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1     WHAT IS CHRONIC 
MALNUTRITION?
Chronic childhood malnutrition reflects a com-
plex, chronic and cumulative situation that tends 
to originate during conception and the first 
months of life manifesting itself as stunted child 
growth and development. A child is considered 
to have stunted growth or chronic malnutrition1  
when their height for their age is less than two 
standard deviations (SD) below the median WHO 
child growth pattern (LAZ/HAZ <-2 SD) (1). 

Childhood height is an important indicator of 
appropriate growth, given its relationship to 
morbidity and mortality risk, non-communicable 
diseases in adulthood, and learning capacity and 
adult productivity. It is also closely related to 
child development in several areas, such as cog-
nitive, linguistic and sensorimotor abilities (2). 

Worldwide, one in four children under five are 
stunted, with around 150 million children under 
five not reaching their full developmental poten-
tial in adulthood. The percentage is growing in 
regions such as sub-Saharan Africa, East Africa 
and South Africa, with more than 30% of children 
under five affected by stunting (3,4). 

By country, according to UNICEF estimates (5), 
the data are alarming, with some being conside-
red a nutritional emergency. At least 10 countries 
in the world have a prevalence of chronic mal-
nutrition greater than 40% in children under five 
years of age, seven of which are countries on the 
African continent: Burundi (58%), Eritrea (49%), 
Niger (47%), Libya (44%), DRC (40%), Madagas-
car (40%), CAR (40%). They are closely followed 
on the same continent by Angola and Mozam-
bique, both with a 38% prevalence. In Asia, East 
Timor and Papua New Guinea are at the top of 
the list with 49% and 48% respectively. 

1.	 Although child growth stunting, defined as a 
short height for age (Length or Height for Age Z-score 
under 2 SD, UNDER 2 Z-score), is an indicator of chronic 
malnutrition, in this document we will use the terms 
“chronic malnutrition” and “stunting” interchangeably.

In central Asia, Pakistan (37%) and Afghanistan 
(35%) trail closely behind. Guatemala stands out 
throughout the Latin American region with 43% 
prevalence in children under five years of age.

In addition, around the world, at least 16 million 
children under the age of five suffer from acute 
and chronic malnutrition at the same time, and 
nearly a third of women of reproductive age and 
40% of pregnant women suffer from anaemia 
(3,6). According to the available data, the con-
currence of chronic malnutrition, anaemia and 
overweight is a reality for about thirty countries 
spread across the African continent, Southeast 
Asia, the Middle East and Central Europe (6). 
These figures mean we are far removed from the 
targets for reducing maternal and child malnutri-
tion that were committed to at the World Health 
Assembly nearly a decade ago (7,8).

Of all forms of malnutrition, chronic malnutrition 
is the most prevalent form globally. Because of 
its prevalence and serious consequences, it is 
one of the most important public health pro-
blems worldwide and the main one for many 
countries, threatening the survival of children 
and the ability of entire societies to thrive.

However, the fact that it has not traditionally 
been framed as an emergency problem has cau-
sed donors, humanitarian organizations and the 
entire international community to look only at 
other more visible forms of malnutrition. The  
level of care for chronic malnutrition in emer-
gency settings is still low, despite the enormous 
burden it has on persistent humanitarian crises.  
It is therefore urgent that the reduction of chro-
nic malnutrition must be taken into account as 
a legitimate humanitarian objective in itself, just 
like the prevention and treatment of acute mal-
nutrition, as a development goal (9).
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2    WHY MUST WE ACT?

2.1.	 THE CONSEQUENCES  
OF CHRONIC MALNUTRITION

The consequences of this health problem can 
be seen in terms of individuals and at society, 
country and regional level. Chronic malnutrition 
is considered one of the main constraints 
on development, both for individuals and 
communities, and leads to a loss of opportunities 
to improve quality of life in general. We address 
these impacts in more detail reflecting the 
need to act decisively and effectively as an 
organization. 

	> DEVELOPMENTAL HINDRANCES  
SURROUNDING THE 1000 DAYS

At individual level, chronic malnutrition prevents 
children who are affected from reaching their 
full developmental potential in early childhood, 
adolescence and adulthood (11). Behind its most 
visible manifestation, short stature for age, lies a 
profound stunting in the motor and neurocogniti-
ve development in children who suffer from it (12).

