not consuming enough nutritious foods and consuming too many unhealthy
foods. In several ASEAN Member States, more than 40 per cent of adolescents aged 12-15 years consumed
at least one fast food meal per week.51

Adulthood
Adults are not consuming enough nutritious foods to fully benefit from the protection they offer against
illness and death. An analysis by the 2020 Global Nutrition Report found that per capita intake of several
protective dietary factors in many ASEAN Member states is below the theoretical minimum risk of exposure
level (TMREL) – an estimate of the optimal dietary intake required to minimize risk from all causes of death
(combined). Further, intake of vegetables, legumes, milk, polyunsaturated fat and omega 3 fatty acids in the
most Member States is below global estimated intake. The 2020 Global Nutrition Report analysis also found
that consumption of harmful dietary factors, such as processed meat, SSBs, trans-fatty acids and sodium
are all well above the TMREL in most Member States.
High salt (sodium) intake increases blood pressure, a major risk factor for cardiovascular disease and
stroke, is a leading dietary risk factor for death and illness worldwide and is the leading risk factor for death
in east Asia and high-income Asia Pacific countries.52 As seen in Figure 10, daily salt intake is above the
WHO recommendation of no more than 5 grams per day53 in Brunei Darussalam, Cambodia, Malaysia,
Singapore, Thailand and Viet Nam.
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Figure 10. Estimated intake of salt per day (grams /persons) in adults (18+ years)
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Source: All data was extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include – Brunei Darussalam: Health Information
Booklet, Ministry of Health, 2017; Cambodia: 2016 STEP Survey; Malaysia: Malaysian Community Salt Survey-MyCoss, 2019; Thailand: Estimated dietary
sodium intake in Thailand: A nation-wide population survey with 24-hour urine collections, Worawan Chailimpamontree et al; Viet Nam: STEPS 2015; Indonesia,
Lao People’s Democratic Republic, Myanmar, Philippines, Singapore: Global Nutrition Report, 2020.
Note: The figure above only includes data points that match the indicator definitions (see Annex for all indicator definitions). There are, however, national level
estimates available for intake from ASEAN Member States that are calculated for different populations. For example, in Myanmar, estimated intake of salt per
day in adult men aged 15-49 years is 6.6g (Myanmar Micronutrient and Food Consumption Survey 2017-2018).

Food insecurity
An estimated 25.9 per cent of the global population – approximately 2 billion people – suffer from moderate
to severe levels of food insecurity, with prevalence steadily increasing since 2014.9 The lack of consistent
access to food due to persistent food insecurity diminishes dietary quality, disrupts normal eating patterns
and can have short- and long-term negative consequences on nutritional status, health and well-being.
Food insecurity exists to some degree in all ASEAN Member States (where data allow for investigation).
Nearly half of the total population of Cambodia (44.1 per cent) and over half of the total population of the
Philippines (55.3 per cent) experience moderate or severe food insecurity, with approximately 15 per cent
of the total population of these Member States experiencing severe food insecurity. Prevalence of moderate
or severe food insecurity is approximately 15 per cent in Malaysia, 7 per cent in Indonesia, 6 per cent in
Viet Nam and 5 per cent in Singapore. Estimates of food insecurity are not available for Brunei Darussalam,
Myanmar and Thailand (Figure 11). In Brunei Darussalam a separate estimate of food insecurity from 2010–
2011 estimated that only 7.4 per cent of the population had run out of food and could not afford to buy more
at some point in the 12 months prior to the survey.54
Food insecurity does not affect all people in the same manner. Further efforts are required to examine how
different population groups, particularly the most vulnerable, are affected.
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Figure 11. Prevalence of food insecurity in ASEAN Member States
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the data for Lao People’s Democratic Republic which is for the period 2018-2020.
Note: n.a., Data not available.

3.4 Malnutrition does not affect all populations equally
Deeper analysis of malnutrition data reveals inequalities in the burden of malnutrition and diet quality
between different population groups in the ASEAN region. Children residing in the poorest households, for
example, experience higher rates of stunting and wasting than their wealthier counterparts. This holds true
both at the global level and within ASEAN Member States (among countries with available disaggregated
data; see Figure 12). Stunting and wasting prevalence is also frequently higher in children residing in rural
areas compared with urban areas. However, it is worth noting that the urban poor are often left out of largescale household surveys. There is evidence that large disparities exist in the prevalence of malnutrition within
urban areas in the ASEAN region, with the poorest households most at risk of stunting and wasting.xii As
urbanization increases in ASEAN Member States, greater attention is needed to identify those in greatest
need within urban settings.
For overweight prevalence, the distribution is often reversed, with children in urban and wealthier households
more affected by overweight than their rural and poorer counterparts. However, the magnitude of difference
between the groups is small. Little difference is seen in stunting, wasting or overweight by gender – both at
the global level and within ASEAN Member States with available disaggregated data.

xii

Status and Determinants of Food Insecurity and Undernutrition in Peri-Urban Yangon: SDFU Myanmar 2018 (report not yet published)
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Figure 13. Proportion of children 6–23 months of age
consuming a minimally diverse diet, by wealth quintile
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Figure 12. Prevalence of stunting in children under
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Inequities in diet quality are also visible within the ASEAN region. As seen in Figure 13, children residing
in the wealthiest households in countries with data are more likely to consume a minimally diverse diet
than children from the poorest households. It is important to note, however, that even in the wealthiest
households, in countries with available disaggregated data, approximately a third or more of children aged
6–23 months are still not receiving the minimum number of recommended food groups. In other words,
wealth does not always equal healthy diets.
Other services, such as social and behaviour change communication are required to ensure that children
from all wealth groups – even the richest – know what, when and how to feed their children and have the
resources they need to overcome barriers to enacting the changes they wish to see in their children’s diets.
The full extent of the impact of COVID-19 on malnutrition and diets is not yet known, as the virus is still
circulating around the world. However, evidence suggests there will be a large deterioration in food security
and nutritional status, especially for the most vulnerable populations, as the result of lost livelihoods and
interruptions to key services. Lockdowns, school closures and other containment measures carry important
consequences for child and adolescent diets – such as disruptions to school meals, barriers to obtaining
fresh and nutritious foods and an overreliance on nutrient-poor processed foods. These changes to diets
and lifestyles in the context of the pandemic are being felt today in children’s immediate environments and
are likely to have enduring consequences across the life course.
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4 Tracking progress on nutrition
policies and programmes in
ASEAN Member States
► This chapter summarizes the status of nutrition policies and programmes and
their performance (where possible). Updates are presented by 1) actions
along the life course; 2) enabling factors; and 3) special circumstances.
Information presented in this chapter was derived from the ANSS. Data drawn from other sources are
referenced accordingly. Relevant case studies from ASEAN Member States are also included to illustrate
specific initiatives, achievements or milestones reached over the last five years.

4.1 Actions along the life course
4.1.1

Protecting the nutrition of mothers and babies
Headline achievements

•

National antenatal care policies are increasingly in line with updated WHO guidance:
Seven ASEAN Member States report updating their national ANC policies, strategies
or guidelines to align them with the 2016 WHO recommendations on antenatal care for a
positive pregnancy experience.

•

All mothers attending antenatal care in the ASEAN region receive counselling on healthy eating:
Counselling on healthy eating during pregnancy is a core component of ANC in all ASEAN
Member States.

•

Coverage of at least four antenatal care visits is high across ASEAN Member States:
Seven Member States report greater than 70 per cent coverage, with three reporting
90 per cent or greater coverage.

A good start in life begins in the womb
Good maternal nutrition is critical for women’s own health and well-being and that of their children. During
pregnancy, all forms of malnutrition – including underweight and overweight and obesity – can carry negative
consequences for the mother and newborn, including intrauterine growth retardation and low birthweight.
At the ASEAN regional level, the development of an ASEAN Guidance and Minimum Standards for
Maternal Nutrition was included in the Strategic Framework and Action Plan for Nutrition 2018–2030. Led by
Indonesia, this work is underway and will be completed in 2022.
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At the national level, ASEAN Member States are working to integrate nutrition services within ANC, expand
the coverage of maternal nutrition interventions and improve the quality of care.
► Improving the quality of antenatal care: Quality ANC can reduce maternal and perinatal morbidity and
mortality both directly, through detection and treatment of pregnancy-related complications, and indirectly,
through the identification of women and girls at increased risk of developing complications during labour and
childbirth. In 2016, WHO issued new recommendations to improve the quality of ANC to reduce the risk of
stillbirths and pregnancy complications and give women a positive pregnancy experience.55 To date, seven
ASEAN Member States (Brunei Darussalam, Cambodia, Indonesia, Lao People’s Democratic Republic,
Malaysia, Myanmar and Viet Nam) have revised their national ANC policies, standards or guidelines to
meet the updated 2016 WHO recommendations. The 2016 WHO recommendations also call for a minimum
of eight recommended ANC contacts during pregnancy to reduce perinatal mortality and improve women’s
experience of care. Only five Member States, however, have increased the number of recommended ANC
visits to eight (Brunei Darussalam, Lao People’s Democratic Republic, Malaysia, Myanmar and Singapore).
Thailand currently mandates five ANC visits and is in the process of determining whether an increase in the
recommended number is required.
Other essential elements of maternal health, including weight gain monitoring during ANC, nutrition
counselling and promotion, and community-based interventions to better reach pregnant women are
implemented in the majority of ASEAN Member States (Table 3).

Table 3. Snapshot of current antenatal care recommendations and components

ASEAN
Member
State

Revised ANC
policies, standards
or guidelines
to meet the
2016 WHO
recommendations

Antenatal care
model with a
minimum of eight
contacts

Weight gain
monitoring and
tracking and/or
mid-upper arm
circumference
measurement
during all ANC visits

Nutrition
counselling and
promotion, including
healthy eating and
keeping physically
active during
pregnancy

Community-based
interventions
to improve
communication
and support for
pregnant women

Brunei
Darussalam











Cambodia




x
x

x
























x

Thailand

x
x
x

Viet Nam
























Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore


x
x

Source: Member State reported availability of policies and programmes relevant to maternal nutrition was collected explicitly for this report.
Note: Indonesia’s revised ANC standard is currently under development. The ANC model with a minimum of eight contacts has already launched.
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Micronutrient supplementation is key to ensuring that mothers and their children receive adequate nutrition
during pregnancy. The 2016 WHO updated ANC guidelines recommend daily oral iron and folic acid (IFA)
supplementation (with 30 mg to 60 mg of elemental iron and 400 μg [0.4 mg] folic acid) for pregnant women
to prevent maternal anaemia, puerperal sepsis, low birthweight and preterm birth.55 All ASEAN Member
States reported that daily IFA supplementation is represented in national policies and/or clinical guidelines.
Daily calcium supplementation (1.5–2.0 g oral elemental calcium) is also recommended for pregnant
women to reduce the risk of pre-eclampsia, particularly in populations with low dietary calcium intake.55
Calcium supplements are provided to pregnant women in Indonesia, Lao People’s Democratic Republic, the
Philippines, Singapore and Thailand (Table 4).
The WHO ANC guidelines note that use of multiple micronutrient supplements (MMS) containing IFA during
pregnancy may reduce the risk of low birthweight. The guidelines recommend the use of MMS during
pregnancy in the context of rigorous operations research.56 Seven ASEAN Member States report that
daily provision of MMS during pregnancy is included in national policies and/or clinical guidelines (Brunei
Darussalam, Indonesia, Malaysia, Myanmar, Singapore, Thailand and Viet Nam).

Table 4. Micronutrient supplementation during pregnancy
ASEAN
Member
State

Daily provision of 30–60 mg iron
and 0.4 mg folic acid through IFA
for pregnant women

Daily provision of MMS containing Provision of daily calcium
30–69 mg iron and 04 mg folic
supplementation with
acid for pregnant women
1.5–2.0 g oral elemental calcium

Brunei
Darussalam





x

Cambodia




x

x







x













x
x

x





Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam





x

Source: Member State reported availability of policies and programmes relevant to maternal nutrition was collected explicitly for this report.

► Coverage of antenatal care: While policies and guidance are often in place to reflect several
recommended ANC practices and micronutrient supplementation, in practice, the coverage of these services
requires improvement in several Member States. The proportion of pregnant women attending four ANC visits
(the previous WHO recommendation) varies throughout the ASEAN region, but is high in several Member
States. More than 70 per cent of women attended at least four ANC visits during their last pregnancy in
Cambodia, Indonesia, the Philippines and Viet Nam, and 90 per cent or more women attended at least four
visits in Brunei Darussalam, Malaysia and Thailand. Only one Member State reported data on the percentage
of women who attended the recommended eight ANC visits: in Thailand, 66 per cent of women who gave birth
in the last two years received at least eight ANC visits during pregnancy (Figure 14). While Singapore does
not track ANC coverage at the national level, high quality ANC is generally accessible to most Singaporeans
through both the public and private sector, and financial assistance is available for those who have difficulty
affording the services. Data on services received during ANC visits are scarce and inconsistent between
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Figure 14. Percentage of women (aged 15–49 years) who attended ANC at least four times during their last
pregnancy
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Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include – Brunei Darussalam: Maternal Health administrative
data; Cambodia: Demographic and Health Survey, 2014; Indonesia: Indonesia: Basic Health Research (RISKESDAS), 2018; Lao People’s Democratic Republic: Multiple
Indicator Cluster Survey, 2017; Malaysia: National Health and Morbidity Survey, 2016; Myanmar: Demographic and Health Survey, 2015–2016; Philippines: Demographic
and Health Survey, 2017; Thailand: Multiple Indicator Cluster Survey, 2019; Viet Nam: Multiple Indicator Cluster Survey, 2013–2014.
Note: N.A., no data available

ASEAN Member States. Only three Member States have data on the percentage of pregnant women who
had their weight and blood pressure monitored during their first ANC visit: Brunei Darussalam (100 per cent),
Thailand (97 per cent) and Lao People’s Democratic Republic (29 per cent). In Myanmar, 91 per cent of
women had their blood pressure measured during ANC. Only two Member States have data on the percentage
of pregnant women who received IFA supplementation or MMS in the first 12 weeks of pregnancy: Brunei
Darussalam (75 per cent) and Thailand (76 per cent). Data are more readily available on the percentage of
women who consumed either iron tablets or syrup for >90 days during pregnancy. There is wide variation in
this indicator between Member States, with 98 per cent achievement in Viet Nam compared with only 19 per
cent in Lao People’s Democratic Republic (Figure 15). While no data are available for Malaysia, iron folate
supplementation is given as prophylaxis treatment during all ANC visits.

Figure 15. Percentages of women with a birth in the past five years who took iron tablets or syrup for 90+ days
during pregnancy
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Source: All data were extracted from the ANSS. Specific surveys referenced in the ANSS by each Member State include – Cambodia: Demographic and Health Survey, 2014;
Indonesia: Indonesia Basic Health Research (RISKESDAS), 2018; Lao People’s Democratic Republic: Multiple Indicator Cluster Survey, 2017; Myanmar: Demographic and
Health Survey, 2015–2016; Philippines: Demographic and Health Survey, 2017; Viet Nam: National Nutrition Survey, 2016.
Note: N.A., no data available
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It is also essential to improve nutrition before pregnancy by focusing on adolescent girls as well as nonpregnant women. However, data on the percentage of menstruating adolescent girls (aged 10–18 years)
and non-pregnant women (aged 15–49 years) who receive iron supplementation is only available in
Indonesia, with 23 per cent coverage reported.

What does this mean for ASEAN Member States?
National ANC policies, strategies and guidance documents need to be updated to align with the 2016
WHO recommendations in all ASEAN Member States. Increased efforts are also required to strengthen
the quality of services provided during ANC to ensure mothers are fully benefitting from recommended
services. Currently, there are large data gaps on ANC, particularly around the services provided during
visits. Data are needed to help assess and monitor service implementation and quality. Measuring the
receipt and content of nutrition counselling and provision of targeted counselling for special concerns (e.g.,
inappropriate weight gain, gestational diabetes) are particularly important. Further, operations research for
MMS in countries where low birthweight is a concern should be encouraged.

© IDRC/Vietnam National Institute of Nutritionn/ 2018/ Bartay
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FOCUS

Focus 1
Piloting an antenatal breastfeeding workshop for first-time parents
in Brunei Darussalam
Promoting, supporting and protecting breastfeeding is the single most important, cost-effective, public
health intervention in preventing childhood mortality and morbidity. Adherence to recommended
breastfeeding practices reduces the risk of NCDs later in life, including cardiovascular disease, chronic
respiratory disease, diabetes and cancers during adolescence and adulthood.57,58 In recognition of the
powerful impact of optimal breastfeeding, the Government of Brunei Darussalam has supported the
introduction of mandatory and fully paid maternity leave of 105 days (since 2011), provision of free breast
pumps to all new mothers (since 2018) and policies to encourage provision of dedicated nursing rooms in
government buildings and shopping centres.
While exclusive breastfeeding rates in Brunei Darussalam have improved in recent years, more than
half of infants still do not benefit from this life-saving practice. In recognition of the contribution of optimal
maternal and child health to the health and well-being of society, the Government of Brunei Darussalam,
led by the Ministry of Health, committed to scale-up and sustain efforts to protect, promote and support
breastfeeding. Further, improving national exclusive and continued breastfeeding rates is crucial in
supporting Wawasan 2035 National Vision.
As part of the 2019 World Breastfeeding Week, the Maternal, Infant and Young Child Nutrition Taskforce
of the Ministry of Health piloted a half-day antenatal breastfeeding workshop for first-time parents.
The objectives of the workshop were: 1) to empower first-time parents with evidence-based, unbiased
information on the benefits of breastfeeding; and 2) to increase exclusive and continued breastfeeding
rates among first-time mothers. A total of 26 first-time mothers attended one of two half-day workshops
held in September 2019. Nearly all mothers were also joined by their husbands. The workshop included
sessions on the importance of early initiation of breastfeeding; the benefits of breastfeeding during the
first two years of life; how to recognize hunger and feeding cues in infants; milk expression and storage;
and practice assistance on effective positioning and attachment. In addition, group discussions were held
on the role of fathers in supporting breastfeeding, as well as question and answer sessions.
Analysis of questionnaires administered immediately following the workshop found that the vast majority
of participants would recommend the workshops to others and felt the topic areas were very relevant
for their breastfeeding knowledge. Some participants also reported that the workshop could have been
longer in duration, to allow participants to better grasp the concepts presented. Some quantitative
analysis was conducted to assess breastfeeding duration of attendees in the first six months post-partum.
Some evidence indicated that those who attended the workshops practised exclusive breastfeeding
at a higher rate throughout the six-month period than those who did not attend. However, more robust
research is required to establish confidence in these results. A proposal for a randomized controlled trial
is currently being developed to assess the effectiveness of the breastfeeding workshop together with an
improved post-partum supportive intervention for first-time parents.

FOCUS
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Focus 2
Combating iodine deficiency disorder in pregnancy in Thailand

Iodine deficiency disorders (IDD) have severe consequences, including growth and cognitive impairment,
goitre and death.59 Thailand launched its first National IDD Elimination Programme in 1989. The Ministry
of Health, together with collaborating agencies, spearheaded the implementation of proven strategies to
prevent and control IDD, with a focus on universal salt iodization (USI). These included regular monitoring
of iodine levels in iodized salt at all points in the supply chain and surveillance and annual monitoring of
UIC levels in a sample of pregnant women in each province.
Efforts to scale up USI have been largely successful, with household coverage of adequately iodized salt
greater than 80 per cent and an estimated 77 per cent of food products available in markets containing
iodized salt. In a number of remote, rural areas where iodized salt coverage remains suboptimal, iodized
drinking water is provided to children across more than 700 schools (by adding drops of concentrated
iodine solution to drinking water) to help meet the daily iodine requirements for school-age children.
Further, in recognition of the higher daily iodine requirements of pregnant and lactating women – and the
severe consequences of deficiency in utero and early infancy – the Ministry of Public Health emphasized
the need to provide iodine supplements to all pregnant and lactating women. In 2010, the National Health
Security Office declared that triferdine – a locally produced supplement containing iodine 0.15 mg, folic
acid 0.4 mg and iron 60.81 mg – would be added to the National List of Essential Medicines, with the
benefits package for all pregnant and lactating women (until six months post-partum).
The proportion of pregnant women receiving triferdine increased from 46 per cent in 2013 to 79 per cent
in 2020.60 In 2015, the national median UIC in pregnant women was 147 μg/L, indicating insufficient
iodine intake, per WHO criteria for assessing iodine nutrition in pregnant women.37 By 2019, national
median UIC in pregnant women had increased to 153 μg/L, above the WHO threshold for adequate
iodine intake. Progress was not achieved equally across all provinces, however, with provinces in the
east seeing greater improvement in median UIC over time than those in the north. In 2018, the Bureau
of Nutrition, Department of Health, Ministry of Public Health, conducted a more formal research study in
collaboration with UNICEF on the impact of triferdine on the nutritional status of pregnant women. These
results also indicated that pregnant women had significantly higher urinary iodine levels after taking
the supplement, showing that triferdine played an important role in promoting optimal iodine nutrition in
pregnancy in Thailand.
The Bureau of Nutrition, Ministry of Public Health, successfully advocated for inclusion of maternal
triferdine in national policy and programmes. Key factors for success in implementation and impact
include high levels of political commitment to the sustainable elimination of IDD, established government
subcommittees to monitor and enforce policies and programmes, integration of triferdine into antenatal
and postpartum visits and continued IDD surveillance in high-risk groups.
To ensure the sustainable elimination of IDD in the future, the Ministry of Public Health aims to 1) build
health literacy and self-awareness about IDD across all age groups, but especially in pregnant women;
2) continue IDD surveillance and monitoring of the median UIC of high-risk groups; 3) achieve universal
coverage of triferdine for pregnant and lactating women; and 4) increase iodized salt coverage in food/
processed foods and the quality of production, distribution and consumption in households.
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FOCUS

Focus 3
Multiple micronutrient supplementation for pregnant women in
Myanmar
In the early 2000s, nearly two-thirds (71 per cent) of pregnant women in Myanmar were suffering from
anaemia.61 Early efforts to tackle the high levels of anaemia included distribution of IFA tablets to all
pregnant women through the ‘Iron Deficiency Anaemia Control Programme’, initially launched in 1980.
The programme achieved some success, with prevalence of anaemia in pregnant women declining from
71 per cent to 57 per cent between 2003 and 2016, and IFA supplementation coverage reaching an
impressive 87 per cent.61-63
In recognition of the likely coexistence of multiple micronutrient deficiencies among vulnerable
populations, including pregnant women, the National Nutrition Center of the Ministry of Health and Sports
decided to replace IFA tablet distribution with MMS in 2016. In the early phase of MMS implementation,
there were initially shortages of MMS supplies due to limited government budget and domestic production
capacity to fill early demand. Tracking programme performance was also difficult due to lack of relevant
indicators in the national routine health management information system.
Despite initial challenges, the shift to MMS has been successful. The supplements have been provided by
the Government and by donation via the Kirk Humanitarian Foundation in 2019. These donated supplies
complement an increasing supply of locally procured MMS.
Between 2016 and 2018, anaemia prevalence in pregnant women declined from 57 per cent to 40 per
cent in Myanmar, with coverage of MMS distribution to pregnant women remaining high at 75 per cent.63
The Ministry of Health and Sports plans to build on the early MMS successes to ensure that all pregnant
women in Myanmar benefit from the programme and achieve positive pregnancy and perinatal outcomes.
The Multisectoral National Plan of Action on Nutrition 2018/19–2022/23 includes the goal ‘to reduce all
forms of malnutrition in mothers, children and adolescent girls’; and a key activity to achieve this outcome
is provision of MMS to all pregnant women in the country. The National Nutrition Center also finalized the
Maternal, Infant and Child Nutrition Implementation Plan 2021–2025, which includes MMS and maternal
dietary diversification as key interventions for pregnant women. Moving forward, focus will also go towards
increasing Government contribution for MMS procurement to ensure programme sustainability. This
includes building a stronger monitoring system to track coverage and conducting a survey or assessment
of compliance to understand the rate of adherence to MMS during pregnancy and improve programme
implementation.
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4.1.2 Nourishing a new generation in early childhood
Headline achievements

•

Governments are strengthening national legislation to protect, promote and support
breastfeeding: Two ASEAN Member States have recently improved overall compliance with the
International Code of Marketing of Breast-milk Substitutes (the Code).