The 1000-day period is critical in brain develo-
pment. The first two years of life are decisive in 
establishing brain structure and function. Thus, 
chronic malnutrition in early childhood is associa-
ted with impaired motor, cognitive and language 
functions of the infant and the child (11,13,14). 
Subsequently, this will result in a decrease in 
learning and relationship capacity, worse school 
performance and, in adult life, lower labour 
productivity and, ultimately, a higher risk of 
poverty (11,15). Neurocognitive impairment will 
also influence the receptivity of these children 
to stimuli, as they may display a certain apathy, 
less exploratory behaviour and late acquisition 
of motor skills, such as crawling or walking. This 
leads to a decrease in interaction with their envi-
ronment and with their caregivers, which means 
a loss of opportunity for stimulation, learning, 
generating affective bonds (16) and, ultimately, 
recovery. 

ENABLING ALL 
CHILDREN TO REACH 
THEIR FULL POTENTIAL 
FOR INDIVIDUAL 
DEVELOPMENT IS A 
HUMAN RIGHT AND AN 
ESSENTIAL PREREQUISITE 
FOR SUSTAINABLE 
DEVELOPMENT (10), 
AND AS SUCH SHOULD 
BE PRIORITIZED ON THE 
AGENDA TO COMBAT 
INFANT MORTALITY  
AND PROTECT CHILDREN.

© Fabien Touzard · Action against Hunger
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	> THE SEQUESTERING  
OF A HEALTHY FUTURE 

Stunting is associated in the short term with 
increased infant mortality and morbidity. Children 
under the age of five who are severely stunted2  
have up to four times the risk of dying in their first 
years of life than those who grow up properly (13). 
Largely because their immune system is weakened 
and they are more unprotected from infectious di-
seases, such as pneumonia and diarrhoea (13,17) 
and other subclinical manifestations such as En-
vironmental Enteric Dysfunction (EED) (16). The 
interaction between poor nutrition and frequent 
infections leads to a vicious circle of worsening 
nutritional status and increased susceptibility to 
infections (11). They also have an increased risk 
of suffering at the same time, acute malnutrition, 
anaemia and other micronutrient deficiencies (18). 
The risk of mortality increases when chronic and 
acute malnutrition coexist in the same individual 
(19). In the long term, these delays are also asso-
ciated with a shorter adult height and an increased 
risk of obesity and chronic diseases, such as car-
diovascular disease or diabetes, possibly mediated 
in part by metabolic and body composition chan-
ges experienced in childhood (16). 

	> ECONOMIC AND SOCIAL  
CONSEQUENCES

Loss of motor and cognitive potential and increa-
sed morbidity perpetuate the intergenerational 
cycle of poverty, reduce individual opportunities 
and household resilience, and undermine the eco-
nomies of families and communities, and it is one 
of the great pitfalls for the development of coun-
tries. Chronic diseases pose an economic burden 
to households, associated with the direct and indi-
rect costs of access to health services and loss of 
productivity and employment. It is estimated that 
adults who have suffered from chronic childhood 
malnutrition earn 20% less than those who have 
fully developed and it is estimated that losses in 
GDP per capita could be up to 13%3 (20–22). 

2.	 Severe stunting is defined by a height for age be-
low three standard deviations from the WHO median child 
growth pattern (height/age <-3 Z-score) (1).

3.	 A World Bank study estimated that, at the time 
of analysis, 57% of workers in Ethiopia had suffered from 
chronic childhood malnutrition and this led to a 13% 
reduction in GDP per capita, affecting the whole country 
(20).

For the global economy, child malnutrition in all 
its forms translates into a cost of 3.5 trillion USD, 
derived from the costs and financial burdens bor-
ne by families and the loss of productive human 
capital (22). For the private sector in low- and 
middle-income countries, chronic child malnutri-
tion translates into an estimated loss of at least 
135 billion USD in sales annually (23). A price paid 
by entire societies due to the lack of capabilities 
and prioritization by governments and the inter-
national community, which, in turn, contributes 
to generating more poverty and inequality around 
the world.

	> A QUESTION OF GENDER

Chronic malnutrition is closely linked to gender 
inequities. Gender-related determinants of health 
are one of the main social determinants of health 
and nutrition inequities. Girls and women are of-
ten subjected to discrimination, violence and weak 
decision-making and autonomy in their families 
and homes. This is often translated into exposed 
to risk factors that make them more vulnerable to 
malnutrition. As for its consequences, a girl who 
suffers a delay in her growth will not only see her 
nutritional and health status affected, but also 
situations of inequality and poverty will worsen 
that will only widen the gender gap and under-
mine her autonomy, for example, when deciding 
on her health, including her reproductive health, 
or entering the labour market. Reproductive and 
mental health of women are closely linked (24). In 
low- and middle-income countries, the prevalence 
of mental health problems during pregnancy and 
in the first year after childbirth is significantly high 
and is associated with delays in childhood growth 
and psychosocial development, low birth weight, 
inadequate or non-existent breastfeeding prac-
tices, malnutrition, diarrhoea and reduced com-
pliance with childhood vaccination guidelines (25).

Dropping out of school early, a lack of family 
planning, early and adolescent pregnancies, and 
short birth intervals (birth-spacing less than 24 
months), are associated with an increased risk of 
malnutrition and health problems for the mother 
and future generations, within the vicious cycle 
of malnutrition throughout the life cycle (figure 1) 
(16,26). 
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	> THE DOUBLE BURDEN  
OF MALNUTRITION:  
CHALLENGE AND OPPORTUNITY

The coexistence of several forms of malnutrition, 
acute and chronic malnutrition, obesity and/or 
micronutrient deficiencies, is widely recognized by 
the scientific community and would justify sto-
pping working in silos (28). This situation, called 
double or triple burden of malnutrition,  
is observed at the individual level and can occur at 
the same time (for example, when acute and chro-
nic undernutrition develop simultaneously) or in 
different time frames (for example, an obese adult 
who suffered chronic malnutrition as a child). 
Secondly, it manifests itself at the household level, 
when different people in the family have different 
types of malnutrition. Finally, also at the popula-
tion level many low- and middle-income countries 
are experiencing this coexistence of the double 
burden, with an increase in the prevalence of 
overweight with a slow and insufficient reduction 
in undernutrition (29). This makes the situation 
more critical and complicates the solution. 

FIGURE 1. Impact of chronic malnutrition throughout the life cycle.  
Adapted from ACC/SCN and IFPRI (2000) (27).

The main determinants of this coexistence are 
found, among others, in the so-called nutritional, 
epidemiological and demographic transitions, 
which refer to changes in dietary patterns in the 
population as a result, among other factors, of 
globalization and migration to urban environ-
ments, the transition to a greater burden of  
chronic versus communicable diseases and the  
trend to increasingly aging populations,  
respectively (29,30). 

The double or triple burden of malnutrition is a 
global challenge, but at the same time it provides 
the opportunity to work comprehensively in the 
prevention of all forms of malnutrition and to ad-
dress the underlying and structural causes (29).
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CHRONIC MALNUTRITION IS A NEGLECTED PROBLEM  
THAT IMPACTS THE INDIVIDUAL, THE COMMUNITY 
AND THE ENTIRE SYSTEM AND ADDRESSING  
IT IS KEY TO SOLVING THE PROBLEM OF HUNGER.

Impact on the individual

•	 In certain contexts it is one of the major contributors to infant and adult 
morbidity and mortality. 

•	 It impacts the future of current and future generations, it slams the brakes 
on personal development.

•	 It is a stigmatizing problem.

Impact on the community

•	 It deepens social inequalities.

•	 It increases the gender gap.

•	 It diminishes the resilience capacities of the population to cope with the 
problem of hunger. 

Impact on the system 

•	 It makes the situation more critical and demands more complex solutions.

•	 It weakens health and social protection systems that try to address the 
consequences it generates both in the short and long term.

Focusing on women, early childhood and adolescence is fulfilling the obligation 
to guarantee the right of every child to survive and thrive and is one of the best 
investments a country can make to boost economic growth and prosperity, 
promote peaceful and sustainable societies and eliminate poverty and 
inequality. 
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 2.2. CAUSAL PATHWAYS OF 
CHRONIC MALNUTRITION

Childhood malnutrition in all its forms is 
associated with a complex network of factors. 
Based on the latest available evidence, it is 
increasingly difficult to separate the causal 
mechanisms that lead to different forms of 
malnutrition in childhood. Therefore, working 
from a preventive and multisectoral perspective 
has the potential to have a positive impact on the 
prevention of other forms of malnutrition (31), 
beyond chronic, and on health in general. 