•

Maternity protection legislation is in place in all ASEAN Member States: Eight Member States
now have legislation meeting or exceeding the International Labour Organization (ILO) standard
of at least 98 days of maternity leave.

•

Paternity leave legislation is now in place in nine ASEAN Member States: Paternity leave
enables fathers to assist mothers in recovering from childbirth and establishing early
breastfeeding and care practices, while sharing in family-related responsibilities.

Better diets for children from the earliest days of life
The prevention of undernutrition, micronutrient deficiencies and overweight in infants and young children
is essential for individual, community and national development. Policies, strategies, legislation and
programmes designed to prevent malnutrition in children under five include those that: protect, promote
and support breastfeeding starting at birth; promote age-appropriate complementary foods and responsive
feeding practices from 6-23 months of age; promote the use of adequate foods and feeding practices
for children aged 24–59 months; protect against inappropriate marketing of unhealthy foods to children
(under 18 years of age); and support the use of micronutrient supplements where nutrient-poor diets and
micronutrient deficiencies are common. Improving maternal diets and care are also critical to prevent low
birthweight and other risk factors that may predispose young children to multiple forms of malnutrition.
Several regional level activities related to early childhood nutrition were included in the ASEAN Strategic
Framework and Action Plan 2018–2030. Progress on many of these activities is underway. For example:

• Development of guidelines and minimum standards for the protection, promotion, and support of

breastfeeding and complementary feeding, including the implementation of the Code and relevant
WHA Resolutions.

• Development of guidelines and training package for the prevention and management of overweight/
obesity among children in health facilities.

At the national level, ASEAN Member States are implementing policies and programmes to protect, promote
and support breastfeeding and good nutrition in early life.
► Evidence-based interventions to improve child nutrition: Improving infant and young child nutrition
requires countries to deliver evidence-based interventions at scale, with quality and equity. Programmes
with a strong evidence base include supportive practices at the time of birth (specifically, immediate and
prolonged skin-to-skin contact, non-separation and rooming-in), counselling on infant and young child
feeding, the Ten Steps to Successful Breastfeeding, growth monitoring and micronutrient interventions. All
ASEAN Member States employ national-level interventions to provide counselling on optimal breastfeeding
and complementary feeding and all have national or subnational growth monitoring and promotion
programmes in place (Table 5). National vitamin A supplementation (VAS) programmes are implemented
in six Member States and micronutrient powders (MNPs) are delivered to young children in four (however,
the scale of MNP programmes vary, with only Myanmar and the Philippines having national programmes).xiii
Zinc supplementation for treatment of diarrhoea is available on a national scale in Cambodia, Indonesia,
xiii In populations where the prevalence of anaemia in children under 2 years of age or under 5 years of age is 20 per cent or higher, point-of-use fortification of
complementary foods with iron-containing micronutrient powders in infants and young children aged 6–23 months is recommended.
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Malaysia, Myanmar and the Philippines. Iron supplementation for children under 2 is implemented on a
national scale in Malaysia, Myanmar, the Philippines and Thailand (note that in Malaysia, while national
in scale, supplementation is targeted to undernourished children) (Table 5). In Singapore, micronutrient
supplements are available for children who require them.

Table 5. Snapshot of early childhood nutrition interventions and their scale in ASEAN Member States
Iron

Growth
Micronutrient Zinc
Counselling on
ASEAN
supplementation
monitoring Vitamin A
Counselling on
supplementation
powder
complementary
(for children
supplementation
and
Member State breastfeeding feeding
for diarrhoea
distribution
under 2)
promotion

Brunei
Darussalam







x

x

x

x

Cambodia













x






x
x









x

x

x






















x

x















x
x

x
x

x





x
x
x

Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam
National in scale

Subnational in scale

Pilot in scale


x

Scale of programme unknown

Source: Member State reported availability of policies and programmes relevant to early childhood nutrition was collected explicitly for this report.

While each ASEAN Member State delivers a (varied) package of proven interventions, the quality of
programme implementation is often suboptimal. For example, while five ASEAN Member States report
national zinc supplementation programmes to treat diarrhoea in young children, the percentage of children
under 5 that receive zinc treatment remains low (e.g., only 8.4 per cent in Myanmar). It is recommended that
children aged 6–59 months receive two high-dose supplements of vitamin A each year. National two-dose
VAS coverage of >80 per cent is indicative of a successful programme. However, two-dose VAS coverage for
children under 5 is at or above 80 per cent in only two Member States: Viet Nam (99 per cent) and Myanmar
(83.0 per cent).
► Polices, legislation and initiatives to protect child nutrition: Seven ASEAN Member States have
developed national strategies for infant and young child feeding (Table 6). In Indonesia, a national strategy
document does not yet exist, but national infant and young child feeding guidelines for the country have been
published. The prevention of child overweight and obesity – a growing issue in ASEAN – is reflected in the
nutrition policies of all Member States.
All but three Member States have (to varying degrees) adopted mandatory legal measures with provisions
to implement the Code and subsequent relevant WHA resolutions. All Member States have some form of
maternity protection legislation in place that mandates paid maternity leave following childbirth and all have
Baby-friendly Hospital Initiative (BFHI) programmes in place to protect, promote and support breastfeeding.
Specific ASEAN Member State achievements on maternity protection, the Code and BFHI are discussed in
more detail below.
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Table 6. Snapshot of policies, strategies and initiatives that support early childhood nutrition

ASEAN
Member State

Infant and young
child feeding
strategy

Mandatory
regulations in line
with the Code

Maternity protection
legislation

Prevention of
childhood overweight Baby-friendly
Hospital Initiative
and obesity
represented in policy

Brunei
Darussalam



x







Cambodia



Indonesia

x













Lao People’s
Democratic
Republic
















x




x
x

























Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam

x

Source: Member State reported availability of policies and programmes relevant to early childhood nutrition was collected explicitly for this report.

Maternity protection and family-friendly policies: Policies that protect, promote and support maternal and
child nutrition include paid maternity leave and other family-friendly policies, such as paid paternity leave,
breastfeeding breaks, dedicated nursing spaces, childcare in the workplace and the inclusion of maternity
and paternity benefits in national legislation.
Paid maternity leave helps protect, promote and support breastfeeding during the first six months of a
child’s life. The International Labour Organization (ILO) Convention No. 183 calls for no less than 14 weeks
(98 days) of leave for mothers of infants and the provision of at least two-thirds of their previous earnings.
An accompanying ILO convention (Recommendation No. 191) calls for countries to endeavour to extend
the period of maternity leave to at least 18 weeks.64 All ASEAN Member States have maternity protection
legislation in place. However, not all have legislation that meets the minimum ILO recommendation of at least
14 weeks (98 days) of leave. Currently, eight of the 10 Member States meet or exceed the ILO standard of
at least 98 days of maternal leave (Table 7). Only one country – Viet Nam – has extended leave to at least
18 weeks (and has in fact aligned its leave time with the recommended six-month exclusive breastfeeding
period). The length of mandated leave in Cambodia and Malaysia still falls short of the minimum ILO
recommendation at 90 days and 60 days, respectively (in Malaysia, leave is 90 days in the public sector).
Cambodia is also the only ASEAN Member State that does not guarantee full pay (100 per cent of an
employee’s previous earnings) during leave.
Two Member States extended their mandated leave in recent years: the Philippines and Thailand. In
February 2019, the Philippines enacted a new law to extend the duration of maternity leave from 60
to 105 days (the 105-Day Expanded Maternity Leave Law), guaranteeing 105 days of paid leave to all
working mothers in the government and the private sector. The new law states that an additional 15 days
are available for single mothers and that seven of these days are transferable to fathers. Further, the law
explicitly covers women working in the informal sector. In Thailand, in 2019, a new labour law (Labour
Protection Act [No. 7]) was approved, increasing the length of paid maternity leave from 90 to 98 days. The
new labour law not only aligns with the minimum ILO recommendations, but also dictates that leave can be
split into two periods: prenatal (to allow for leave before birth, including time off for prenatal doctor visits) and
postnatal.
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Upon return to work, provision of nursing breaks during work hours are important to support working mothers
to continue breastfeeding. Only six member states mandate the provision of nursing breaks for working
mothers with infants. In Viet Nam, new mothers receive 60 minutes per day for breastfeeding breaks following
their return from six months of paid maternity leave.
Paternity leave enables fathers to assist mothers in recovery from childbirth and help them establish early
breastfeeding and care practices, while sharing in family-related responsibilities. Currently, there is no ILO
standard dealing specifically with paternity leave. However, several Member States have recognized the
importance of separate leave measures for fathers. National legislation that includes the provision of leave for
fathers exists in nine ASEAN Member States, with leave provisions ranging from 2 days to 15 days (Table 7).

Table 7. Maternity protection and other family-friendly policies

Length

Payment

Provision of nursing
breaks upon return
to work

Brunei
Darussalam

105 days

Full

Yes

No

N/A

N/A

Cambodia

90 days

Partial (50%)

Yes

Yes

1 day

Full

Indonesia

14 weeks

Full

Yes

Yes

2 days

Lao People’s
Democratic
Republic

Full
(public sector)

105 days

Full

Yes

Yes

7 days

Full
(public sector)

Yes, nursing breaks
can be arranged
Yes
between employees
and employers

7 days

Full
(public sector)

No

Yes

15 days

Full for first 105
days; no pay for
additional 30
days

Unknown

Yes

14 days

Yes
(if a child is
a Singapore
14 days
citizen
and other
criteria)

ASEAN
Member State

Malaysia

Maternity leave protection

Private sector:
Private sector:
Full for first 60
60 days (option to
days; no pay for
extend beyond 60
additional 60
days)
days
Public sector:
90 days

Public sector:
Full
For government
officials, full
payment.

Paternity leave protection
Policy

Length

Payment

For government
officials, full
payment.
Full pay (but 7
days of payment
are deducted
from the 105
days of paid
maternal leave)

Myanmar

6 months for
public sector

Philippines

105 days, option
to extend for
further 30 days

Singapore

16 weeks
(if a child is a
Singapore citizen
and other criteria)

Full

Yes, nursing breaks
can be arranged
between employees
and employers

98 days

Full pay for
first 45 days by
employer; 50 per
cent pay in the
second half by
social security

No

Yes

15 days
(public
Full
sector only)

Full

Mother allowed
60 minutes
breastfeeding break
Yes
per day when child
is under 12 months
of age

5 to 14 days
(depending
Full
on mode of
birth)

Thailand

Viet Nam

180 days
(6 months)

Full

Source: Member State reported availability of policies and programmes relevant to early childhood nutrition was collected explicitly for this report.
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International Code of Marketing of Breastmilk Substitutes: Aggressive and inappropriate marketing of
breastmilk substitutes (BMS) – including follow-on formula and growing-up milks – and limited enforcement
of national laws on the marketing of BMS have contributed to declines in breastfeeding rates and to a
significant proportion of sugar consumption early in life. Adoption, implementation and strengthening of the
Code through enactment and enforcement of robust national legal measures aligned with the Code are
essential to ensuring that parents and other caregivers are protected from inappropriate and misleading
information. Currently, seven out of the 10 Member States have enacted some mandatory legal measures
with provisions to implement the Code (Table 8).
Recent efforts to strengthen legal measures in Lao People’s Democratic Republic and Thailand have
improved overall alignment with the Code in ASEAN region. Lao People’s Democratic Republic adopted
a new legal measure to regulate the marketing of BMS in 2019. The decree, “On Food Products and
Feeding Equipment for Infants and Toddlers”, covers infant formula as well as follow-on formula, ’growingup‘ milks, and complementary foods for children up to 36 months of age, following the recommendations of
WHA resolution 69.9.65 Thailand passed the Marketing Control on Food for Infants and Young Children Act
(Milk Code) in 2017. The Milk Code restricts marketing of food for infants and young children by prohibiting
the advertising of products for infants up to 12 months of age (i.e., infant and follow-on formulas and
complementary foods), prohibiting cross-promotion, and introducing new labelling requirements for both
formulas and complementary foods.66
Despite recent progress in enacting legislation, the laws in six Member States are only ‘moderately’ aligned
with the Code. The Philippines is the only Member State with a law that is ‘substantially aligned’. The
remaining three Member States – Brunei Darussalam, Malaysia and Singapore – currently have no binding
legal measures to implement the Code;67 however, some voluntary measures are in place. For example,
Brunei Darussalam has ‘The Code of Practice for Health Workers on Ending Inappropriate Marketing of
Foods and Related Products for Infants and Young Children (0-5 years)’ which acts as a code of ethics for
health care professionals/workers in both government and private health facilities. Non-compliance of this
Code by health care professionals’ results in workers receiving a warning letter from the Ministry of Health.
Malaysia has implemented ‘The Code of Ethics for the Marketing of Infant Foods and Related Products’
since 1979 (the document was updated August 2010). In the case of violation or non-compliance with this
Code, disciplinary actions/penalties are levied by a Disciplinary Committee. In Singapore, the food industry,
distributors and retailers have an ethical obligation to comply with the Sale of Infant Foods Ethics Committee
Singapore Code, which is aligned with the Code to protect and promote breastfeeding as well as ensure the
proper and safe use of breast milk substitutes. As of September 2020, Singapore now prohibits the health
and nutrition claim, and idealisation of infant formula milk; and mandates a statement on formula milk on the
superiority of breastfeeding.
Further efforts are required to ensure that Member States have comprehensive and robust legal and
regulatory frameworks to prohibit all forms of promotion of BMS and protect families from inappropriate and
misleading information on infant and young child feeding practices.
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Table 8. Legal status of the Code in ASEAN Member States, including categorization of measures
ASEAN Member State

Legal status of the Code

Total points out of 100

●
●
●

85

1986

51

2005, 2007

50

2012, 2013

●

64*

2019

74*

2014

68*

2017

73

2014

Brunei Darussalam

●
●
●
●

-

-

Malaysia

●

-

-

Singapore

●

-

-

Philippines
Cambodia
Indonesia
Lao People’s Democratic
Republic*
Myanmar *
Thailand*
Viet Nam

Substantially aligned with the Code

Moderately aligned with the Code

Year

No legal measures

Source: Marketing of Breastmilk Substitutes: National implementation of the international code, status report 202067
Note: * Means that a complaint has been filed with World Health Organization and score is currently under review.

Baby-friendly Hospital Initiative: The BFHI helps maternity facilities support breastfeeding through
implementation of the Ten Steps to Successful Breastfeeding. There is substantial evidence from a range of
contexts that the Ten Steps are effective for improving breastfeeding rates; however, global coverage remains
low. As such, updated operational guidance on the BFHI published by UNICEF and WHO in 2018 highlights
the need to integrate the Ten Steps into the existing health care system to facilitate scale-up.
All ASEAN Member States report having a BFHI programme; however, the percentage of facilities designated
as baby-friendly remains low. Only an estimated 10 per cent of births worldwide, 11 per cent of births in the
Western Pacificxiv and 3 per cent of births in Southeast Asiaxv occur in a baby-friendly facility.68 WHO estimates
that coverage of BFHI (the percentage of births occurring in facilities that are designated as baby-friendly) in
ASEAN is low.68 However, some national analyses indicate there has been recent progress: 21 hospitals in
Myanmar are BFHI-certified, and all hospitals in Singapore are BFHI-certified (except two private hospitals).
The remaining two private hospitals have committed to being accredited.
In alignment with WHO and UNICEF recommendations, some Member States have recently taken steps to
integrate the Ten Steps to Successful Breastfeeding into national quality assurance systems. For example,
the Center of Excellence for Breastfeeding initiative in Viet Nam uses performance-based measures to
achieve consistent breastfeeding counselling, immediate and prolonged skin-to-skin contact, early initiation
of breastfeeding, rooming-in, and adherence to national legislation for the implementation of the Code.
The initiative builds upon the country’s existing legal framework and integration of the Ten Steps into
national hospital standards (Decision No. 6858 [2016]) and provides a full package of tools for assessment,
monitoring and communication. As of March 2021, 59 hospitals have signed up to the initiative. Lao People’s
Democratic Republic and Cambodia have also been working on integrating aspects of the Ten Steps into
national hospital and newborn care quality standards.69

xiv
xv

Including Brunei Darussalam, Cambodia, China, Cook Islands, Fiji, Japan, Kiribati, Lao People’s Democratic Republic, Malaysia, Marshall Islands, Micronesia, Mongolia,
New Zealand, Niue, Palau, the Philippines, Republic of Korea, Samoa, Singapore, Solomon Islands, Tuvalu, Vanuatu and Viet Nam.
Including Bangladesh, Bhutan, Democratic People’s Republic of Korea, India, Indonesia, the Maldives, Myanmar, Sri Lanka, Thailand and Timor-Leste.
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What does this mean for ASEAN Member States?
Recent successful efforts in several Member States to protect, promote and support breastfeeding should
be celebrated. However, legislation alone is insufficient to protect children from the harmful marketing of
BMS, especially when weaknesses and challenges in implementation of the Code persist, and monitoring
and enforcement efforts are often non-existent. This includes Code violations at retail points of sale (including
e-commerce platforms) which are not reported through monitoring mechanisms, and in the health care
system (including conflicts of interest with health professionals). Safeguards against conflicts of interest are
required by both the Code and the BFHI. More work is also needed to ensure that mothers and families feel
equipped and supported to breastfeed and nurture their babies. One critical step is to further accelerate
efforts to integrate the Ten Steps to Successful Breastfeeding into health care systems to facilitate scale-up
and ensure that all mothers can give birth in a baby-friendly hospital that supports breastfeeding.
While recent achievements have been made to protect breastfeeding, greater attention and prioritization
are required to improve the quality of young children’s diets during the complementary feeding period. This
includes the adoption of policies to protect children from the marketing of unhealthy foods; counselling
and support to improve feeding practices; the development of national nutrient standards for processed
complementary foods, as outlined in WHA resolution 69.9; and measures to make nutritious and safe foods
available and affordable to families.

4.1.3

Ensuring life-saving care for children with wasting
Headline achievements

•

Wasting is integrated into child health policies: In Member States working on the treatment of
wasting, wasting is now represented in national maternal and child health policies.

•

Treatment protocols for severe wasting have been updated: Member States working on
wasting have adopted updated protocols for treatment in line with the most recent WHO
recommendations.

No wasted lives
As noted in Chapter 3, most ASEAN Member States are not on track to achieve the WHA target of 5 per
cent wasting by 2025. While targeted reductions in wasting prevalence have yet to be achieved, significant
strides have been made to improve policies, guidance and programmes to identify and treat child wasting
in the ASEAN region.
At the regional level, the development of an ASEAN Guidance on Minimum Requirements for Integrated
Management of Acute Malnutrition (IMAM) was included in the Strategic Framework and Action Plan.
Led by Cambodia and co-lead by the Philippines and Lao People’s Democratic Republic, this work is
underway and will be completed in 2021. Further, an e-learning course for wasting and a pre-service
training toolkit are being developed for Cambodia, Indonesia, Lao People’s Democratic Republic, Myanmar,
the Philippines and Viet Nam. Investigation into integration of wasting indicators in health management
information systems is also ongoing in three Member States.
At the national level, six ASEAN Member States have programmes focusing on wasting: Cambodia,
Indonesia, Lao People’s Democratic Republic, Myanmar, the Philippines and Viet Nam. No wasting
programmes exist in Brunei Darussalam, Malaysia, Singapore or Thailand.
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► Polices, strategies, guidelines and supply: There has been progress over the past five years in
ensuring that the treatment of wasting is reflected in national health policies and strategies. The six ASEAN
Member States focused on wasting report that wasting is now represented in national maternal and child
health policies (Table 9). These countries have also adopted updated protocols for treatment of severe acute
malnutrition (SAM) in line with the most recent WHO recommendations. In all ASEAN Member States with
treatment of wasting programmes, treatment is included in the basic essential health services package and is
provided free-of-charge (Table 9).
Integration of management of wasting into pre-service curriculum for health professions, however, remains
poor throughout ASEAN: only Lao People’s Democratic Republic and Malaysia have included management
of wasting in pre-service curricula for doctors and nurses, and only Lao People’s Democratic Republic and
Viet Nam have included it in pre-service curricula for community health workers. Many of the achievements
on policy representation, updated guidance and pre-service curricula integration have occurred in recent
years. Indonesia updated and endorsed its treatment of SAM protocols in December 2018. Lao People’s
Democratic Republic – in close collaboration with the Ministries of Agriculture and Education – updated its
IMAM guidelines and integrated IMAM into nursing programmes and paediatric residence programmes.
Ready-to-use-therapeutic food (RUTF) – a key component in the treatment of severe wasting – should be
included on national essential medicines lists to ensure sustainable supply and availability. However, RUTF
is only on the essential medicines list in one country of the region: Cambodia. Local production and/or
government procurement and distribution of RUTF are also rare in the region. However, the Government of
the Philippines recently allocated funding to purchase RUTF, and Cambodia launched an innovative local
RUTF made with fish powder instead of milk.
Table 9. Snapshot of policies, guidelines, supply and monitoring related to the treatment of severe acute
malnutrition
ASEAN
Member State

Cambodia
Indonesia
Lao People’s
Democratic
Republic
Myanmar
Philippines
Viet Nam

SAM in
SAM
National
Data on SAM RUTF is Government
national
included in
guideline
/
in the health
Treatment
maternal
the
basic
Treatment
on the
procurement
protocol for
management essential
of SAM
and child SAM
essential
for
SAM
is
and
treatment
information
programme
nutrition/
health
free
medicines distribution
updated
and
system
for
health policy
services
list
of RUTF
endorsed
reporting
or strategy
package
















x







x

x













x

x





















x

x
x
x

x





x

Source: Member State reported availability of policies and programmes relevant to wasting was collected explicitly for this report.

► Programmes and activities: Much of the policy progress achieved in recent years has been driven in
part by commitments outlined and agreed at regional consultations on the management of severe wasting. In
2015, several ASEAN Member States (Cambodia, Indonesia, Lao People’s Democratic Republic, Myanmar,
the Philippines and Viet Nam) convened and made commitments to address severe wasting via policy,
programme, service delivery and supply-related improvements. A second consultative meeting to assess
progress towards these commitments was held in June 2019.
Progress achieved to date on policies, guidelines and the supply of RUTF, however, has unfortunately not
translated into increased availability of services to prevent and treat wasting. The coverage of treatment
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services for severe wasting remains low; in fact, it is declining, while the burden of wasting is increasing.
In 2018, approximately 78,000 children affected by wasting received treatment, a decline from 104,000
children in 2017. Progress on Member State commitments for case detection, training of frontline health
workers on treatment of wasting and monitoring and data collection have been slow across all ASEAN
Member States.

What does this mean for ASEAN Member States?
Member States are at different stages of integrating services for the treatment of wasting into primary
health care – and some have made significant progress. However, continued support and commitment
are required to sustain these achievements. While policies have been strengthened in many Member
States, greater efforts are needed to ensure that RUTF is included within the essential medicines lists of all
ASEAN Member States. Further, the treatment of wasting must be better integrated within the pre-service
curriculum and training for health professionals. Focus on the prevention of wasting through improved
maternal nutrition and early childhood nutrition interventions should also be prioritized.

4.1.4

Improving nutrition in school-age children
Headline achievements

•

The importance of physical activity during childhood is recognized in policy: All ASEAN
Member States have a national school policy on physical activity and/or physical education

•

Member States are using schools as a platform to prevent and treat malnutrition in children
and adolescents: Micronutrient supplementation, school feeding programmes, school gardens
and physical education are implemented in schools in several Member States

Linking the right to nutrition with the right to learn
Good nutrition during middle childhood and adolescence provides lifelong benefits, such as improved
school enrolment, attendance, educational achievement, cognition and a chance to break the cycle
of intergenerational malnutrition. However, the diets of children and adolescents are often threatened
by the marketing of foods high in fats, sugar and/or salt; the desire to fit in with peers; and school food
environments that promote unhealthy diets and lifestyles and lead to overweight. Limited access to
nutritious, affordable and safe foods during middle childhood and adolescence can also increase the risk of
underweight and micronutrient deficiencies.
Improving the policy and food environment within (and beyond) schools is critical to protect children’s
nutrition during this period of life. This includes implementing and strengthening policies, standards and
services that improve the availability of nutritious, safe and affordable foods and free and safe drinking
water in schools. In addition, policies are needed to protect children under age 18 from the marketing
of unhealthy foods and beverages, including in schools. Food labelling and regulatory incentives or
disincentives are also essential.
At the ASEAN regional level, the development of Comprehensive Guidelines on a School Nutrition Package
was included in the ASEAN Strategic Framework and Action Plan for Nutrition 2018–2030 and work is
currently underway, led by Indonesia and Viet Nam. Other relevant activities in the Strategic Framework
and Action Plan include the integration of nutrition within the ASEAN Work Plan on Education (under the
purview of SOMED) and a review of national early childhood care and development policies, strategies
and programmes that focus on pre-primary and school-age children in ASEAN Member States (under the
purview of SOMSWD).
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► Guiding and protecting the diets of children in middle childhood and adolescence: National school
policies on physical activity and/or physical education are in place in all Member States. These policies can
help encourage sufficient physical activity, an essential part of a healthy lifestyle. Nine ASEAN Member States
include nutrition education in the in-service training for teachers, equipping teachers to provide their students
with information on the importance of healthy diets and physical education (Table 10).
Standards on the marketing of food and non-alcoholic beverages and on the foods and beverages available
in schools exist in seven Member States (Brunei Darussalam, Cambodia, Malaysia, Myanmar, the Philippines,
Singapore and Thailand). In the Philippines, ordinances have been implemented in various cities and
municipalities to control the marketing and sale of unhealthy foods in and around schools.
Several ASEAN Member States have standards or rules on the foods and beverages available in schools.
Cambodia introduced ‘Food-Based Dietary Guidelines for School-Aged Children in Cambodia’ in 2017.
In Singapore, under the Healthy Meals in Pre-Schools Programme and the Healthy Meals in Schools
Programme, pre-schools and schools are encouraged to provide healthier meals. In collaboration with the
Ministry of Education, pre-schools and schools are required to serve meals with reduced fat, salt and sugar,
that use healthier oils and that incorporate food from the four main groups, such as brown rice and whole
meal bread, meat and alternative protein sources, vegetables and fruits. The goal is for students to meet their
nutritional needs and cultivate healthier eating habits. In addition, students are encouraged to drink water and
only lower-sugar beverages are permitted for sale in mainstream schools. In Malaysia, the Guide for Healthy
School Canteen Management, developed by the Ministry of Education, is mandatory in public schools. The
Guide categorizes food items into those which may be sold, those which are not encouraged to be sold and
those whose sale is prohibited in school canteens. Prohibited food includes sweets, preserved food and foods
and beverages containing alcohol.70
► Actions to improve the school food and beverage environment: Schools can be used as a platform
to target children and adolescents with interventions designed to prevent or treat malnutrition. Micronutrient
supplementation is delivered through schools in seven ASEAN Member States, and a further nine use
schools to monitor child growth (Table 11). These actions, as well as school feeding programmes and school
gardens, can help improve nutritional status and food security. In Brunei Darussalam, the National School
Feeding Programme provides free mid-morning snacks with fresh fruit offered to all Government primary
schools students. In Singapore, assistance is provided to lower-income families. For example, the Straits
Times School Pocket Money Fund and Ministry of Education provide school meal subsidies to benefit
students from low-income families.
Physical education is key to ensuring that children and adolescents learn and practice healthy lifestyles. All
Member States include physical education in the school curriculum. Initiatives that aim to reduce availability
of unhealthy foods in schools are less common in the ASEAN region. Only Malaysia, the Philippines and
Thailand report a ban on vending machines in schools (Table 11).
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Table 10. Snapshot of policies, training and standards to improve school nutrition
ASEAN
Member State

National school policy on
physical activity and/or
physical education

Standards for marketing Standards or rules for
Nutrition education in the
foods and beverages
in-service teachers training of food and nonavailable in schools
alcoholic beverages
curricula

Brunei
Darussalam









Cambodia







x





x







x













x











x

x

Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam

x





Source: Member State reported availability of policies and programmes relevant to school nutrition was collected explicitly for this report.

Table 11. Snapshot of programmes and initiatives to improve nutrition in schools
Micronutrient
ASEAN
supplementation
Member State (e.g., iron
supplementation)

Provision of
Monitoring
school meals/
School
of children’s
school
gardens
growth in
feeding
schools
programmes

Physical
education
in school
curriculum

Ban on
vending
machines
in schools

Safe drinking
water
available
free-ofcharge in
schools

Adequate
sanitation
and hygiene
facilities in
schools

Brunei
Darussalam

x









x





Cambodia












x
x





x




x

x

Lao People’s
Democratic
Republic



x







x





Malaysia

x

Philippines












Singapore

x

x

x

Thailand



















Myanmar






















Indonesia

Viet Nam

x


x


x

Source: Member State reported availability of policies and programmes relevant to school nutrition was collected explicitly for this report.
Note: Not all programmes or initiatives are national in scale. Some are targeted or subnational. A check mark () indicates it is implemented to
some degree.
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What does this mean for ASEAN Member States?
Schools represent a safe environment for children and adolescents to learn and practice healthy lifestyles.
Ensuring a continued commitment to and investment in school health and nutrition activities at the national
level requires a policy framework to support these efforts in a sustainable manner. Nutritious school meals,
micronutrient supplements, school gardens and nutrition education can improve nutrition among girls and
boys, break the intergenerational cycle of malnutrition and incentivize girls to attend school longer. ASEAN
Members States are continuing to make strides in employing these initiatives within schools. Despite
progress, however, schools remain underutilized in promoting and protecting healthy diets.
Persistent undernutrition and growing overweight and obesity among children and adolescents should
compel governments to leverage the education system to better integrate health and nutrition education into
school curricula, provide safe and nutritious school meals and reduce the availability of unhealthy foods and
beverages. This must also include protection of children and adolescents from marketing by the food and
beverage industry.
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Focus 4
Weekly iron folic acid supplementation for school-age girls and
women of reproductive age in Lao People's Democratic Republic
Over a third of women in Lao People's Democratic Republic are married before age 18. The adolescent
birth rate is also high and nearly 50 per cent of WRA are anaemic. These factors, among others,
contribute to a high maternal mortality rate in the country (357 per 100,000 live births).
To improve the nutritional status of adolescents, and thus maternal health outcomes, weekly IFA
supplementation of adolescent girls was identified as an activity to reduce anaemia in the National
Nutrition Strategy and Plan of Action for Nutrition. Following an operational trial of weekly IFA
supplementation in Sekong province in 2007, supplementation was scaled to five northern provinces with
the support of WHO and the Ministry of Health.
IFA was distributed by teachers to girls in secondary schools each week, and also to WRA by Village
Health Volunteers. Education materials, including posters and leaflets, on the causes and negative
impacts of anaemia, were developed and widely distributed in the programme provinces.
An evaluation of the weekly IFA supplementation, including a pre-programme baseline and a followup six months after implementation, was conducted to assess programme impact. The study included
both adolescent girls in secondary school (aged 12–18 years) and WRA. Results indicated that following
implementation of weekly IFA supplementation, the prevalence of anaemia declined from 28 per cent
to 12 per cent in adolescent girls, and from 33 per cent to 14 per cent in WRA. The evaluation also
found increased knowledge of the causes of anaemia and how to prevent it, including awareness of the
importance of iron-rich foods. Overall, access to health services in the provinces was found to be low.
Adherence to the weekly IFA supplements was found to be higher in adolescent girls than in the WRA in
the community.
Integration of nutrition services such as IFA supplements into maternal and child health services is
predicted to further increase the accessibility of weekly IFA tablets, as well as other adolescent and
maternal health interventions such as family planning and counselling on the side effects of micronutrition
supplements. Weekly IFA supplementation will be integrated as an activity in the next five-year National
Nutrition Action Plan for Nutrition (2020–2025), with a focus on high-risk areas and increasing coverage.
Additionally, a social and behaviour change communication package on integrated maternal and child
health and nutrition will be expanded nationwide, helping to better educate adolescents and WRA about
the importance of IFA supplementation and other health interventions.
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4.1.5

Preventing overweight, obesity and NCDs
Headline achievements

•

All ASEAN Member States have an operational policy, strategy or action plan to reduce physical
inactivity: Recognition of the contribution of physical inactivity to overweight and NCDs is
represented in national policies throughout the ASEAN region.

Towards healthier weights and brighter futures
The ASEAN region is facing a nutrition transition, as described in Chapter 2, driven in part by diet and lifestyle
changes resulting from globalization of food systems, rapid urbanization, economic growth and inequities.
While the prevalence of undernutrition and micronutrient deficiencies remain high in the region, overweight
and NCDs are also increasing (as discussed in Chapter 3).
Non-communicable diseases contribute to 62 per cent of all deaths (8.5 million each year) in Southeast Asia
(including Timor Leste) – making NCDs a leading cause of mortality. Cardiovascular diseases, diabetes,
cancers and chronic respiratory diseases contribute to more than 80 per cent of NCD-related premature
deaths.
The estimated cost of inaction on NCDs alone in low- and middle-income countries is US$7 trillion between
2011 and 2025.71-73 The combined direct economic losses from cardiovascular disease and diabetes in
Myanmar, Indonesia, Philippines, Thailand and Viet Nam between 2006 and 2015 were estimated at US$7
billion.73-75 Key NCD and overweight and obesity risk factors include unhealthy diets and insufficient physical
activity.
The prevalence of insufficient physical activity is high in several ASEAN Member States. In adolescents
aged 11–17 years, prevalence of insufficient physical activity (defined as less than 60 minutes of moderate
to vigorous intensity activity daily) is extremely high, ranging from 76 per cent in Singapore to 93 per cent
in the Philippines. For adults, prevalence of insufficient physical activity (defined as less than 150 minutes
of moderate intensity physical activity per week or less than 75 minutes of vigorous intensity per week) is
greater than 20 per cent in all Member states except Cambodia, Lao People’s Democratic Republic, Myanmar
and Singapore (Figure 16).
All ASEAN Member States have an operational multisectoral national NCD policy, strategy or action plan that
covers multiple NCDs and their risk factors (Table 12). Prevention and treatment of diabetes – which affects
more than 10 per cent of adults in several Member States – is reflected in the national policies of all Member
States. In 2016, Singapore declared a ‘war on diabetes’, a whole-of-government initiative to combat diabetes
risk factors through supportive health promoting policies, programmes, environmental nudges and mass
public education.
To combat high levels of physical inactivity, all ASEAN Member States have an operational policy, strategy or
action plan to reduce physical inactivity. A further nine Member States implemented physical activity public
awareness campaigns.
Other relevant policies to reduce overweight and NCDs include those that aim to promote healthy food
environments, such as policies to reduce salt and trans-fatty acids and financial tools to incentivize or
disincentivize consumption of unhealthy foods and beverages. These policies and activities are covered in
detail in section 4.2.4 of this report.
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Figure 16. Prevalence of insufficient physical activity among adolescents (aged 11–17 years) and
adults (18+ years)
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Source: All data were extracted from the ANSS. Specific sources referenced in the ANSS by each Member State for adolescent insufficient physical activity
include: Cambodia: 2016 STEP Survey; Malaysia: National Health and Morbidity Survey 2019 and WHO Global Health Observatory 2016; Singapore: National
Population Health Survey, 2019 and WHO Global Health Observatory 2016; Viet Nam: 2015 STEPS survey; Brunei Darussalam, Cambodia, Indonesia, Lao
People’s Democratic Republic, Myanmar, the Philippines and Thailand: WHO Global Health Observatory 2016.
Note: The figure above only includes data points that match these indicator definitions. There are, however, national level estimates available for insufficient
physical activity from ASEAN Member States that are calculated for different age groups. These are noted here for reference: In Cambodia, prevalence of
insufficient physical activity among adolescents aged 13–17 years is 27.1 per cent (Cambodia STEPS Survey 2016). In Malaysia, prevalence of insufficient
physical activity among children aged 10–17 years is 55.4 per cent (NHMS, Adolescent Nutrition Survey, 2017). In the Philippines, prevalence of insufficient
physical activity among adolescents aged 10–17 years is 84.6 per cent and prevalence among adults aged 20–59 years is 37.1 per cent (FNR 2019, Expanded
National Nutrition Survey).

Table 12. Snapshot of policies and coordination mechanisms to reduce overweight and NCDs

ASEAN
Member State

Brunei
Darussalam
Cambodia
Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam

Existence of
an operational,
multisectoral
national NCD policy,
strategy or action
plan that integrates
several NCDs and
their risk factorsa

Prevention
and treatment
of diabetes
represented in
national policiesb

National
coordination
mechanism to
oversee, develop
and implement the
policy or strategy
for diet and physical
activity (NCDs) b

Existence of
operational policy,
strategy or action
plan to reduce
physical inactivitya

Implementation of
physical activity
public awareness
programmea





























x



































x

Note: aSourced from WHO Global Health Observatory database on NCDs and verified by Member States; b or collected explicitly for this report.
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What does this mean for ASEAN Member States?
Overweight and obesity and NCDs can be combated, in part, by implementing double duty actions:
interventions, programmes and policies that have the potential to simultaneously reduce the risk of both
undernutrition (including wasting, stunting, underweight and micronutrient deficiency or insufficiency) and
overweight or diet-related NCDs. Double-duty actions can be based on actions already in place to address
one form of malnutrition that have the potential to address multiple forms simultaneously. For example, the
management of overweight and obesity may be introduced as part of primary health care, where services
are already well established to support those suffering from undernutrition. Existing nutrition actions can
also be retrofitted to address both undernutrition and overweight and obesity simultaneously.
In addition, greater efforts are needed to encourage the adoption of healthier lifestyles. To incentivize
and promote healthy lifestyles, Member States may consider introducing health promotion programmes
in schools, workplaces and public/private spaces (e.g., overweight and NCD risk factor awareness),
implementing legislation to reduce risk factors (e.g., policies to reduce salt intake and trans-fatty acid
content in food) and providing physical and social environments that allow people to practice healthy habits
(e.g., increasing green, open and safe spaces in cities; reducing air pollution or incentives linked to health
insurance schemes).
Legislation is also required to improve the food environment, by utilizing fiscal instruments such as taxation
to incentivize or disincentivize production and consumption of unhealthy foods, adopting regulations to
protect consumers (especially children under 18) from food and beverage marketing and requiring front-ofpack labelling to equip consumers with the information they need to make informed choices when buying
food. Actions to improve the food environment are discussed later in this report in section 4.2.4.
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Focus 5
Tackling overweight and NCDs in Cambodia

Unhealthy dietary habits – such as excess salt, sugar and alcohol consumption – coupled with physical
inactivity increase the risk of overweight and NCDs such as hypertension and diabetes. In Cambodia,
recent evidence indicates that dietary habits are poor: average daily salt intake in adults is 8.5 g,
exceeding the WHO recommendation of 5 g; more than 50 per cent of adults consume fewer than five
servings of fruits and/or vegetables each day; 36 per cent of adults frequently consume processed foods
high in salt; and insufficient physical activity is prevalent in both male and female adults. As a result, the
prevalence of overweight and NCDs in Cambodia are high: 19 per cent of adults are overweight and 3
per cent are obese; 14 per cent of adults have raised blood pressure; 10 per cent have elevated blood
glucose; and 45 per cent have elevated cholesterol levels.76
To tackle the growing trend of overweight and NCDs, the Cambodia National Strategic Plan for the
Prevention and Control of Non-Communicable Diseases 2013–2020 was developed to focus on reducing
population exposure to common risk factors. Further, the National Multisectoral Action Plan for the
Prevention and Control of Non-communicable diseases 2018–2027 was adopted to maintain focus
on reduction of NCD risk factors. Included in the National Multisectoral Action Plan for the Prevention
and Control of Non-communicable diseases 2018–2027 are activities for reformulation of foods and
beverages to reduce the content of saturated fatty acids, trans-fatty acids, sugar and sodium, as well as
activities to limit saturated fatty acids and virtually eliminate industrially produced trans-fats.
The Action Plan extends beyond policy activities, employing communication strategies to increase
consumer awareness. The Ministry of Education Youth and Sport have also been integrating education
on overweight and NCDs and their risk factors into school health training curriculum for grades 7, 8,
9, 11 and 12. In addition, many information, education and communications materials related to NCDs
have been developed for the general public, and television spots have been produced on SSBs to
educate to the public of their potential to increase overweight and obesity. The Action Plan also calls for
implementation of physical activity public awareness programmes.
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4.2 Enabling factors
4.2.1 Creating an enabling environment for nutrition
Headline achievements

•

Adoption of the ASEAN Leaders Declaration on Ending All Forms of Malnutrition: The adoption
of the Declaration represents the highest level of regional political commitment to address
malnutrition to date. It bolsters investments in nutrition, fosters ownership and promotes
accountability for action.

•

Nutrition coordination mechanisms are in place and operational in all ASEAN Member States:
Strong coordination mechanisms for nutrition guide effective action and help governments and
partners align national policies, programmes and activities.

•

There is strong commitment across ASEAN Member States to monitor progress towards global
maternal, infant and young child nutrition targets: Nearly all Member States have included
targets related to stunting, wasting, low birthweight and anaemia in WRA in their national
nutrition policies.

Good nutrition does not happen by chance
Deliberate priorities, policies, infrastructure and dedicated resources for nutrition are essential to effectively
implement nutrition programmes at scale. These building blocks help create an enabling environment
within which governments and partners can work to ensure that essential services and nutritious, safe and
affordable diets are available to everyone. This section briefly discusses the status of national nutrition
mechanisms, financing and targets in the ASEAN region and Member States. Policies, legislation and
mechanisms specific to various programmes or topic areas within nutrition (i.e., breastfeeding, NCDs or
wasting) are detailed in other sections in this report.
At the regional level, the adoption of the 2017 ASEAN Leaders Declaration on Ending All Forms of
Malnutrition represents the region’s highest level of political commitment to address malnutrition to date.
This regional recognition stemmed in part from the acknowledgement that the consequences of poor
nutrition extend beyond the health and development of individuals: the persistent (and in some instances,
increasing) levels of malnutrition and poor diet quality are also a detriment to national social and economic
well-being. This regional commitment to prioritize nutrition helps Member State governments justify
investment in nutrition at the national level and accelerate progress towards global nutrition targets.
At the national level, the enabling environment for nutrition is strong. ASEAN Member States have made
significant strides in strengthening policy frameworks, coordination and budgeting for nutrition.
► Nutrition representation in national development strategies: Malnutrition undermines economic
growth and perpetuates poverty. Recognition of nutrition as central to national development can help
ASEAN Member States realize economic and social goals. All ASEAN Member States have recognized
nutrition in their national development strategies (Table 13).
► Infrastructure for coordination and alignment with stakeholders: Coordination mechanisms bring
together committed stakeholders to align activities and improve the effectiveness, efficiency and timeliness
of national nutrition programmes. All ASEAN Member States have a national nutrition coordination
mechanism in place. It is unclear, however, how many of these mechanisms include sectors outside of
health and nutrition (Table 13).
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► Budgeting for nutrition: Effective planning and budgeting for nutrition at scale requires political
commitment and financial investments. Costed implementation plans for nutrition are an essential step in the
process of mobilizing resources. All ASEAN Member States report having costed implementation plans for
nutrition strategies and/or plans of action (Table 13).
Budget and expenditure analyses are critical to understanding whether current investments in interventions
to improve nutrition are sufficient and how financing may have changed over time. However, analysing
nutrition budget data is uniquely challenging: nutrition funding is frequently integrated into larger accounting
headings (e.g., health spending) and is often spread across multiple ministries or agencies. As a result, little
is known about whether and how governments are financing their efforts to improve nutrition. Seven ASEAN
Member States report having specific budget lines and financial targets for nutrition in national plans (Table
13).
► Alignment of national targets with global goals: Goals and targets help countries align their actions
around the issues that matter and prioritize resources to tackle them. National nutrition targets signal
government recognition of the importance of specific nutrition outcomes or dietary practices and catalyse
policy and programme design, implementation and subsequent investment of resources. Without a
commitment to monitor progress towards specific nutrition or diet-related outcomes, there is limited incentive
to invest or accountability to act.
In addition to regional commitment to achieve the six MIYCN and four diet-related NCD global targets, related
targets are largely present in national policies of ASEAN Member States. The vast majority of Member States
have included targets for child stunting, child wasting, exclusive breastfeeding, low birthweight and anaemia
in WRA in their national policies (Table 14).
Diet-related NCD targets for diabetes and raised blood pressure are less frequently represented in policies
across the ASEAN region. Only seven Member States have included targets related to raised blood pressure.

Table 13. Nutrition representation, coordination mechanisms and financing
ASEAN
Member State
Brunei
Darussalam
Cambodia
Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam

Nutrition represented in
national development
strategies

National nutrition
coordination mechanism
(multisectoral or nutrition
sector specific)


















































Costed implementation
plans for nutrition

Budget lines and financial
targets for nutrition

x
x

x

Source: Member State reported availability of policies and programmes relevant to enabling environments was collected explicitly for this report.
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Source: Member State reported availability of policies and programmes relevant to enabling environments was collected explicitly for this report.
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Table 14. Inclusion of targets related to the global nutrition targets in national policies
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What does this mean for ASEAN Member States?
Important progress has been made in establishing nutrition coordination mechanisms and costed plans
for nutrition activities. However, more information is needed on how nutrition commitments translate
into spending. In some Member States, dedicated budget lines for nutrition – including for key nutrition
programmes or interventions (e.g., infant and young child feeding) – are still needed to track the impact of
investments, improve accountability and bridge the gap between intent and action.
Targets on adult diabetes and elevated blood pressure are absent from national policies in some ASEAN
Member States. The lack of diet-related NCD targets in national policies is particularly worrisome given that
more effort is required in the majority of ASEAN Member States to achieve global NCD goals (as discussed
in Chapter 3). Inclusion of targets aligned with global goals in national policies and strategies may help
amplify efforts in underperforming programme areas.

4.2.2 Leveraging data for decision- making
Headline achievements

•

A regional nutrition surveillance system is in place to facilitate the use of up-to-date information
for programme monitoring and decision-making: The ASEAN Nutrition Surveillance System
helps the ASEAN region and Member States track progress towards national, regional and
global goals.

What gets measured gets done
Monitoring the status and performance of nutrition plans, policies, programmes and performance is
essential to assess progress against targets. Inclusion of nutrition and food security indicators in national
information systems and the development of national and regional nutrition and food security surveillance
systems helps policymakers and programme managers make informed decisions to improve programmes
and achieve intended outcomes. Conversely, the absence of nutrition and food security indicators and
surveillance systems may hinder investment and limit accountability for progress towards national and
global goals.
At the regional level, the development of the ANSS to help monitor nutrition progress in the region is an
ASEAN Health Sector priority, as described in the Health Cluster 1 Work Programme 2016–2020 and the
ASEAN Strategic Framework and Action Plan for Nutrition 2018–2030. The ANSS is envisioned to track
indicators relevant to progress towards the SDGs, WHA and NCD targets and act as a key tool to monitor
implementation of the ASEAN Leaders Declaration on Ending All Forms of Malnutrition.
Launched in 2021, the ANSS facilitates the use of up-to-date information in programme monitoring and
decision-making in ASEAN Member States and the overall ASEAN community. Each ASEAN Member State
is expected to share data through the ANSS to the ASEAN Secretariat on an annual basis so that it can
reflect the most up-to-date state of food security and nutrition in the region and account for recent updates
in global and regional data sources. The ANSS is hosted on an online platform so the data are easily
accessible, and dashboards visualizing data and trends across Member States are available for use.
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What does this mean for ASEAN Member States?
The launching of the ANSS will help facilitate regular monitoring of key policy and programme outcomes
and progress towards global goals. More work is needed, however, to strengthen nutrition and food security
indicators and information systems in ASEAN Member States to align with ASEAN indicators and improve
the evidence base on priority programme areas. A landscape mapping of the current structure of nutrition
indicators in national health management information systems, including gaps and opportunities, is currently
being undertaken in four ASEAN Member States. These results will help guide where targeted investments
are needed to strengthen national level data on nutrition outcomes, policies and programmes to help guide
decision-making.

4.2.3 Engaging across sectors
Headline achievements

•

Nutrition has been prioritized through multisectoral efforts at the highest level: The ASEAN
Leaders Declaration on Ending All Forms of Malnutrition and the ASEAN Strategic Framework
and Action Plan on Nutrition were developed in collaboration with health, education, social
welfare and food and agriculture sectors, and implementation of subsequent activities are
similarly undertaken with consultation across sectors.

Working together to overcome the multiple drivers of malnutrition
To effectively address the key drivers of malnutrition, it is essential to acknowledge and engage with the
multitude of systems and sectors that influence what, when and how people eat. Intersectoral action and
accountability are paramount to help families overcome the economic, social and political barriers they face
to accessing enough nutritious food.
At the regional level, recent achievements in prioritizing and advancing nutrition are the result of
multisectoral efforts. The ASEAN Leaders Declaration on Ending All Forms of Malnutrition and the ASEAN
Strategic Framework and Action Plan on Nutrition 2018–2030 were developed in collaboration with multiple
sectors, including: health, education, social welfare and food and agriculture. The activities within the
ASEAN Strategic Framework and Action Plan for Nutrition were also purposefully aligned with programmes
and work plans from relevant non-health sectors, including:

•
•
•
•

ASEAN Integrated Food Security Framework and Strategic Plan of Action on Food Security in the
ASEAN Region 2015–2020;
Strategic Framework on Social Welfare and Development 2016–2020;
Regional Framework and Action Plan to Implement the ASEAN Declaration on Strengthening Social
Protection; and
ASEAN Work Plan on Education 2016–2020.

The Philippines and ASEAN Health Cluster 1 have worked to assist non-health sectors to ensure that their
work plan activities are nutrition-sensitive. Further, non-health sectors have also proposed nutrition-sensitive
indicators to include for tracking.
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What does this mean for ASEAN Member States?
The recognition of the need for a multisectoral approach at the highest level is a laudable achievement.
This commitment to engage with the partners across the ASEAN food and agriculture, health, water and
sanitation, education and social welfare sectors will help tackle the persistent drivers of malnutrition and
make all relevant sectors better equipped and more accountable for supporting good nutrition across the life
cycle.

4.2.4 Building better food systems
Headline achievements

•

Declaration on Reformulation and Production of Healthy Food and Beverage Options to be
adopted by ASEAN Leaders: Adoption will further enhance the ASEAN region’s collective
commitment in addressing obesity and diet-related NCDs.

•

All ASEAN Member States have developed national food-based dietary guidelines: Contextspecific national dietary guidelines will help empower consumers to make informed decisions on
what, when and how to feed themselves and their families.

•

Economic tools to influence food consumption and food quality have been adopted in several
ASEAN Member States: Taxes have been introduced to discourage the consumption of sugarsweetened beverages and incentivize food manufacturers to improve the nutritional quality of
their products.

•

Several ASEAN Member States have mandatory or voluntary legislation for fortification of salt,
wheat flour, oil and/or rice: Fortification of staple foods and condiments is an efficient, evidencebased and cost-effective nutrition intervention to prevent micronutrient deficiencies at the
population level.

From agricultural production to food consumption, the food system comprises the policies, services and
actors necessary to ensure a population’s access to nutritious, safe, affordable and sustainable diets. Food
environments comprise the foods available to people in their surroundings as they go about their everyday
lives, and the nutritional quality, safety, price, convenience, labelling and promotion of these foods. Food
environments therefore serve as the link between food systems and diets.12
To make healthy diets a reality for all, governments need to adopt policies, guidance and regulations
designed to protect and inform consumers, improve the availability, affordability and safety of nutritious
foods in the food supply, and support ‘double duty’ actions that contribute simultaneously to preventing
undernutrition, overweight and NCDs. The first half of this sections summarizes activities related to
improving the environment within which consumers make food choices, and the second half of this section
focuses on the availability, affordability, nutritional quality and safety of foods in ASEAN Member states.
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Legislation to protect and inform food choices
This section summarizes the status of policies, guidance and regulations designed to safeguard against
overconsumption of unhealthy foods and beverages and provide clear guidelines on what constitutes a
healthy diet in a given context.
At the regional level, under the umbrella of prevention and control of NCDs, the ASEAN Health Sector has
spearheaded several initiatives to improve the food environment, including:

•

Declaration on Reformulation and Production of Healthy Food and Beverage Options: Led by
Indonesia, a situation analysis was conducted between 2019 and 2020 on the current unhealthy
dietary consumption among ASEAN countries and the potential for fortification, reformulation and
production of healthier food and beverages to achieve maximal health potential in the ASEAN region.
The Declaration also addresses front-of-pack labelling and fiscal measures. The Declaration will be
adopted in 2021.

•

Framework for Fiscal Measures on Sweet Beverages to Promote Health in ASEAN Member States:
Led by Malaysia, the framework development is completed with implementation envisaged from 2021
onwards.

Further, a Guidelines and minimum standards on the marketing of food and non-alcoholic beverages to
children is currently being developed to help Member States design, strengthen and enforce policies to
protect children from the impact of marketing, led by Thailand, the Philippines and Singapore.
These regional achievements will help enable Member States to take similar actions at the national level.
Currently, there is still wide variation among ASEAN Member States in the adoption of guidelines and
safeguards to protect healthy diets.
► Policies to improve the nutritional quality of the food supply: As noted in Chapter 3, one of the global
diet-related NCD targets is to reduce salt/sodium intake by 30 per cent. Salt consumption is at or above the
recommended daily intake limit in several ASEAN Member States. Reducing salt intake to recommended
levels could prevent an estimated 2.5 million deaths every year.77
Policy actions to reduce the salt/sodium content in food products can help accelerate reductions in intake.
Currently, eight ASEAN Member States have policies in place to reduce salt consumption (Table 15). Some
Member States have specific salt reduction strategies, including Malaysia (Salt Reduction Strategy 2015–
2020) and Thailand (Salt and Sodium Reduction Policy 2016–2025). Further, Singapore adopts a gradual
sodium reduction approach by focusing on public education to increase awareness on excess sodium intake
and encouraging consumers to choose food products lower in sodium with the ‘healthier choice symbol’, a
visual guide to identifying healthier food options. Singapore also promotes the reformulation of products to
lower sodium content via a grant scheme.
Industrially produced trans-fatty acids – first introduced into the food supply in the early 20th century as a
replacement for butter – are often present in baked and fried foods and snacks. The intake of trans-fatty acids
can raise levels of LDL-cholesterol (bad cholesterol) and lower HDL-cholesterol (good cholesterol), increasing
the risk of cardiovascular disease. In 2018, WHO called on governments to eliminate industrially produced
trans-fatty acids from the global food supply to accelerate the reduction of NCDs. While legislation has proven
effective in reducing or eliminating industrially produced trans-fatty acids in high-income countries in Europe
and the Americas, only four ASEAN Member States have policies in place to eliminate industrially produced
trans-fatty acids (Cambodia, Malaysia, Singapore and Thailand) (Table 15).
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Other policy instruments designed to promote healthy diets include mandatory or voluntary reformulation
programmes to reduce the content of saturated fatty acids, trans-fatty acids, sugars and sodium in foods. Six
ASEAN Member States (Brunei Darussalam, Cambodia, Indonesia, Malaysia, Singapore and Thailand) have
voluntary or mandatory reformulation programmes.
In Malaysia, as part of the Salt Reduction Strategy, an initiative was established in 2015 to reformulate
high-salt content processed foods, with the goal of reformulating five products each year. As of 2018, a total
of 53 products had been reformulated to reduce salt content. In Singapore, the Health Promotion Board
works with beverage manufacturers to reduce the amount of sugar in beverages. In 2017, seven beverage
manufacturers voluntarily pledged to reduce the sugar content in their products to a maximum of 12 per
cent by 2020. By early 2020, four out of seven pledgees had met the pledge by reducing the sugar levels of
their higher-sugar beverages or by removing such drinks from the market, and the remaining three were on
track to reformulate their products. The Health Promotion Board will be conducting checks to ensure pledges
have been met. By taking the lead in reformulating their products, these players will have an advantage in
obtaining better grades for their products. On trans-fatty acids, Singapore added an amendment (Regulation
78) to its Food Regulations in 2012, which set a mandatory 2 per cent limit on trans-fatty acids in prepackaged edible fats and oils for sale or for use as an ingredient in the preparation of food. This has been
replaced by a ban on partially hydrogenated oils, the main source of artificial trans-fatty acids, which came
into effect on 1 June 2021. In Thailand, a voluntary policy to reduce the size of sugar packets from 6 grams
to 4 grams was introduced in 2015.70
► Economic tools to influence food consumption and food quality: Fiscal instruments – such as
taxation of energy-dense foods and beverages of minimal nutritional value – can be used to influence
food choices and food product formulation. Taxes and subsidies can be introduced to discourage the
consumption of foods and beverages high in fat, sugar or salt, or incentivize food manufacturers to improve
the nutritional quality of their products. In an effort to address the high (and increasing) levels of overweight
and obesity in the ASEAN region, four Member States have introduced taxes on SSBs. Brunei Darussalam
and Thailand adopted a sugar tax on certain soft drinks and juices in 2017, followed by the Philippines
in 2018 and Malaysia in 2019.78 Implementation of a sugar tax in Malaysia is detailed in Focus 6. Other
fiscal instruments, such as subsidies for healthy foods or taxes on other food categories, are currently being
explored in Brunei Darussalam, where the SSB tax may be expanded to cover other unhealthy foods and
beverages.
► Protecting against the influence of marketing: Development of policies protecting against the
inappropriate promotion of commercially produced foods and beverages marketed for children is an essential
action for all ASEAN Member States. This includes protection against marketing for children up to age 18,
as well as for infants and young children aged 6–36 months, in alignment with the 2016 WHO guidance.
While six Member States noted that policies to reduce marketing of unhealthy foods to children are in place,
implementation of the actions required to actually regulate marketing targeted to children and their caregivers
is not yet a reality in all Member States.
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Table 15. Snapshot of policies and economic tools that promote healthy food environments

ASEAN
Member State

Brunei
Darussalam

Policy to
reduce salt
consumption

Policy to limit
saturated
fatty acids
and virtually
eliminate
industrially
produced
trans-fats

Sugarsweetened
beverage tax

Other fiscal
measures

Reformulation
to reduce the
content of
saturated fatty
acids, trans-fatty
acids, sugars
and sodium

Policy to reduce
the impact on
children of
marketing of
unhealthy foods
and beverages







x
x

x
x

x
x






x





x

x

x

x

x

x





Philippines

x

x
x

x
x






Myanmar




x



Singapore











x

x

x





x
x
x
x
x
x

Cambodia
Indonesia
Lao People’s
Democratic
Republic
Malaysia

Thailand
Viet Nam

x

x


x

Source: Member State reported availability of policies and programmes relevant to food, the food environment and food systems was collected
explicitly for this report.

► Nutrition label standards and regulations on use of claims: People who want to eat well look at food
labels to choose healthier options. Nutrient lists and interpretive labels can help guide consumer choices
and create incentives for food manufacturers to reformulate their products. Eight ASEAN Member States
encourage producers and/or retailers to provide a list of the nutrient content of pre-packaged food products.
(Table 16). No ASEAN Member States, however, require trans-fatty acid content to be included on nutrient
labels. In Singapore, this is because a ban on partially hydrogenated oil (a major source of trans-fatty acid)
came into effect in June 2021 and there is no longer a need to declare trans-fatty acid content on nutrient
labels.
Front-of-pack labelling on pre-packaged foods can help discourage the consumption of products high in
unhealthy fats, sugars or salt. Information on front-of-pack labels may include the product’s energy value,
salt/sodium content, total sugars, endorsement logos, colour coding or traffic light systems. Currently, seven
ASEAN Member States report implementing some form of voluntary or mandatory front-of-pack labelling.
Clearly visible interpretive labels and warning labels on the ‘front-pack’ of food are currently available or in
the pipeline in seven Member States: Brunei Darussalam, Cambodia, Indonesia, Malaysia, the Philippines,
Singapore and Thailand (Table 16).
In Brunei Darussalam, the Ministry of Health introduced a ‘healthier choice symbol’ in 2017. Products bearing
the logo indicate that they meet a set of nutrient criteria. Food and beverage manufacturers who wish to use
this symbol on their products must acquire a food analysis report from an accredited food testing laboratory
and submit an application to the Healthier Choice Committee. In Malaysia, the Minister of Health launched a
‘healthier choice logo’ in 2017 to help consumers quickly identify healthier products and foster informed food
choices. Packaged foods and beverages can be awarded the healthier choice logo if they meet the nutrient
criteria specified by the Ministry of Health. As of May 2020, there were 47 healthier choice logo categories
under the nine food groups. In the Philippines, the Food and Drug Administration set out guidelines in 2012
for a voluntary front-of-pack label for processed and pre-packaged foods. The label must appear on the lower
right-hand portion of the product and outline the amount of energy per serving of food, and the percentage of
the calorie value based on the recommended energy and nutrient intakes. Producers must submit their labels
for approval before they can be displayed.70
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Measures to regulate or guide nutrition and health claims are essential to protect consumers from misleading
marketing and food labels. Seven ASEAN Member States regulate nutrition and health claims on packaged
foods, including Brunei Darussalam, Indonesia, Malaysia, the Philippines, Singapore, Thailand and Viet Nam
(Table 16). In Indonesia, the Control of Claims on Processed Food Labelling and Advertisements establishes
rules on the use of specified nutrient content claims (i.e., levels of fat or a low-fat claim). In Malaysia, the
2010 Malaysian Guide to Nutrition Labelling and Claims established rules on the use of nutrient content
claims and nutrient comparative claims (e.g., comparison between an old and new product formulation). The
guide also prohibits the use of false and misleading claims on labels – especially those that relate to dietary
guidance, eating habits and nutritional properties of food – and forbids any disease risk reduction claims.70
Lastly, beginning in June 2022, Singapore will introduce advertising prohibitions for beverages that are high
in sugar and saturated fat as part of efforts to reduce the influence of advertising on consumer choice and
encourage the selection of healthier beverages.

Table 16. Snapshot of nutrition labelling and measures to guide health claims on food
ASEAN
Member State

Nutrient lists on
packaged foods

Front-of-pack
labelling

Brunei Darussalam





Cambodia

x

x

Indonesia



Lao People’s
Democratic
Republic
Malaysia
Myanmar
Philippines
Singapore
Thailand
Viet Nam

Clearly visible
‘interpretive’ labels
and warning labels

Measures to regulate
or guide nutrition and
health claims









x

x

x

x















x

x

x














x

x



Source: Member State reported availability of policies and programmes relevant to food, the food environment and food systems was collected
explicitly for this report.

► Increasing public awareness on healthy eating: Increasing the public’s awareness of what constitutes
a healthy diet empowers consumers to make informed decisions on what, when and how to feed themselves
and their families. Governments can use food- and nutrient-based dietary guidelines as tools to guide
nutrition, health, agriculture and education policies to foster healthy eating habits and lifestyles. National
guidelines provide insight into optimal dietary practices and food choices tailored to the specific geographic,
economic and cultural context.
All ASEAN Member States have developed food-based dietary guidelines and a further seven have also
developed nutrient-based dietary guidelines (Table 17). Thailand developed a ‘Food-based dietary guideline
for Thai’ for the general population over age 6 in 1996, a ‘Food-based dietary guideline for infants and young
children in Thailand’ in 2010 and ‘Food-based dietary guidelines for the elderly’ in 2016. Further, the country
is in the process of developing ‘Food-based dietary guidelines for six groups’. In 2013, Viet Nam published
a revised ‘10 Tips on Proper Nutrition, 2013– 2020’, which is aimed at the general population. The guidance
document uses a pyramid divided into food group layers to illustrate recommended levels of consumption.
Indonesia, Malaysia and the Philippines also use pyramid-style illustrations to help people choose a
balanced diet.70
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Table 17. Snapshot of guidelines and activities to increase public awareness on healthy eating
ASEAN Member State

Food-based dietary
guidelines

Nutrient-based dietary
guidelines

Communication strategies
for social and behaviour
change to improve nutrition



Indonesia











Lao People’s Democratic
Republic



x



Malaysia
















Brunei Darussalam
Cambodia

Myanmar
Philippines
Singapore
Thailand
Viet Nam

x

x






x

Source: Member State reported availability of policies and programmes relevant to food, the food environment and food systems was collected
explicitly for this report.

Towards a world where nutritious foods are available, affordable and safe for everyone
This section summarizes the status of policies and activities related to the availability, affordability and safety
of nutritious foods in the food supply, including fortified foods.
Several regional-level activities related to food and agriculture were included in the ASEAN Strategic
Framework and Action Plan 2018–2030 that aimed to diversify the food supply and improve sustainability.
These include:
•
•
•

Develop a policy guide on crop diversification, with consideration of national food-based dietary
guidelines and food consumption patterns
Promote integrated and climate-smart farming systems
Strengthen linkages and networking between Food Security Information Systems and Nutrition
Surveillance Systems

Progress on several of these activities is well underway while others will be undertaken over the next five
years.
The ASEAN health, agriculture and economic sectors have all also incorporated food safety into their
respective work programmes and also collaborate to ensure that food safety concerns are tackled and
coordinated at the regional level. An ASEAN Food Safety Policy was developed in 2016 and provides direction
to relevant ASEAN Sectoral Bodies and ASEAN Member States with the goal of protecting the health of
ASEAN consumers. The agreed principles of the ASEAN Food Safety Policy have facilitated the development
of a robust regulatory and monitoring framework for the region, including the ASEAN Risk Assessment Center
for Food Safety, the ASEAN Food Safety Regulatory Framework and the ASEAN Rapid Alert System for Food
and Feed. The Rapid Alert System for Food and Feed helps protect consumers against food safety hazards
by enabling recalls of any products found to be a health risk in markets.
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At the national level, the availability and affordability of nutritious foods remains a challenge within ASEAN
Member States.
► Protection from unsafe foods: All ASEAN Member States have addressed food safety in their national
policies, strategies or plans of action. This is important because food contamination – whether from the
environment or from microorganisms – has dire implications for health, particularly in infants, young children,
the elderly and the sick. Consumption of unsafe foods and subsequent diarrhoea may contribute to stunting
in children through chronic gut inflammation – referred to as environmental enteropathy – which is associated
with malabsorption of nutrients.
► Ensuring enough nutritious foods are available for consumers: The availability of nutritious foods in
the food supply is limited in several ASEAN Member States, where the food supply is dominated by starchy
foods (e.g., rice). Between 43 and 70 per cent of the dietary energy available in the food supplies of ASEAN
Member States is derived from starchy foods (Figure 17). Fruits and vegetables only constitute 1 to 13 per
cent of the dietary energy in the food supply, while animal-source foods (meat, seafood, eggs, milk and
offals) constitute between 6 and 19 per cent. This imbalance in the food supply means that the population
relies heavily on carbohydrates, without sufficient nutrient-rich foods.
As noted in Chapter 2, approximately 24 per cent of people in the ASEAN region consume inadequate
amounts of key vitamins and minerals due to limited micronutrient density in the food supply.8 As non-starchy
foods (which are typically more nutrient-dense) increase in availability, food systems become more capable
of meeting population-level nutrient needs. Sugar and sweeteners constitute a notable proportion of the
dietary energy available in the food supply, ranging from 2 per cent in Lao People’s Democratic Republic to
15 per cent in Malaysia.

Figure 17. Proportion of dietary energy available in the food supply derived from various food groups
3500

Total Dietary Energy Supply (kcal/ capita/ day)

3000

3,025

2,985

2,884

21.2%

15.9%

2,492

2500

12.0%
12.8%

5.8%

8.7%

2000

1.0%

7.3%
2.0%

15.6%
1500

6.7%

2,758
12.3%

2,845

2,804
2,909

23.4%

2.3%

21.8%

8.2%
13.2%

2,673

17.7%
22.0%

12.9%
9.0%

14.6%

5.6%
15.6%

14.7%
4.9%

13.8%

12.2%
7.2%

11.1%

4.9%

3.6%
19.1%

6.9%

4.7%

4.0%
1000

67.2%

70.0%

64.0%

45.5%

43.3%

500

52.0%

58.7%

48.4%

52.8%

n.a.
0

Brunei
Darussalam

Cambodia

Indonesia

Cereals and starchy roots

Lao People’s
Democratic
Republic

Fruits and vegetables

Malaysia

Myanmar

Philippines

Meat, fish, seafood, eggs, offals and milk

0

Singapore

Sugar sweeteners

Thailand

Viet Nam

Other

Source: Calculated using total dietary energy supply (kcal/capita/day) data from FAOSTAT. Brunei Darussalam data are for 2013; Cambodia, Indonesia,
Lao People’s Democratic Republic, Malaysia, Myanmar, the Philippines, Viet Nam and Thailand data are from 2018.
Note: n.a., Data not available.
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When the food system fails to deliver enough nutritious foods, biofortification (breeding crops to increase their
nutritional value) or fortification of staple foods with micronutrients can help increase nutrient availability in the
food supply. Only one Member State (Indonesia) reported having a biofortification programme. However, as
noted below, food fortification has been successfully implemented in the majority of Member States.
► Increasing the nutritional quality of staple foods: Fortification of staple foods and condiments is
recognized as an efficient, evidence-based and cost-effective nutrition intervention to prevent micronutrient
deficiencies at a population level. Fortification does not require people to change their eating habits nor does
it require a substantial government budget.79 The Copenhagen Consensus Centre ranked micronutrient
fortification as the third priority cost-effective intervention to tackle 10 of the world’s most pressing problems.80
The importance of mandatory fortification of staple foods was re-emphasized during the current global
COVID-19 pandemic. Proper nutrition is critical for building a strong immune system and helping the
body fight off disease and infection. Fortified foods provide essential vitamins and minerals for vulnerable
populations. Several ASEAN Member States have mandatory or voluntary legislation for fortification of salt,
wheat flour, oil and/or rice (Table 18). ASEAN populations benefited from the continued availability of fortified
staple foods during COVID-19-related lockdowns in 2020, particularly given the reduced availability of
nutritious perishable foods.
Iodization of salt is mandatory in eight ASEAN Member States: the latest Member State to make salt
iodization mandatory was Malaysia in 2019. Brunei Darussalam and Singapore have voluntary salt iodization
only. Compared to other regions in the world, countries in Asia, including ASEAN Member States, have the
highest proportion of households using iodized salt. This is mainly a result of mandatory legislation, under
national food laws, in most Member States. Other important factors for successful implementation of salt
iodization (and fortification of other foods) include official commitment and capacity to enforce national
legislation and the industry’s structure and capacity to adequately fortify.81
Wheat flour fortification has been mandatory in Indonesia, the Philippines and Viet Nam since 2016, while
Cambodia and the Philippines have voluntary programmes to fortify condiments such as fish sauce and soy
sauce. Malaysia is implementing partial wheat flour fortification with a focus on subsidized wheat flour. In
Thailand, condiments must either be made with iodized salt or have iodine added. Rice fortification (with iron)
is mandatory in the Philippines, but there is no mandatory legislation on rice fortification in any other Member
State (despite high levels of rice consumption in the ASEAN region). Despite lack of national legislation
on rice fortification, fortified rice is provided in school feeding programmes in Cambodia and as part of a
workplace benefit programme in Singapore. Lao People’s Democratic Republic is also in the process of
drafting voluntary rice fortification standards.
The existence of mandatory fortification legislation, however, does not guarantee successful reduction of
micronutrient deficiencies. Data on the quality and compliance of foods at production, import and/or market
level and the proportion of households with fortified food, indicate that significant proportions of foods that are
supposed to be fortified, are not – or they are not fortified according to national standards.
There are also untapped opportunities to mandate fortification of staple foods that are centrally processed
and eaten in sufficient amounts to contribute significantly to nutrient intake. Wheat flour is centrally processed
in almost all ASEAN countries but is not always eaten in sufficient quantities to have a nutritional impact. On
the other hand, rice is eaten in sufficient quantities in all ASEAN countries, but it is probably only centrally
processed to the extent that it is fortifiable in countries such as Brunei Darussalam and Singapore. In
Indonesia, Malaysia, Thailand and Viet Nam, centrally processed rice would predominantly penetrate urban
areas.
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Table 18. Status of fortification legislation
ASEAN
Member State

Salt iodization

Wheat flour
fortification

Rice fortification

Oil fortification

Condiment
fortification

Brunei Darussalam

●

●

●

●

●

Cambodia

●

●

●

●

●

Indonesia

●

●

●

●

●

Lao People’s
Democratic Republic

●

●

●

●

●

Malaysia

●

●

●

●

●

Myanmar

●

●

●

●

●

Philippines

●

●

●

●

●

Singapore

●

●

●

●

●

Thailand

●

●

●

●

●

Viet Nam

●

●

●

●

●

Mandatory

Voluntary

No legislation

Source: Member State reported availability of policies and programmes relevant to food, the food environment and food systems collected explicitly
for this report.

► Making nutritious foods affordable for all: Food affordability is a major barrier to consuming
nutritionally-adequate diets. An alarming 46 per cent of the population in the ASEAN region (325 million
people) cannot afford a healthy diet (Table 19). There is wide variation between ASEAN Member States
(with available data) in the proportion and number of people unable to afford either a nationally adequate
or healthy diet; however, more than 60 per cent of the population in Indonesia, Lao People’s Democratic
Republic, Myanmar and the Philippines cannot afford a healthy diet. The pandemic has led to a further rise
in unemployment and income losses affecting affordability and access to nutritious food among vulnerable
households.
One of the key drivers of affordability of a healthy diet is the cost of fruits and vegetables, as well as
protein-rich foods (plant- and animal-source foods). These foods contribute substantially more to the cost
of a healthy diet than starchy staples and fats. The high price of nutritious foods is closely linked to child
malnutrition: Indeed, countries where healthy diets are the most unaffordable also report a higher prevalence
of child stunting.20
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Table 19. Proportion and number of people unable to afford an energy-sufficient, nutrient-adequate or
healthy diet
ASEAN
Member State

Energy sufficient diet
%

No.(millions)

Nutrient adequate diet
%

No.(millions)

%

Healthy diet
No.(millions)

Indonesia

1.1

2.9

34

90

68.8

182

Lao People’s
Democratic
Republic

0.5

<0.1

51.2

3.6

83.3

5.8

Malaysia

<0.1

<0.1

0.1

<0.1

1

0.3

Myanmar

<0.2

<0.1

17.7

9.5

60.9

32.5

Philippines

<0.3

2.7

30.6

32.1

63

66.3

Thailand

<0.4

<0.1

1.8

1.2

19.5

13.5

Viet Nam

<0.5

0.5

9.5

9

26.6

25.2

Source: 2020 Asia and the Pacific Regional Overview of Food Security and Nutrition20
Note: Energy-sufficient diet: This diet provides adequate calories for energy balance for work each day. This is achieved using only the basic starchy
staple for a given country (e.g., maize, wheat or rice only); Nutrient adequate diet: This diet not only provides adequate calories (per the energysufficient diet above), but also relevant nutrient intake values of 23 macro- and micronutrients through a balanced mix of carbohydrates, protein, fat,
essential vitamins and minerals within the upper and lower bounds needed to prevent deficiencies and avoid toxicity; Healthy diet: This diet provides
adequate calories and nutrients (per the energy-sufficient and nutrient adequate diets above), but also includes a more diverse intake of foods from
several different food groups. This diet is intended to meet all nutrient intake requirements and to help prevent malnutrition in all its forms, including
diet-related NCDs.

Food price data from several ASEAN Member States was used to calculate the proportion of households
within a country that are unable to afford a nutrient adequate diet in their local environment. Affordability of
nutritious foods can also vary widely within a country – driven by variations in food price and food availability,
ecological system, livelihood, as well as differing economic status of regional populations. For example,
unaffordability ranged from 12 per cent to 66 per cent in Cambodia, from 17 per cent to 95 per cent in
Lao People’s Democratic Republic and from 48 to 83 per cent in Myanmar. In the ‘breadbasket’ region of
Myanmar, Ayeyarwady – where most of the rice and other crops are produced and sold – the cost of a nutrient
adequate diet was 10-25 per cent lower than in more remote regions of the country where transport, storage
and retail are required to ensure foods are available.9
Efforts to improve the affordability of healthy diets have been sparse in the ASEAN region. To date, the
majority of efforts undertaken to improve access to foods and nutritious foods have largely been undertaken
through social protection schemes. These efforts are discussed in the next section of this chapter. Some
Member States, however, have made concerted efforts to better understand their food system gaps and
begin taking action. For example, the government of Indonesia released a Presidential Regulation in 2020
on the National Mid-term Development Plan, which includes a national programme priority of increasing the
availability, accessibility and quality of food. One of its priority activities is improving national food systems
and food governance by strengthening the food logistics system, sustainable food system management and
management of urban food systems. In 2018, Indonesia conducted modelling on the future of Indonesian food
consumption. The modelling examined factors related to food consumption and food demands trends, and
analysed food policy scenarios for the medium-term (2020–2025) and long-term (2025–2045) development
plans. Indonesia also conducted an analysis of the food system in 2019–2020, which reviewed food policy,
analysed the food security and nutrition situation, identified the gap between policy and implementation and
recommended steps towards a more resilient, affordable and healthy food system.
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What does this mean for ASEAN Member States?
Several ASEAN Member States have adopted or implemented policies, legislation or guidance over the last
decade to help ensure consumers are better equipped to choose healthier options and improve the quality
of food products available for purchase. These efforts are laudable in their achievements and ambition.
However, many rely on voluntary actions by the food industry – rather than mandatory legislation – to
improve food environments. Experience suggests that voluntary measures will not be effective in controlling
the rapid rise in sales and marketing of unhealthy foods and drinks. Rather, mandatory legislation to
incentivize food producers to improve food quality and regulate and improve the information available to
consumers so they can make informed decisions is necessary to help achieve national and global targets
around healthy diets and reduction of overweight, obesity and NCDs. Improving the nutrition literacy
of the general population so individuals can accurately interpret nutrition labels is also a critical step in
empowering consumers to make informed choices.
The consumption of energy-sufficient diets is not enough to secure optimal health and nutrition. Building
better food systems requires policies, initiatives and schemes that increase the availability of nutritious
foods, make them affordable to all, and ensure their safety. Linking the nutrition agenda with the agriculture
sector to encourage production and diversification of crops, and strengthening the supply chain for these
commodities, can also help improve the availability of foods needed for healthy diets. Efforts to increase
the use of indigenous and local crop varieties may help agricultural biodiversity. While all ASEAN Member
States have some form of voluntary or mandatory fortification legislation, advocacy is needed to establish
food fortification programmes where there is untapped potential in the ASEAN region (e.g., rice). Further,
it is essential that food fortification programmes are effectively monitored and evaluated. Enforcement of
legislation and sustainability of the programme are most successful when monitoring is undertaken as part
of the routine food control systems.
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FOCUS

Focus 6
Malaysia sugar-sweetened beverage tax

Malaysia has some of the highest rates of overweight and NCDs in Southeast Asia, with 50 per cent of
adults affected by overweight or obesity, 18 per cent suffering from diabetes and 30 per cent suffering
from hypertension.82 The high (and increasing) levels of overweight, obesity and NCDs are linked not only
to consumption of high-energy, high-fat foods, but also to high levels of sugar consumption. Excessive
intake of SSBs, including carbonated drinks, are a key source of sugar intake. Approximately 56 per cent
of adults in Malaysia consume sugar every day,83 and 36 per cent of Malaysian students consume at
least one soft carbonated drink each day.84
To promote healthy diets and raise awareness of the dangers of high-sugar intake, the Malaysian Ministry
of Health and non-governmental organization partners have implemented education and advocacy
campaigns and activities within health facilities, schools, National Service Centres and through mass and
social media over the last several decades. However, these ‘soft’ approaches alone were not facilitating
enough reduction in sugar intake. As such, the Ministry of Health began to explore fiscal measures, such
as taxation, to reduce and disincentivize high-sugar content in SSBs and discourage their consumption
by consumers.
The Ministry of Health proposed a potential tax on SSBs in 2014, and collaborated alongside the
Ministry of Finance, Royal Malaysia Custom Department, Ministry of International trade and Industry,
academic institutions and beverage companies for several years to identify ideal mechanisms for tax
implementation. An SSB tax was officially launched in July, 2019. Rather than tax the consumer at
the point-of-purchase, the SSB tax was designed to drive reformulation of the products available for
consumption in the country. An excise duty was imposed on non-alcoholic, ready-to-drink beverages that
contained sugar exceeding five grams per 100 millilitres (ml), fruit and vegetables juices that contained
more than 12 grams per 100 ml and flavoured UHT milk products that contained more than 7 grams
per 100 ml. Licensed importers of SSBs were required to produce a letter of undertaking and submit
laboratory reports to ensure the total content of their drinks did not exceed the thresholds allowed.
Manufacturers whose drinks contained sugar above threshold levels (or importers who failed to submit
required paperwork) were mandated to pay duties (about US$0.10 per litre of beverage).
The full impact of the SSB tax will not be investigated until later in 2021. However, a total of 225 SSB
products from 43 companies have already been reformulated to contain less sugar. Further, early
evidence from studies on the price elasticity of SSBs found that following an 8 per cent increase in SSB
prices (resulting from the excise tax), SSB consumption decreased by 9 per cent.
While early data are promising, the SSB tax alone cannot achieve the national goals of reducing sugar
intake by 50 per cent and seeing no increase in the prevalence of overweight and obesity. The Ministry
of Health plans to advocate for expanding the SSB tax to other categories of foods that are high in
sugar, fat and sodium. This includes advocating for expansion of the tax on pre-mix (‘3 in 1’) drinks. The
Government of Malaysia is also exploring how to maintain (and build upon) the success achieved by
the SSB tax and work towards tackling the inappropriate marketing of unhealthy foods and beverages,
particularly in and around schools.
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Focus 7
Improving nutrition and making healthier options more available in
the informal food sector in Singapore
Increasingly, NCDs such as cardiovascular diseases and diabetes are among the top causes of death
and morbidity in Singapore.85 Intake of unhealthy foods is a key modifiable risk factor linked to the
continued and increasing burden of disease. To improve diet quality and reduce excessive calorie intake
among the population, Singapore is working across the whole-of-government and with the private sector
to 1) increase the supply of healthier foods across the value chain (from healthier ingredients to cooked
foods); and 2) increase demand through education and ground promotion efforts.
To achieve the first goal, the Singapore Health Promotion Board has worked to improve the availability
of healthier food options both at point-of-purchase and within the food supply chain. Hawker centres
and coffee shops represent an important part of the informal food sector in Singapore, and are some of
the most affordable dining options for the local population.86 In order to improve access to healthier food
options to all Singaporeans, the Health Promotion Board partners with local hawkers and coffee shop
operators through the Healthier Dining Programme to offer lower-calorie options (500 calories or less)
and/or healthier ingredients (such as whole grains and healthier cooking oil) as part of their permanent
core menu offerings. As of March 2020, half of all hawker and coffeeshop stalls were serving at least one
healthier option on their menus.
The Health Promotion Board also adopted an upstream approach and partnered with food industry actors
to reformulate key staples and ingredients available in the food supply by providing grants for activities
such as marketing and publicity, product development, packing and certification and trade promotion.
The reformulation efforts included reducing saturated fat content in cooking oil, improving the quality and
variety of carbohydrates (e.g., staples such as rice and noodles), reducing sugar content in beverages
and banning trans-fatty acids in oils and fats. As of March 2020, 57 suppliers across six ingredient
categories have reformulated their products to healthier options and more than 200 of these products are
being sold at participating stalls across Singapore.
To increase consumer demand for the healthier options available, the Health Promotion Board ramped up
ongoing education and ground promotion efforts to make choosing healthier meals in the informal food
setting more attractive to consumers. Some of the ground activities in informal food settings featured free
samples of healthier food and ‘sure-win spin’ that provided consumers rewards for purchasing healthier
meals. Media and food critics were also engaged to feature food stalls that provide healthier options, with
the intention of generating awareness and consumer acceptance.
Some of the success factors in Singapore’s strategic approach to improve nutrition in key food settings
are the close engagement with the food industry to reformulate ingredients and food products, strong
ground outreach to build connections with food operators and comprehensive measures taken across
the demand and supply side to tackle different parts of the food ecosystem. Having strong political
support, a clear mandate and long-term funding to tackle risk factors associated with NCDs also
facilitated the implementation of ground efforts. Moving forward, the Health Promotion Board hopes to
increase advocacy efforts with food operators on the benefits of healthier ingredients and strengthen data
collection on dietary habits and data-use to inform decisions and programme design.

FOCUS

Focus 8
Local acceptability and production of fortified complementary
foods in Viet Nam
The economy in rural Viet Nam is predominantly based on agricultural food production. However, rural
regions of the country with high agricultural productivity also report the highest levels of childhood
malnutrition. High agricultural yield does not always result in healthy diets or adequate food security. For
example, an analysis using linear programming models to assess how well locally available foods could
meet the nutrient needs of young children in rural Lào Cai province found that without fortification, the
foods currently available were not sufficient to meet micronutrient needs.87 Fortification of complementary
foods can help fill nutrient gaps where food insecurity or limited availability of nutritious foods are
barriers.88
To improve the diets of young children, a small-scale local food production facility was established in Lào
Cai to produce fortified complementary foods (FCF). Fortification and food safety protocols, however,
can make local production difficult in rural areas. Improper food production can result in unsafe foods
and consumption of foodborne pathogens by vulnerable young children. Procedures and certifications
are required to help mitigate contamination during production. To meet Viet Nam’s Ministry of Health
standards for FCF, the small-scale food processing facility in Lào Cai complied with Good Manufacturing
Practice, sound Sanitation Standard Operating Procedures, a Master Sanitation Schedule and PreOperational Inspection Program, and finally a Hazard Analysis Critical Control Points (HACCP).89 The
completed production facility was HACCP-certified with a production capacity of 12 tons/month for
FCFs.88
A fortified instant-rice porridge and four types of vegetable powder FCFs where developed, including
pumpkins, carrots, mushrooms and “sweet leaf”, a local Vietnamese crop. The raw materials were
purchased from local farm co-operatives to facilitate their access to markets. To determine the
acceptability of the FCF products among the local population, a pseudo-blinded acceptability trial among
caregivers of preschool children was carried out in November 2016. All locally produced FCFs were
found to be acceptable by caregivers, with a high-level of satisfaction for consistency, fat content and
saltiness.88
Between December and May 2018, the production facility made 86,270 private and public sales of
FCFs. The facility produced FCF for both the Viet Nam Ministry of Health and a local commercial
businesswoman. For publicly-run school feeding programmes, these FCFs reached 1,698 children under
2 years of age and 2,550 children in 10 kindergartens, totalling 2,784 kg of FCFs.88
Decentralization of the production of FCFs can increase use of and demand for local crops and allow for
tailored taste profiles to suit local preferences. Setting up a decentralized small-scale production facility in
Lào Cai supported local crop demand. Further, through the HACCP approaches and protocols, producing
locally FCF can be a viable option for nutrition-based interventions for increasing local market availability
of FCF. This type of intervention can be targeted to areas where food fortification for infants and young
children may be necessary while food systems increase their capacity to produce enough safe, affordable
nutritious complementary foods.88
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4.2.5 Protecting the nutrition rights of the most vulnerable
Headline achievements

•

Social protection schemes have shown potential in improving diets and nutrition in ASEAN
Member States: Several Member States have designed social protection schemes with nutrition
outcomes in mind, extending their benefits beyond the reduction of poverty and food insecurity
towards helping more families access nutritious foods and essential services that are otherwise
unaffordable or inaccessible to them.

Nutritious diets for all, leaving no one behind
The ASEAN region has seen some of the most rapid economic growth in the world in recent decades.
Economic growth can provide a substantial boost to food security and nutrition – provided that the poor
share in that growth. However, income inequality has increased in Asia over the last 25 years.18
Social protection schemes are designed to support the poorest and most vulnerable at scale through the
distribution of food, cash, credit and grants, as well as public work, education and health programmes. While
these schemes may have success in fighting poverty and reducing food insecurity, this does not necessarily
translate to reductions in malnutrition or improvements in the quality of foods consumed. However, social
protection schemes that are designed with nutrition in mind can improve nutrition for the most vulnerable
by increasing household resources and knowledge of nutritious foods, hygiene and appropriate feeding
practices.
Scaling up social protection programmes during shocks and emergencies can support continued access
to food. Such services are particularly relevant in the context of the COVID-19 crisis, which is expected to
push half a billion people into poverty,90 while increased food insecurity is projected to result in between 56
and 120 million more undernourished people in 2020 alone.43 Examples of how Member States capitalized
on existing social protection infrastructure to respond to the COVID-19 pandemic are discussed later in this
report.
Several regional-level activities related to social welfare were included in the ASEAN Strategic Framework
and Action Plan 2018–2030. Progress on several of these activities is well underway, such as:

•
•
•

Developing social protection policies and strategies that will mainstream productive social protection
in support of nutrition objectives through agriculture production and processing.
Conducting a study on vulnerable and marginalized groups in ASEAN Member States to identify the
most needy populations.
Conducting a study on social protection for people with disabilities in times of climate change-related
crises, disasters and other environmental changes (i.e., social welfare, social legislations, etc.).

At the national level, eight ASEAN Member States report having either a national or subnational government
implemented nutrition-sensitive social assistance programme in place.xvi Specific programmes in the
Philippines, Indonesia, Myanmar and Thailand are detailed below. However, there are notable social
protection schemes designed to improve diets and reduce malnutrition across the ASEAN region: brief
summaries of these can be found in Table 20.

xvi

Based on Member State responses on the availability of policies and programmes relevant to social protection, collected specifically for this
report.
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Table 20. Snapshot of social protection schemes that aim to improve nutrition
ASEAN
Member State
Brunei
Darussalam

Name of social
protection
programme

Program Harapan

Enrollment criteria

Benefit specifics
(e.g., food basket)

1. Based on economic,
social and cultural data for
secondary schools

Each student from selected primary
and secondary schools receives food
provisions as follows:

2. Primary schools with
a high percentage of
students receiving welfare
benefits within the selected
secondary school (in no. 1
above) catchment area

- five selected secondary schools (3,429
students in 2020) received breakfast each
school-day at 7:00.

Scale
National
(selected
government
schools)

-Only one secondary school received
lunch for 'O' Level students who attended
extra classes in the afternoon.
- 20 selected primary schools (4,380
students in 2020) received 200 ml dairy
drinks each school-day at 7:00.

Program Anak
Harapan

Recommendations from
Department of Schools
and Department of
Administration and
Services, Ministry of
Education, on the extension
of Program Harapan

- 22 selected primary schools (2,175
students in 2020) received either dairy
milk, food or lunch.
- 5 of 22 selected schools received
breakfast every day at 7:00.

National
(Selected
government
schools)

- 6 of 22 selected schools received dairy
milk every day at 7:00.
- 11 of 22 selected schools received lunch
every day at 12:00.

Cambodia

Indonesia

Cash Transfer for
Pregnant Women
and Children
under 2 years of
age

Pregnant women from
families with an ‘ID Poor
card’ (through Cambodia’s
poverty identification and
registration system)

Pregnant women receive cash support in
three stages:

1) Cash support of 40,000 riels (10 US$)
up to four times when they come for ANC
visits; 2) after delivery in a health facility,
new mothers are given an additional onetime payment of 200,000 riels (50 US$);
3) mothers are given 40,000 riels up to
10 times each for post-delivery check-ups
for themselves and their babies until their
children are 2 years old
Supports access to health services
The Health Equity People belonging to
Fund
households that have been free at the point-of-use to the eligible
classified as poor under the population across the whole of Cambodia.
ID Poor Programme of the The medical services and non-medical
benefits to be provided to targeted eligible
Ministry of Planning
populations are defined in the Ministry
of Health National Guidelines for the
Benefit Package and Provider Payment
Mechanism of the Health Equity Fund
School Feeding
Poor families and stunting Provides nutritious school meals to preProgramme
in children
and primary- school children.
Daily on-site cooked breakfast using a
standard nutritionally optimized WFP
food ration of rice. The breakfast includes
canned fish, vitamin A-fortified vegetable
oil, yellow split peas and iodized salt.
Cash transfer
Program Keluarga Families with a pregnant
Harapan
mother, children under 5
and school-age children
Bantuan Pangan Families with a low
Food basket through e-warong
Non Tunai
socioeconomic status
Pregnant mothers with
High calorie-protein biscuit
Supplementary
chronic energy deficiency
feeding
programme for
pregnant mothers

Nationwide

Missing data

Provinces with
high rate of ID

National
National
National
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ASEAN
Member State
Lao People’s
Democratic
Republic

Name of social
protection
programme

Enrollment criteria

Benefit specifics
(e.g., food basket)

Scale

Social Security
System for
Government
Employees

Government employees

Health care

National

Social Security
System for
Enterprise
Employees

Enterprise employees

Health care

National

Health Insurance Informal sector population
Policy for Informal
Sector Population
Malaysia

Myanmar
Philippines

The Rehabilitation
Programme for
Undernourished
Children
The Community
Feeding
Programme

Children aged 6 months
to 6 years from poor and
extremely poor families

Health care

Children who meet the criteria are given
basic food supply, treatment and health
education

RUTF given three times per week and
supplementary food that consists of
carbohydrate sources, such as biscuits;
and protein sources, such as chicken,
multivitamin and milk, provided five times
per week.
Maternal and Child Mothers with children under Cash, health and nutrition education
Cash Transfer
2 years of age
Targeted to children aged 6
months to 6 years from the
Orang Asli, a marginalized
group.

1. Residents of the poorest
Pantawid
Pamilyang Pilipino municipalities
Program
2. Households whose
economic condition is equal
to or below the provincial
poverty threshold

Health grant: P500 per household every
month, or a total of P6,000 every year
Education grant: P300 per child every
month for 10 months or a total of P3,000
every year (a household may register
a maximum of three children for the
programme)

3. Households with children
Households with three children may
0–18 years old and/or a
receive P1,400 every month, or a total of
pregnant woman
P15,000 every year for five years, from
4. Households that agree to the two types of cash grants.
meet conditions specified in
the programme:
-Pregnant women must
avail themselves of preand postnatal care, and be
attended during childbirth
by a trained professional.
-Parents or guardians
must attend the family
development sessions,
which include topics on
responsible parenting,
health, and nutrition.
-Children aged 0–5 years
must receive regular
preventive health checkups and vaccines.
-Children aged 6–14 years
must receive deworming
pills twice a year.
-Child beneficiaries aged
3– 18 years must enroll
in school and maintain
an attendance of at least
85 per cent of class days
every month

National

National

Implemented
in selected
remote areas
in Perak,
Pahang and
Kelantan
Large-scale
(but not
national)
National
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ASEAN
Member State
Philippines

Name of social
protection
programme

Enrollment criteria

Sustainable
1. At least 18 years of
Livelihood Program age, however, for Microenterprise Development
track, the eligible individual
or walk-in client may be at
least 16 years old.
2. Included in the
Listahanan and tagged as
poor or assessed as poor
through the administration
of Household Assessment
Form or SLF Means Test

Singapore

ComCare
assistance

Meals on Wheels

Thailand

Viet Nam

3. Issued Certificate of
Eligibility as a proof that
the referred individual or
walk-in client underwent
the required process as
specified in the guidelines
Low-income families with
difficulties meeting their
basic living expenses

Benefit specifics
(e.g., food basket)
- Seed Capital Fund – maximum
of P15,000 per eligible individual
representing a household

Scale
National

- Employment Assistance Fund –
maximum of P5,000 per eligible individual
representing a household

ComCare
ComCare assistance package is
assistance
customized to the circumstances and
needs of the client. This can include a
cash assistance quantum for daily living
expenses, which includes provision for
food. Clients with urgent needs may be
offered interim assistance such as cash
and supermarket vouchers, and connected
to community-based support such as food
rations and free cooked food.
Daily meals delivery
National

Home-bound elderly
unable to buy and prepare
their own meals without a
caregiver to help
The Child Support Mother and father are Thai Care services
Grant
nationals and the child was
born during or after October
2015; each child will be
cared for until 36 months of
age
Cash, rice
Categorized as poor
Programme for
according to Government
support of rapid
definition.
and sustainable
poverty reduction

National

61 poor districts

In the Philippines, Pantawid Pamilyang Pilipino Programme (or 4Ps) is a poverty reduction and social
development programme that provides conditional cash grants to poor households contingent upon
verifiable actions – generally minimum investment in children’s education or health. The cash benefit and the
conditionalities of the programme are designed to incentivize use of essential health and nutrition services
and ensure families have sufficient resources to secure adequate food and other essentials. The most
recent evaluation of 4Ps found a positive impact on use of prenatal health care and average per capita food
expenditure. The average per capita food expenditure of 4P beneficiaries was 5.4 per cent higher compared
to non-beneficiary households, with an 11 per cent increase in rural areas alone. In addition, beneficiary
children were 8 to 10 percentage points more likely to be fed vegetables compared with non-beneficiary
children. Beneficiary children in rural areas also experienced a positive impact on consumption of protein-rich
foods.91
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In Indonesia, the Keluarga Harapan Programme (PKH) – the first conditional cash transfer programme
in the country – seeks to improve human capital by providing cash transfers conditional on households
accessing specified health and education services. Evaluations of PKH, however, found that programme
beneficiaries did not achieve any gains in household food security92 as the level of PKH’s benefit did not
keep up with inflation even though it was adjusted three times over a nine-year period.93 An evaluation did
find that beneficiary children aged 18–60 months were more likely to consume milk and eggs.
The Maternal and Child Cash Transfer (MCCT) programme in Myanmar and the Child Support Grant
(CSG) programme in Thailand both specifically target pregnant women and families with young children
in an effort to improve nutrition in the first 1,000 days of life. The MCCT programme provides regular cash
transfers to pregnant women and mothers of children under 2 years of age to enhance their purchasing
power to improve their dietary diversity and increase access to health care. Originally, the CSG provided
unconditional cash transfers to poor and near-poor households with a child less than 1 year of age.
In 2016, the CSG unconditional cash transfers were modified to be available for poor and near-poor
households with a child less than 3 years of age and the cash transfer amount increased.

What does this mean for ASEAN Member States?
Social protection schemes can provide a crucial safety net for maintaining or improving the diets of the
most vulnerable children and families. If programmes are targeted and the benefits are developed with
nutrition in mind, the impact of social protection schemes can extend beyond poverty and food insecurity
reduction and help more families access nutritious foods and essential services that are otherwise
unaffordable or inaccessible to them. Some ASEAN countries have made important progress in bridging
inequities in access to nutritious food through targeted grants and cash transfers to marginalized families.
The lessons learned from these experiences can be used to further refine programmes and improve their
reach, while serving as a guide for other countries in the region. Strengthening and investing in overall
social protection systems can also make programmes more shock-responsive, especially in countries
where social protection coverage remains low.

4.2.6

Improving water, sanitation and hygiene (WASH) for good nutrition
Headline achievements

•

Access to safe drinking water and improved sanitation and hygiene facilities in ASEAN Member
States is improving: More people have access to at least basic water, sanitation and hygiene
than they did two decades ago.

Safe food, clean water and healthy environments
Water, sanitation and hygiene are major underlying determinants of malnutrition. Inadequate food hygiene,
as well as use of unsafe drinking water in food preparation, account for a significant proportion of diarrhoeal
disease among infants and young children in low-income countries. Poor hygiene and unsafe drinking
water can also cause diarrhoea and food poisoning in pregnant women, which can have an adverse impact
on birth outcomes. Keeping food free from faecal contamination is essential to limit faecal-oral disease
transmission, as good food hygiene practices reduce the risk of diarrhoea. While many factors influence
foodborne contamination, poor environmental hygiene due to lack of sanitation, use of contaminated water
to wash serving utensils, and lack of handwashing prior to cooking and feeding are critical determinants.
The water and sanitation system comprises the policies, programmes, services and actors needed to
ensure a population’s access to safe drinking water and safe sanitation and hygiene services.
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Strengthening national systems to deliver safe drinking water, end open defecation and support the safe
disposal of faecal waste – including through community-led approaches to total sanitation – helps individuals
and children stay healthy and free of disease.
While the region as a whole has made great strides in improving WASH over the last two decades, there is
still some variation in quality between ASEAN Member States.19 For example, while 100 per cent of people
in Singapore have access to safely managed drinking water, approximately 20 per cent of the population in
Cambodia, Lao People’s Democratic Republic and Myanmar still only have access to unimproved (and thus
risky) sources (Figure 18).
Access to safely managed sanitation is even more variable, with approximately 20 per cent of the
populations of Cambodia, Indonesia, Lao People’s Democratic Republic, Myanmar and the Philippines
lacking access to even basic sanitation services. Open defecation is still practised by 32 per cent of the
population in Cambodia and 21 per cent in Lao People’s Democratic Republic (Figure 19). Access to
hygiene facilities is critical for safe food preparation. However, in most Member States with available data,
approximately 20 per cent or more of the population does not have a handwashing facility with soap and
water in their household (Figure 20).

What does this mean for ASEAN Member States?
Safe and palatable drinking water is an essential component of good diets, while safe sanitation and
hygiene services protect against disease and nutrient losses. The proportion of the population benefiting
from these services has increased over the last two decades in the ASEAN region, but there are still a
significant number of people who are at risk of disease. Advocacy is needed for integration of nutrition into
WASH policies, strategies and programmes that aim to improve access to safe drinking water, sanitation
services and handwashing facilities − in households, communities and schools. Nutrition programmes
should also support social and behaviour change communication to promote practices to improve safe
water management, storage and use; adoption of safe sanitation practices; and hygienic food handling and
handwashing with soap.

Figure 18. Drinking water coverage, by service level
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Figure 19. Sanitation service coverage, by service level
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Figure 20. Handwashing facility coverage, by service level
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4.3 Special circumstances
4.3.1 Preparing and responding to nutrition in emergencies
Headline achievements

•

Completion of the ASEAN regional training on nutrition in emergencies: The regional training
produced a pool of national nutrition in emergencies experts to support preparedness and
response in ASEAN Member States.

•

National government buy-in to address nutrition in emergencies and develop concrete action
plans: Multiple ASEAN Member States have taken steps to improve national capacity through
training and other efforts.

Strengthening national capacity and systems to save lives
Asia is one of the world’s most disaster-prone regions. To strengthen local government and health system
capacities to prepare for and respond to emergencies, the ASEAN Strategic Framework and Action Plan on
Nutrition 2018–2030 included an activity for training on nutrition in emergencies (NiE). In 2018, a regional
NiE training was conducted in Indonesia and attended by technical experts on nutrition and/or disaster
health management from nine Member States. This pool of experts was also envisaged to contribute
to enhancing NiE preparedness and response planning, trainings and exercises at the regional level in
ASEAN. The effort to scale up NiE preparedness and response capacity at the regional level is aligned with
the ASEAN Health Sector’s priority in strengthening disaster health management, guided by the ASEAN
Leaders’ Declaration on Disaster Health Management. Further, this effort was intended to contribute to the
ASEAN Declaration on One ASEAN One Response.
The regional NiE training also aimed to develop a pool of national NiE experts who could support NiE
preparedness and response in-country and in other ASEAN Member States (constituting a national/regional
response team), act as NiE ‘trainers-of-trainers’ and strengthen health systems and existing service delivery
platforms to deliver routine nutrition services.
Since the initial NiE regional training, some ASEAN Member States have taken steps to improve national
capacity: Indonesia developed a national NiE training curriculum, conducted national and subnational
trainings and is developing an in-service training guidance (see Focus 10). The Philippines has fully
developed and institutionalized NiE within its national systems and has an NiE department overseeing
emergency preparedness and response actions. National training is planned but has not yet taken place in
Myanmar and Malaysia.

What does this mean for ASEAN Member States?
The regional and subsequent national-level NiE trainings represent significant strides in capacitating ASEAN
Member States to respond in times of disaster. Further work is required, however, to integrate NiE response
within national disaster and response plans. Sectoral coordination with National Disaster Management
bodies is needed to ensure that nutrition is well considered and integrated across sectors (for nutritionsensitive considerations). Capacity development on NiE at national and subnational level should also be
prioritized.

FOCUS
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Focus 9
Learning from the Central Sulawesi tsunami disaster in Indonesia

In September 2018, a devastating earthquake struck the Central Sulawesi province of Indonesia.
Registering 7.4 on the Richter scale, the earthquake triggered a tsunami and liquefaction. An estimated
2,081 people lost their lives and an additional 4,438 were injured. Hundreds of thousands were also
displaced, including vulnerable pregnant women, breastfeeding mothers, infants, children under 5 and
people with disabilities.
The emergency revealed critical gaps in the NiE response capacity in Indonesia. Informed by this
experience, just two months after the earthquake, the Ministry of Health made a policy decision to
strengthen national capacity for NiE response, officially launching an NiE capacity building initiative.
These efforts were further informed by an ‘after-action’ review of the Central Sulawesi disaster, conducted
in April 2019.
As part of the NiE capacity building initiative, a national NiE training curriculum was developed specifically
for the Indonesian context. The curriculum incorporated lessons learned from gaps in the response to the
2018 earthquake, including marked lack of capacity within the health workforce to support optimal infant
and young child feeding and treat children with SAM during emergencies. To address these, and other,
nutrition-specific shortcomings, the training curriculum was purposefully aligned with national policies on
IMAM and infant and young child feeding.
The first national-level NiE training using the new curriculum took place in April 2019. National Standard
Operating Procedures were developed as outputs from the training for different areas of NiE, including
infant and young child feeding, micronutrient deficiencies and IMAM. The curriculum was further revised
and adapted in July 2019, a facilitators guide was developed and a cadre of trainers-of-trainers were
identified. Two subnational trainings were held in September 2019 using the updated curriculum, with 50
participants covering 12 of the most disaster-prone provinces in the country. At the end of the training,
each province presented a tentative province-specific response plan to all participants for feedback on
further improvement.
Since the Ministry of Health first made the commitment to strengthen national NiE capacity, the
Government has doubled its disaster budget and the Ministry of Health has allocated a budget specifically
to support the rollout of the training in the districts of each of the trained provinces. There is also now
a national plan for scale-up for eight essential nutrition interventions to be delivered through the health
system as part of the global financing facility to reduce stunting, some of which is expected to support the
rollout of NiE preparedness plans.94
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4.3.2 Prioritizing nutrition in COVID-19 response
Headline achievements

•

Governments throughout the ASEAN region recognized the potential negative impact of the
COVID-19 pandemic on nutrition, and took action: Nearly all ASEAN Member States included
nutrition as a focus area in their COVID-19 response plans and employed communication
activities to reinforce the importance of a healthy diet, particularly for infants and young children.

•

Social protection schemes were adapted to protect food security and address increasing
inequities resulting from the pandemic and its containment measures: Several ASEAN Member
States adapted the targeting or benefits of existing social protection schemes to ensure the
most vulnerable had the resources needed for healthy diets.

A pledge to prevent a pandemic legacy of hunger and malnutrition
While the full extent of the COVID-19 pandemic’s impact on diets and malnutrition in the ASEAN region
is still emerging, the pandemic and its containment measures have worsened existing challenges to the
affordability, accessibility and quality of food available across Member States. Governments throughout the
ASEAN region recognized the potential negative impact of the pandemic on diets and essential services
and designed their responses to prioritize the protection of nutrition.
► Recognizing nutrition in response plans: Nearly all ASEAN Member States included nutrition as a
focus area in national COVID-19 response plans, employed communication campaigns to promote healthy
diets and collected data to help understand the pandemic’s impact on dietary practices and food security
(Table 21). In the early months of the pandemic, the Viet Nam Ministry of Health developed and released
guidelines for nutrition in vulnerable populations during COVID-19, including the elderly, pregnant women
and children; launched a communication campaign using leaflets, video and radio to re-emphasize the
importance of breastfeeding and provide nutrition advice for parents of infants and young children under
age 2; and partnered with the National Institute of Nutrition to conduct a rapid assessment of the impact of
COVID-19 on household food security and the dietary patterns of infants and young child nutrition.95
In Singapore, a ‘Stay Well to Stay Strong’ one-stop health portal and mobile application was created to
enable Singaporeans to access useful tips and information on how to practice good hygiene, eat well, stay
physically active, stay smoke-free and maintain mental well-being. Cambodia, Indonesia and Malaysia
also collected data specific to the impact of COVID-19 on nutrition to help inform policy and programme
response. As noted in section 4.2.4, affordability of health foods was a barrier to good nutrition even before
COVID-19, and the impact of the pandemic on household income and food supply chains only amplified
the problem. In Malaysia, efforts were made to monitor the market price of food commodities to ensure that
food remained affordable during the pandemic. No actions were taken in Brunei Darusslaam as there were
no locally transmitted cases of COVID-19 detected between May 2020 and early 2021. Health and nutrition
services were not adversely affected in the country.
► Holding food and beverage companies to account: Some food and beverage companies leveraged
panic over lockdowns and early uncertainty around the safe continuation of breastfeeding to market and
distribute unhealthy foods.96 There were multiple examples of companies donating unhealthy foods in
Indonesia, Cambodia and the Philippines during the pandemic.xvii Some infant formula companies offered
free samples to people via social media promotion and QR codes and donated their product to hospitals
and individuals, violating the International Code of Marketing of Breast-milk Substitutes. ASEAN Member
States worked hard to hold companies accountable for violations of the Code and related protective
legislation. For example, the Government of Cambodia found that four separate companies repeatedly
promoted breastmilk substitutes early in the pandemic, in violation of the Code and Cambodian Sub-Decree
133 on the Marketing of Products for Infant and Young Child Feeding, and subsequently imposed monetary
xvii

Examples provided by UNICEF Country Offices
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penalties. In the Philippines, two major global and local fast food companies donated meal ‘care packages’
to frontline health workers and communities while clearly displaying their corporate logos and marketing their
brands. In each of these cases, the government worked with partners to halt the donations.
► Establishing safety nets for the most vulnerable: Inequities related to employment, income, gender
and food security increased during the COVID-19 pandemic. Scaling up or adapting social protection
schemes during shocks and emergencies can help ensure continued access to food and services for families
hit hardest. Existing social protection programmes designed to support the most vulnerable were adapted
to protect and promote healthy diets during COVID-19 in several ASEAN Member States. In Indonesia, for
example, the Affordable Food Programme (Sembako Murah) allocated extra funding to help 15 million lowincome households buy staple foods using e-food vouchers (benefit value increased by 33 per cent per
household) and the flagship Child Cash Transfer programme (Keluarga Harapan) expanded its coverage
from 9.2 to 10 million families, doubled benefits between April and June 2020, and shifted to monthly
rather than quarterly beneficiary payment schedules to help ensure mothers had regular access to funds to
purchase fresh foods and maintain healthy diets.

Table 21. Government response to protect nutrition during the COVID-19 pandemic
Nutrition included
as a focus area
in the national
COVID-19
response plan

Communication
campaigns used
to directly promote
safe and healthy
diets in the context
of COVID-19

Brunei
Darussalam

x

x

x

x

Cambodia















x

x

x

Philippines













Singapore

x

Thailand











x
x

x
x





ASEAN
Member State

Indonesia
Lao People’s
Democratic
Republic
Malaysia
Myanmar

Viet Nam

Data collection efforts to
understand the impact
of COVID-19 on nutrition
status, food security,
consumption patterns,
purchasing behaviours or
market access

Adaption of social protection
programmes to protect or
support healthy diets during
COVID-19

Source: Member State reported availability of policies and programmes relevant to COVID-19 response extracted from the ANSS.
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What does this mean for ASEAN Member States?
In response to one of the greatest health crises of our time, the ASEAN community rightly recognized the
potential negative impact that the pandemic and its containment measures could have on the food security
and nutrition of the population. Nearly all ASEAN Member States prioritized nutrition in their response
plans, designed activities to reinforce the importance of a healthy diet and collected data so the impact
was well understood. Social protection schemes were also utilized to expand benefits and ensure the most
vulnerable households had the resources required to continue to feed their families. These achievements
should be acknowledged and celebrated. At the same time, efforts to better equip systems to respond to
shocks and emergencies and protect nutrition need to continue beyond the COVID-19 pandemic to ensure
that all relevant systems are prepared for future shocks. Investment in and improvement of the quality
of existing social protection schemes can also improve the shock-responsiveness of the overall social
protection system.
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Focus 10
Local Government response to malnutrition during the COVID-19
pandemic in the Philippines
The Philippines has achieved positive economic gains in recent years. Underemployment decreased from
16 to 14 per cent between 2018 and 2019 and poverty incidence dropped from 24 to 17 per cent over the
same time period. Yet, malnutrition and food insecurity persist: the 2019 National Nutrition Survey found
that 29 per cent of children under 5 are stunted, 6 per cent are wasted and 3 per cent are overweight.
Further, 44 per cent of households experience moderate to severe food insecurity.
The onset of the COVID-19 pandemic and its associated economic downturn and mobility restrictions in
2020 disrupted health and social services and resulted in shortfalls in the food supply chain, threatening
to worsen existing food and nutrition security concerns and eliminate recent economic and health gains.
In response to the pandemic’s threat to nutrition and food security, the Government provided guidance
to local implementors to ensure continuity of nutrition service delivery. The Department of Health issued
DOH Memorandum Circular 2020-2037 Interim Guidelines for the Delivery of Nutrition Service in the
Context of the COVID-19 Pandemic, outlining the various adjustments in delivering nutrition (including
micronutrient supplementation, infant and young child feeding programmes, management of acute
malnutrition, growth monitoring and promotion and promotion of healthy diets and hygiene and food
safety). The National Nutrition Cluster likewise issued advisories to promote proper nutrition during
quarantine and as well as address various myths and fallacies related to nutrition and COVID-19. Other
government agencies with nutrition-related services also issued guidance and services for nutritionrelated programmes such as the Department of Social Welfare and Development’s Supplementary
Feeding Programme in child development centres and the Department of Agriculture’s promotion of
household food production and mobile markets.
While the national level agencies and entities launched efforts to combat the deterioration of nutrition
services, the response was also led in part by the local government units. Notable local government
initiatives included Nutritious Family Food Packs: provision of food packs to families. Supply constraints
for rice and canned goods for the packs were overcome by including fresh produce such as vegetables,
root crops, eggs and chicken. This modification to include fresh foods in the food pack promoted the
use of locally available foods and increased demand for fresh foods (which had declined during the
pandemic). Community kitchens were also implemented by some local governments to provide hot
meals to underprivileged families, undernourished children, pregnant mothers and frontline workers. A
Market on Wheels initiative – mobile or “pop-up” markets in various locations – were set up by some local
governments so constituents did not need to travel far to the markets and to promote the purchase of
locally produced items.
Despite the unprecedented impact of the COVID-19 pandemic, national and local-level efforts to adapt
the health system helped maintain nutrition service delivery. These and other initiatives to increase food
access and to disseminate educational information helped to mitigate some the worst impacts of the
COVID-19 crisis and protect the progress that had been achieved in recent years.
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5 Challenges and
opportunities
► Despite economic growth and improvements in health and nutrition
indicators in recent years, the burden of maternal and child malnutrition
remains high and diets remain suboptimal for far too many. Further, the
COVID-19 pandemic has exposed weaknesses within the food system and
other systems and highlighted the urgent need for better food environments
that enable children and their families to have a healthy diet.
This chapter summarizes the systemic challenges that continue to constrain improvements in nutrition and
adequate delivery of nutrition services, and highlights opportunities for progress.

Inequality
Malnutrition and its drivers do not affect all populations equally. Collectively, ASEAN Member States have
seen some of the most rapid economic growth in the world in recent decades. While economic growth can
provide a substantial boost to food security and nutrition, the poorest populations have not benefited equally
from that growth. Indeed, income inequality has increased in Asia over the last 25 years.18 Within ASEAN
Member States, the poorest, least educated and those in rural areas share a greater burden of malnutrition
and consume poorer quality diets than their wealthier, better educated and urban counterparts. Inequities
exist not only in the share of the burden of malnutrition but also within the delivery of nutrition-specific and
nutrition-sensitive interventions, with some areas and groups experiencing higher coverage of essential
interventions and services than others. Existing disparities in malnutrition, diet quality and income also
intensified in many ASEAN Member States following the onset of the COVID-19 pandemic.
Recognizing and promoting equity should be a fundamental component of any nutrition policy design,
implementation, monitoring and evaluation in ASEAN Member States. Resource allocation for nutrition
should target those who are most vulnerable or often missed in programming. Social protection schemes
can help mitigate poverty and other barriers to improved nutrition by subsidizing household incomes
and increasing access to and uptake of essential services. Systematic and continuous collection of
disaggregated data – considering wealth, education, location, ethnicity, gender and disability, among other
factors – is also necessary to help improve understanding of nutrition inequalities in ASEAN Member States
and inform policies and priority-setting.

Financing
Progress towards nutrition targets will remain limited if governments do not commit to providing sufficient
funds. While it is encouraging that several Member States have developed costed implementation plans for
nutrition and some have incorporated dedicated nutrition budget lines, overall financing for nutrition in the
ASEAN region still may not be sufficient to overcome current levels of malnutrition. An analysis of budget
allocations for nutrition (both within and outside the health system) in four ASEAN Member States found
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that expenditure on nutrition programmes constitutes a very small proportion of total government expenditure:
between 0 and 2.5 per cent in Indonesia, Lao People’s Democratic Republic and Viet Nam and 9 per cent in
the Philippines.97
Achieving global nutrition targets for all will require more domestic financing and development assistance.
Member States should carry out costing exercises for all plans and activities, leveraging both traditional
and non-traditional financing mechanisms. Low budget priority may be a result of limited awareness on the
economic case of investing in nutrition among financial decision-makers. Advocacy efforts should be carried
out to encourage donors to increase spending on nutrition and to mobilize governments to strongly increase
allocation of domestic resources to all sectors involved. Adequate, timely and predictable funding is key to
ensure the effective delivery of nutrition interventions.

Price and availability of nutritious foods
Today, there is enough food being produced globally to meet the energy needs of all people, however,
the same cannot be said for the availability of the nutrient-rich foods needed for a healthy diet.43 Limited
availability and affordability of nutrient-rich foods in ASEAN Member States means that families rely more
on carbohydrate-rich staples for their meals and less on nutrient-rich fruits, vegetables and animal-source
foods. The 2020 State of Food Security and Nutrition in the World report noted an association between the
affordability of a healthy diet and nutritional outcomes: the more unaffordable a healthy diet in a given context,
the greater the prevalence of child stunting.9
Production and supply chain problems constrain food availability, particularly for fresh and nutritious foods,
and efforts to strengthen national food supply chains are therefore needed. When nutritious foods are
unavailable, mass fortification of foods or condiments such as grains, salt and oil can be used to boost the
availability of nutrients in the food supply chain. Enforcement of food fortification programmes should be
integrated within existing food control systems and combined with advocacy to establish food fortification
programmes where there is untapped potential in the ASEAN region (e.g., rice). To make nutritious foods
more affordable, economic tools that subsidize food prices or social protection schemes that provide cash,
food or food vouchers should be employed to help families overcome financial barriers.

Food security and nutrition surveillance system
Leveraging data for programme monitoring and decision-making is key. In addition to monitoring nutrition
activities and outcomes, it is important to routinely monitor other indicators of food security at household
level. While it is clear that affordability is a key issue for families in accessing the diets they wish to see
for themselves and their children, data on the affordability of healthy diets is unavailable due to lack of
information on household food expenditures. In addition, there is a lack of regular food security and nutrition
information from localized areas (hotspots), different population groups and vulnerable people (i.e., migrants,
urban poor, informal sector workers) and from different periods during the year (seasonality). National and/or
subnational food security and nutrition surveillance systems can help bridge this information gap and better
equip decision-makers with the information needed to make an impact on nutrition.

Food industry
Families have the right to accurate information about what, when, and how to feed themselves and their
children. Yet not enough is being done to protect children and their families from misleading claims on
unhealthy foods. The food and beverage industry and its marketing practices have a tremendous impact on
the population’s diet and consumption patterns (both positive and negative). Products are often deceptively
marketed, with labels touting false health benefits or claims that they are suitable for infants and young
children.17,98 At the same time, the food industry’s widespread promotion of BMS (such as infant formula,
follow-up formula and ‘growing-up’ milks) and unhealthy commercially produced snack products marketed
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as suitable for children99 are influencing the social perception and use of these products.100,101 Conversely,
economic tools such as taxes, controls on the marketing of unhealthy foods, and front-of-pack labelling,
can have a positive influence on the food industry and consumers by creating incentives for certain healthy
products and behaviours and disincentives for unhealthy ones. However, legislation needs to be mandatory
to provide a level playing field for the food and beverage industry players.
To improve the food environment in the ASEAN region, the governments need to engage with the food
industry, guide them with policies and standards, and when necessary, hold them to account. Priority
should be placed on implementation of regulatory frameworks and initiatives, including: the Code; the WHO
Guidance on Ending the Inappropriate Promotion of Foods for Infants and Young Children; recommendations
on the marketing of foods and non-alcoholic beverages to children; reformulation of processed foods
including portion sizes; adoption of front-of-pack nutrition labelling requirements that identify foods that are
high in salt, sugar and fats; and adoption of health-related food taxes, such as increased taxes on sugary
and sweet beverages and ‘junk food’ and subsidies for healthy foods. All regulatory frameworks need to be
accompanied by monitoring and enforcement measures that are free from commercial influence and conflicts
of interest.

Gender inequality
Gender inequality harms mothers and children and makes them more vulnerable to malnutrition.102-104 In most
settings, mothers are considered primary caregivers, responsible for the feeding and care of infants, children
and other adults in the household. There are deeply embedded social norms around childcare, cooking and
feeding and gendered divisions of labour – i.e., the allocation of different work, roles and responsibilities
to women and men within the household and the labour market. However, too often, power dynamics and
patriarchal norms within communities and households prevent mothers from making decisions on what and
how to feed their families. Gender power dynamics also hamper a mother’s ability to seek health and nutrition
services for herself and her children.105 Less than half of women in Cambodia, Indonesia, Myanmar and the
Philippines report being able to make decisions about health care on their own.10
In contrast, women’s agency and empowerment can positively influence household spending on food and its
allocation within the family, with benefits for improved diets and nutrition status.106 In the same way, mothers’
autonomy over health care-related decisions improves child nutrition outcomes. When women are afforded
higher social status, they have better nutrition themselves and provide higher quality care to their children.
One study across 96 countries found that gender inequality was a greater predictor of low birthweight than
a country’s GDP. In poor countries, an improvement in the gender equality index (a measure of inequalities
related to reproductive health, empowerment and labour participation) from the 90th to the 50th centile
would decrease child stunting by 10 per cent and childhood mortality by 54 per cent. These countries
would effectively need to become middle-income countries to see the same improvements in nutrition from
economic growth alone.107

Systems approach
A systems approach to nutrition recognizes that no single system can address the multiple drivers of
malnutrition today. To drive faster progress in addressing malnutrition, a systems approach is needed to
ensure that all key systems responsible for better diets and better nutrition are more accountable and
better equipped to support good nutrition across the life cycle. Improving nutrition requires a food system
that produces a range of nutritious foods that are available, accessible and affordable and disincentivizes
consumption of nutrient-poor foods through taxation, marketing restrictions and front-of-pack labelling; a
health system with well-trained staff to provide both preventive and curative health and nutrition services at
all stages of life; a water and sanitation system that provides free and safe drinking water and safe sanitation
services to improve utilization of nutrients from foods consumed; an education system that fosters nutrition
literacy and operates as a delivery platform for nutrition services; and a social protection system that reduces
inequalities by ensuring access to nutritious foods and other services for the most vulnerable.108
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As noted in this report, recent regional coordination across sectors to develop the ASEAN Strategic
Framework and Action Plan for Nutrition 2018–2030 and other key regional frameworks and initiatives
is laudable and an encouraging first step towards addressing all drivers of malnutrition. Multisectoral
coordination is needed within ASEAN Member States to drive national recognition that non-health systems
also have a responsibility and role to play in improving diets. To achieve the 2030 Agenda for Sustainable
Development, ASEAN Member State nutrition programming must acknowledge all responsible systems in all
policy, programme and monitoring system design and implementation.

Putting children at the centre of programming to improve diets
Far too often the unique nutritional needs of infants and young children are not explicitly considered in efforts
to improve diets and the systems that shape them. Between the ages of 6 months and 2 years, children have
greater nutrient needs per kilogram of body weight than at any other time in life.109 Yet, the importance of
complementary feeding is not adequately reflected in national policies, plans, programmes and monitoring
systems.
One reason for this might be uneven priorities. While efforts to improve breastfeeding – through advocacy,
policies, programmes and investments – have dominated the child nutrition sphere for decades, fewer
policies, programmes and resources have been targeted to the period beginning at 6 months of age when
children start to consume their first solid foods. Young children’s diets have not been sufficiently prioritized,
and in turn, greater investments are needed to improve them.
The call for increased attention to complementary feeding is not an argument for a diversion of resources
from breastfeeding to first foods; but rather, an argument that targeted investments and prioritization matter
deeply. Young children’s unique nutritional needs should be centred in health and non-health sector initiatives
to improve diet quality. It is not just parents, but also governments, who have primary responsibility for making
nutritious, safe and affordable foods available to children and their families.
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6 The way forward
The ASEAN Food and Nutrition Security Report 2021 recommends a specific set of actions to accelerate
momentum towards ASEAN’s vision of ending all forms of malnutrition. Recommended actions are organized
in this chapter by the Strategic Thrusts outlined in the ASEAN Strategic Framework and Action Plan for
Nutrition 2018–2030. Given the diversity of economic, social, health, political and cultural contexts within the
ASEAN region, the actions noted here should be adopted and prioritized based on the particular needs and
gaps within each ASEAN Member State.

► Strategic Thrust 1: Accelerate the evidence-based multisectoral actions to

end all forms of malnutrition particularly among the most vulnerable, poor and
disadvantaged groups [Scaling up nutrition service delivery].

1. Maternal nutrition: Integrate nutrition actions specified in the 2016 WHO ANC guidelines into health
and community-based systems including:

•
•
•
•

Scale national delivery of MMS during pregnancy with routine measurement of coverage.
Expand the delivery of context-specific nutrition counselling for pregnant and lactating women
through ANC, community-based structures and innovative channels such as social media,
telecommunication and online.
Provide a minimum of eight ANC contacts with weight gain monitoring and targeted counselling
provided at each visit. Provide linkages to social protection programmes for food insecure
populations.
Scale national mandatory food fortification programmes such as salt iodization and fortification of
staples with iron, folic acid, and other micronutrients to address micronutrient malnutrition.

2. Early childhood nutrition: Improve access to and consumption of nutritious, safe, affordable and
sustainable diets and essential services for young children.

•

•

Strengthen the regulation of marketing and promotion of foods for infants and young children.
o Develop national standards for the composition and nutrient content of commercial
complementary food products and identify maximum levels of sugar, salt, unhealthy fats and
minimum levels of micronutrients and protein.
o Legislate mandatory front-of-pack warning labels for commercial complementary food products
to inform caregivers of the nutritional quality of packaged foods for their young children.
o Use applicable digital technology to facilitate monitoring and reporting violations of the
International Code of Marketing of Breastmilk Substitutes and continue to advocate for effective
enforcement.
Rapidly scale up, with quality, the interventions with evidence of impact in the first 1000 days of
life.
o Provide six counselling contact points on exclusive and continued breastfeeding and ageappropriate complementary feeding to caregivers during the first two years of their child’s life
using education-based approaches and promoting the consumption of specific nutrient-rich
foods, such as eggs.
o Scale the provision of micronutrient supplementation to address considerable micronutrient
deficiencies in young children using MNPs, iron supplementation and VAS.
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3. Wasting: Accelerate progress in prevention and treatment of wasting in the ASEAN region

•
•
•
•

Set national wasting targets and monitor progress in achieving the SDG targets on wasting.
Include prevention and treatment of wasting in national stunting reduction plans.
Adopt new approaches for streamlining acute malnutrition treatment under a unified protocol and
integrate wasting prevention and treatment programmes into health systems.
Strengthen availability of national data on wasting, including by integrating a minimum number of
severe wasting indicators into national health information systems.

4. Nutrition of school-age children: Create healthy environments for school-age children and
adolescents to learn and practice healthy eating and physical activity.

•
•
•

Provide nutritious meals that meet 30 per cent of children’s nutrient requirements though the
school.
Deliver micronutrient supplementation and deworming medication for school-age children and
adolescents through the school platform.
Regulate the marketing of unhealthy food and non-alcoholic drinks in and around school premises.

5. Prevention of overweight, obesity and NCDs: Protect children from harmful marketing of unhealthy
processed foods.

•
•
•

Develop and implement front-of-pack nutrition labelling requirements, including those that identify
foods that are high in salt, sugar and unhealthy fats.
Regulate marketing to children by implementing the Guidance on Ending the Inappropriate
Promotion of Foods for Infants and Young Children (WHA resolution 69.9) and recommendations
on the marketing of foods and non-alcoholic beverages to children.
Adopt fiscal instruments (such as taxes or subsidies) that are suitable to local context and that
create incentives for behaviours associated with improved health outcomes

► Strategic Thrust 2: Intensify efforts to engage with relevant sectors and

stakeholders to address the multi-causality of all forms of malnutrition [Ensuring
policy support and coherence among sectors]

•
•
•
•

Develop social protection programmes targeting young children and pregnant women to increase
access to and availability of nutritious and safe food.
Mainstream nutrition into sectoral activities to strengthen nutrition linkages.
Ensure nutrition goals and targets are reflected in actions by health, food, water and sanitation,
and social protection systems.
Generate evidence on emerging multisectoral themes in nutrition, including: urban nutrition,
inequities in nutrition service delivery and utilization, and the food system and food environment.

► Strategic Thrust 3: Increase public, multisectoral investments and level of

cooperation to improve nutrition and ensure healthy diets [Resource mobilization]

•
•

Prioritize the expansion of proven nutrition interventions within financing commitments, as detailed
in the various ASEAN nutrition guidelines and minimum standards.
Increase domestic investments in nutrition by governments.
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► Strategic Thrust 4: Strengthen human and institutional capacities in multisectoral
planning and evaluation, policy analysis and advocacy, health and nutrition
research, nutrition surveillance and service delivery [Capacity-building for nutrition
stakeholders]

•
•

Strengthen capacities of health care providers and health volunteers to detect and treat severe
wasting as a routine primary health care service.
Assess training needs for the implementation and rollout of the various ASEAN nutrition guidelines
and minimum standards and conduct regional capacity building activities as needed.

► Strategic Thrust 5: Monitor progress of the ASEAN Strategic Framework and

Action Plan for Nutrition [Monitoring and evaluation through the ASEAN Nutrition
Surveillance System]

•

Reliable, routine data on nutrition status and intervention performance is required so that Member
States can calibrate actions consistently and continuously to ensure programmes are achieving
their intended objectives.
o Collect disaggregated data wherever possible to identify population groups most in need of
support and ensure the most vulnerable households and communities are not left behind.
o Monitor the implementation and use of the ASEAN Nutrition Surveillance System and the
various ASEAN nutrition guidelines and minimum standards.
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Annex
Indicator definitions
Low birthweight

Percentage of live births that weigh less than 2,500 grams in a given time
period.

Stunting in children under
5 years of age

Percentage of under-fives falling below minus 2 standard deviations
(moderate and severe) from the median height-for-age of the reference
population.

Wasting in children under
5 years of age

Percentage of children under 5 years of age falling below -2 standard
deviations (moderate and severe) from the median weight-for-height of the
reference population.

Severe wasting in children
under 5 years of age

Percentage of children under 5 years of age falling below -3 standard
deviations (severe) from the median weight-for-height of the reference
population.

Underweight in children
under 5 years of age

Percentage of under-fives falling below minus 2 standard deviations
(moderate and severe) from the median weight-for-age of the reference
population.

Overweight in children
under 5 years of age

Percentage of children under 5 years of age falling above 2 standard
deviations (moderate and severe) from the median weight-for-height of the
reference population.

Wasting and stunting in
children under 5 years of age

Percentage of children under 5 years of age who are both wasted and
stunted (children under 5 falling below -2 standard deviations from the
median weight-for-height and falling below -2 standard deviations from the
median height-for-age of the reference population).

Stunting and overweight in
children under 5 years of age

Percentage of children under 5 years of age who are both stunted and
overweight (children under 5 falling below -2 standard deviations from the
median height-for-age and falling at or above +2 standard deviations from the
median weight-for-height of the reference population).

Children under 5 years of age
free from wasting, stunting and
overweight

Percentage of children under 5 years of age who neither overweight, nor
stunted, nor wasted (children under 5 falling between -2 and +2 standard
deviations from the median weight-for-height and falling at or above -2
standard deviations from the median height-for-age of the reference
population).

Thinness among children aged
5–19 years

Percentage of children aged 5–19 years with a BMI less than 2 standard
deviations below the median, according to the WHO references for schoolage children and adolescents.
Percentage of children aged 5–19 years with a BMI > 1 standard deviations

Overweight among children aged
above the median, according to the WHO references for school-age children
5–19 years
and adolescents.

Underweight among women

Percentage of women aged 18 years and older with a BMI less than 18.5 kg/
m2.

Overweight and obesity among
women of reproductive age

Percentage of women aged 15–49 years of age with a BMI of 25 kg/m2 or
higher.

Overweight and obesity among
all adults

Percentage of men and women aged 18 and older with a BMI of 25 kg/m2 or
higher.

Overweight and obesity among
adult men

Percentage of men aged 18 and older with a BMI of 25 kg/m2 or higher.

Overweight and obesity among
adult women

Percentage of women aged 18 and older with a BMI of 25 kg/m2 or higher.
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Anaemia in children aged
6–59 months

Percentage of children aged 6−59 months with a haemoglobin concentration
of less than 110 g/L, adjusted for altitude.

Anaemia in women of
reproductive age

Percentage of women aged 15−49 years with a haemoglobin concentration
less than 120 g/L for non-pregnant women and lactating women, and less
than 110 g/L for pregnant women, adjusted for altitude and smoking.

Anaemia in pregnant women

Percentage of pregnant women aged 15−49 years with a haemoglobin
concentration less than 110 g/L, adjusted for altitude and smoking.

Anaemia in non-pregnant women

Percentage of non-pregnant women aged 15−49 years with a haemoglobin
concentration less than 120 g/L, adjusted for altitude and smoking.

Median urinary iodine
concentration in children
6–12 years of age

Median urinary iodine concentration in children 6–12 years of age (adequate
is considered 100-299 μg/l).

Median urinary iodine concentration in pregnant women (adequate is
Median urinary iodine
concentration in pregnant women considered 150-299 μg/l).

Vitamin A deficiency in children
under 5

Percentage of children aged 6-59 months with a serum or plasma retinol <
0.70 μmol/l.

Early initiation of breastfeeding

Percentage of children born in the last 24 months who were put to the breast
within one hour of birth.

Prelacteal feeding

Per cent of breastfed newborns receiving liquids or foods other than
breastmilk in the first three days of life.
Percentage of infants 0–5 months of age who were fed exclusively with
breastmilk during the previous day.

Exclusive breastfeeding
under 6 months of age

* Exclusive breastfeeding is defined as breastfeeding with no other food or
drink, not even water. Breastfeeding by a wet nurse, feeding of expressed
breastmilk, and feeding of donor human milk all count as being fed breast
milk. Prescribed medicines, oral rehydration solution, vitamins and minerals
are not counted as fluids or foods. However, herbal fluids and similar
traditional medicines are counted as fluids, and infants who consume these
are not exclusively breastfed.
Percentage of infants 0–5 months of age who received breastmilk as the
predominant source of nourishment during the previous day.

Predominant breastfeeding

* Predominant breastfeeding is defined as no food, animal milk or formula
but consumption of breastmilk, water, water-based drinks (sweetened or
flavoured water, teas, infusions, etc.), fruit juice, oral rehydration salts; drop
and syrup forms of vitamins, minerals, and medicines.

Continued breastfeeding in
children aged 12–23 months

Percentage of children 12–23 months of age who were fed breastmilk during
the previous day.

Continued breastfeeding at
1 year of age

Percentage of children 12–15 months of age who were fed breastmilk during
the previous day.

Continued breastfeeding at
2 years of age

Percentage of children 20–23 months of age who were fed breastmilk during
the previous day.

Introduction of solid, semi-solid or Percentage of infants 6–8 months of age who consumed solid, semi-solid or
soft foods during the previous day.
soft foods at 6–8 months of age

Minimum dietary diversity at
6–23 months of age

Percentage of children 6–23 months of age who consumed foods and
beverages from at least five out of eight defined food groups during the
previous day.
*The eight food groups are: (i) breastmilk; (ii) grains, roots and tubers; (iii)
legumes and nuts; (iv) dairy products (infant formula, milk, yogurt, cheese);
(v) flesh foods (meat, fish, poultry and liver/organ meats); (vi) eggs; (vii)
vitamin-A rich fruits and vegetables; (viii) other fruits and vegetables.
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Minimum meal frequency at
6–23 months of age

Percentage of children 6–23 months of age who consumed solid, semi-solid
or soft foods (but also including milk feeds for non-breastfed children) the
minimum number of times or more during the previous day.
*Minimum is defined as: two times solid, semi-solid or soft foods for breastfed
infants 6–8 months of age; three times solid, semi-solid or soft foods for
breastfed children 9–23 months of age; and four times solid, semi-solid or
soft foods and/or milk feeds for non-breastfed children 6–23 months of age.
Percentage of children 6–23 months of age who consumed a minimum
acceptable diet during the previous day.

Minimum acceptable diet at
6–23 months of age

Egg and/or flesh food
consumption at 6–23 months
of age

*Breastfed children 6–23 months of age who had at least the minimum
dietary diversity and the minimum meal frequency during the previous day
AND non-breastfed children 6–23 months of age who received at least two
milk feedings and had at least the minimum dietary diversity not including
milk feeds and the minimum meal frequency during the previous day.
Percentage of children 6–23 months of age who consumed egg and/or flesh
food during the previous day.
*This indicator is based on consumption of flesh foods (meat, fish, poultry,
and liver/organ meats) and eggs. Children are counted if either food group
has been consumed.
Percentage of children 6–23 months of age who did not consume any
vegetables or fruits during the previous day.

Zero vegetable or fruit
consumption at 6–23 months
of age

* This indicator is based on consumption of vitamin A-rich fruits and
vegetables and other fruits and vegetables described in the minimum dietary
diversity indicator. Children are counted if there was no consumption of either
food group. Plantains, starchy roots and tubers (such as white potatoes,
yams and cassava) do not count for this indicator.

Insufficient physical activity in
children aged 11–17 years

Percentage of children aged 11–17 years attaining less than 60 minutes of
moderate- to vigorous-intensity activity daily.

Insufficient physical activity in
adults aged 18 years and older

Percentage of adults aged 18 years and older attaining less than 150 minutes
of moderate-intensity physical activity per week, or less than 75 minutes of
vigorous-intensity physical activity per week, or equivalent.

Raised blood pressure in adults
aged 18 years and older

Percentage of adults aged 18 years and older with systolic blood pressure ≥
140 OR diastolic blood pressure ≥ 90).

Salt intake in adults

Estimated intake of salt (sodium chloride) per day in grams in adults aged 18
years and older.

Raised blood glucose/diabetes

Percentage of adults aged 18 years and older with a fasting plasma glucose
concentration ≥ 7.0 mmol/l (126 mg/dl) or on medication for raised blood
glucose.

Antenatal care (at least four visits)

Percentage of women aged 15–49 years with a live birth that received
antenatal care four or more times in a given time period.

Antenatal care
(at least eight visits)

Percentage of women aged 15–49 years with a live birth that received
antenatal care eight or more times in a given time period.

Weight and blood pressure
monitored during antenatal care

Percentage of pregnant women aged 15–49 with a live birth in the previous
two years who had weight and blood pressure monitored during their first
antenatal visit.

C-section

Percentage of births by caesarean section among all live births in a given
time period.
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Iron tablets or syrup for
90+ days during pregnancy

Women with a birth in the past 5 years who took iron tablets or syrup for 90+
days.

Institutional delivery

Percentage of women aged 15–49 years who gave birth in a health facility.

Receipt of iron tablets or syrup
during antenatal care

Women with a birth in the past three years who received iron tablets or syrup
in antenatal care.

Receipt of iron folic acid
or multiple micronutrient
supplements in first trimester
of pregnancy

Percentage of pregnant women who received iron folic acid supplementation
or multiple micronutrient supplementation in the first 12 weeks of pregnancy.

Skilled birth attendant

Percentage of births from mothers aged 15–49 years attended by skilled
health personnel (typically a doctor, nurse or midwife).

Two-dose vitamin A
supplementation coverage in
children aged 6–59 months

Proportion of 6–59-month-olds receiving two high-dose vitamin A supplements
in a calendar year (lower of semester 1 and semester 2 coverage).

Deworming coverage in
children aged 1 to 5 years

Percentage of children 12–59 months of age who received deworming (400
mg albendazole or 500 mg mebendazole) in the previous 6 months.

Management of diarrhoea

Percentage of children under 5 years of age with diarrhoea receiving zinc
treatment.

Households consuming salt
with iodine

Percentage of households consuming salt with any iodine (>0 ppm).

Women aged 20–24 years
who gave birth before age 18

Women aged 20–24 years who gave birth before age 18.

Birth rate for adolescent girls
aged 15–19 years

Number of births per 1,000 adolescent girls aged 15–19 years.

Child marriage before age 15

Child marriage – Percentage of women aged 20–24 years who were first
married or in union before they were 15 years old.

Child marriage before age 18

Percentage of women aged 20–24 years who were first married or in union
before they were 18 years old.

Maternal mortality ratio

Number of deaths of women from pregnancy-related causes per 100,000 live
births during the same time period.

Safely managed drinking water

Drinking water from an improved water source which is located on
premises, available when needed and free from faecal and priority chemical
contamination.

Basic drinking water

Drinking water from an improved source, provided collection time is not more
than 30 minutes for a roundtrip including queuing.

Limited drinking water

Drinking water from an improved source for which collection time exceeds 30
minutes for a roundtrip including queuing.

Unimproved drinking water

Drinking water from an unprotected dug well or unprotected spring.

Surface water (drinking water)

Drinking water directly from a river, dam, lake, pond, stream, canal or
irrigation canal.

Safely managed sanitation

Use of improved facilities which are not shared with other households and
where excreta are safely disposed in situ or transported and treated off-site.

Basic sanitation

Use of improved facilities which are not shared with other households.

Limited sanitation

Use of improved facilities shared between two or more households.

Unimproved sanitation

Use of pit latrines without a slab or platform, hanging latrines or bucket
latrines.

Open defecation

Disposal of human faeces in fields, forests, bushes, open bodies of water,
beaches and other open spaces or with solid waste.
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Basic hygiene facilities

Availability of a handwashing facility on premises with soap and water.

Limited hygiene facilities

Availability of a handwashing facility on premises without soap and water.

No hygiene facility

No handwashing facility on premises.

Undernourishment

Proportion of the population whose habitual food consumption is insufficient
to provide the dietary energy levels that are required to maintain a normal
active and healthy life. It is expressed as a percentage.

Moderate to severe food
insecurity

Prevalence of moderate or severe food insecurity based on Food Insecurity
Experience Scale (FIES).

Severe food insecurity

Prevalence of severe food insecurity based on FIES.

Food inflation rate

Food inflation - base-year is rescaled to 2010, National consumer price index
(CPI) by COICOP, percentage change from previous year (%), Food and nonalcoholic beverages.

General inflation rate

General inflation - base-year is rescaled to 2010, National CPI by COICOP,
percentage change from previous year (%), General - Individual consumption
expenditure of households.

Total dietary energy in the food
supply

Total Dietary Energy Supply in the food supply (kcal/capita/day) for specific
food groups.

National fruit and vegetable
availability

National fruit and vegetable availability in grams/capita. Food supply quantity
(kg/capita/year).

Fewer than five servings of fruits
and vegetables in adults

Percentage of adults aged 18 years and older of persons consuming less
than five total servings (400 grams) of fruit and vegetables per day.

Annual GDP growth rate

Annual percentage growth rate of GDP at market prices based on constant
local currency. Aggregates are based on constant 2010 U.S. dollars. GDP
is the sum of gross value added by all resident producers in the economy
plus any product taxes and minus any subsidies not included in the value of
the products. It is calculated without making deductions for depreciation of
fabricated assets or for depletion and degradation of natural resources.

GDP per capita, PPP

GDP per capita based on purchasing power parity (PPP). PPP GDP is gross
domestic product converted to international dollars using purchasing power
parity rates. An international dollar has the same purchasing power over
GDP as the U.S. dollar has in the United States. GDP at purchaser's prices
is the sum of gross value added by all resident producers in the country
plus any product taxes and minus any subsidies not included in the value of
the products. It is calculated without making deductions for depreciation of
fabricated assets or for depletion and degradation of natural resources.

Gini coefficient

Gini index measures the extent to which the distribution of income (or, in
some cases, consumption expenditure) among individuals or households
within an economy deviates from a perfectly equal distribution. A Lorenz
curve plots the cumulative percentages of total income received against
the cumulative number of recipients, starting with the poorest individual or
household. The Gini index measures the area between the Lorenz curve
and a hypothetical line of absolute equality, expressed as a percentage of
the maximum area under the line. Thus, a Gini index of 0 represents perfect
equality, while an index of 100 implies perfect inequality.
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Poverty rates below $1.90/day

Percentage of the population living on less than $1.90 a day at 2011
international prices. The 'international poverty line' is currently set at $1.90 a
day at 2011 international prices.

Poverty rates below $3.20/day

Percentage of the population living on less than $3.20 a day at 2011
international prices.

Poverty gap ratio

The poverty gap ratio is the mean shortfall of the total population from the
poverty line (counting the non-poor as having zero shortfall), expressed as a
percentage of the poverty line.

Life expectancy at birth

Number of years newborn children would live if subject to the mortality risks
prevailing for the cross-section of population at the time of their birth.

Life expectancy at birth (female)

Number of years newborn female children would live if subject to the mortality
risks prevailing for the cross-section of population at the time of their birth.

Life expectancy at birth (male)

Number of years newborn male children would live if subject to the mortality
risks prevailing for the cross section of population at the time of their birth.

Income share – bottom 20
per cent of households

Percentage of income received by the 20 per cent of households with the
lowest income (2010-2018).

Income share – bottom 40
per cent of households

Percentage of income received by the 40 per cent of households with the
lowest income (2010–2018).

Income share – top 20 per cent
of households

Percentage of income received by the 20 per cent of households with the
highest income (2010–2018).

Neonatal mortality rate

Probability of dying during the first 28 days of life, expressed per 1,000 live
births.

Infant mortality rate

Probability of dying between birth and exactly 1 year of age, expressed per
1,000 live births.

Under-five mortality rate

Probability of dying between birth and exactly 5 years of age, expressed per
1,000 live births.

Population growth rate
(2010–2018)

Average rate of growth of the population. It is calculated as ln(Pt/P0)/t where
t is the length of the period. It is expressed as a percentage.

Population growth rate
(2018–2030)

Average rate of growth of the population. It is calculated as ln(Pt/P0)/t where
t is the length of the period. It is expressed as a percentage.

Proportion of urban population

Urban population as a percentage of the total population.

Unemployment rate

Unemployment, total (% of total labour force) (modelled International Labour
Organization estimate): Unemployment refers to the share of the labour force
that is without work but available for and seeking employment.
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