	> AN ADAPTED CAUSAL FRAMEWORK

Almost a decade ago, the World Health Orga-
nization proposed an adapted framework for 
chronic malnutrition (32) based on the UNICEF 
causal framework (33) (Figure 2) that reflects 
the complexity of the causes and divides them 
into four major blocks: (1) household and family 
factors (related to maternal health and family 
environment), (2) inadequate breastfeeding prac-
tices, (3) inadequate complementary feeding, and 
(4) clinical and subclinical infectious processes. 

In addition, it recognizes the underlying deter-
minants of access to health services, water and 
sanitation, food security, access to quality educa-
tion and social, economic and political contexts. 

Although it is not the object of this document to 
delve into the analysis of the causal framework, 
we below outline some of the causal pathways 
and their associated factors.

© Laurent Theteen · Action against Hunger
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Where does the problem start?  
Possible windows of opportunity. 

Stunting can begin in the womb and throughout 
the first two years of the baby’s life (11,34). 
Recent evidence shows that a large part of linear 
growth faltering is observed during pregnancy, 
at birth, and during the first three months of 
life (35,36). This gives an idea of the influen-
ce of prenatal factors on foetal development 
from conception to birth. Women’s physical and 
mental health, nutritional status, and degree of 
autonomy go hand in hand and frame some of 
these prenatal factors associated with stunting 
and delayed development. This is the case of 
maternal age, pregnancy spacing, HIV status, 
mother’s educational level, (37) and women’s 

mental health in the perinatal stage, (38) among 
others. Babies born to adolescent mothers are at 
increased risk for stunting (39,40). Additionally, a 
less than two-year interval between pregnancies 
in women increases the risk of having low-weight 
or premature babies and is associated with a hi-
gher prevalence of stunting in childhood (34,41). 
Less spacing between pregnancies is in turn 
associated with a lack of access to family plan-
ning services and early abandonment of breastfe-
eding. In addition, these women will be at higher 
risk of complications during pregnancy such as 
anaemia, high blood pressure or bleeding, and 
worsen their health status (41). Additionally, ma-
ternal depression is a risk factor for chronic child 
malnutrition (39,40,42) because it will determine 
the provision of care and stimulation of the baby.

© Sebastien Dujindam · Action against Hunger
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Role of associated infectious diseases and 
limited access to the health system.

Recurrent infections, especially respiratory in-
fections, such as malaria or pneumonia, and dia-
rrhoea, common in low-income settings, are con-
tributing factors to stunting. Malaria, which has 
an important presence in Action Against Hunger 
working contexts, can have repercussions during 
pregnancy and is associated with stunted growth. 
Some studies suggest that malaria has negative 
effects on nutritional status in early childhood 
and vice versa, although the evidence is inconclu-
sive in this regard (43). A recent study found that 
the probability of stunting among children under 
two years of age was 10% lower when their 
mothers had received antimalarial prophylaxis 
during pregnancy and that the H/A indicator 
improved when they had also received iron and 
folic acid supplements (44).

The WASH component in the source 
and progress of the problem.

Stunting is directly associated with the number  
of episodes of diarrhoea in children under two 
years of age (45) and environmental enteric  

dysfunction (EED). It is estimated that 13.5% 
of the global prevalence of chronic malnutri-
tion can be attributed to diarrhoea (46). For its 
part, EED is a silent condition in which chronic 
inflammation occurs at the intestinal level. This 
inflammatory process leads to a loss of intestinal 
microvilli and an increase in intestinal permea-
bility, which directly results in a decrease in the 
absorption of nutrients, and at the same time 
compromises the immune system and increa-
ses energy expenditure. Environmental Enteric 
Dysfunction is directly associated with iron-de-
ficiency anaemia and chronic malnutrition (47). 
In general, enteric infections and undernutrition 
increase the risk bidirectionally in a vicious circle 
(48).

The level of access to safe water and sanitation 
in the home and community, among other con-
text factors, will largely determine the frequency 
of diarrhoea and other clinical and subclinical 
infections in the mother, baby and the whole 
family, as well as the possibility of having proper 
hygiene practices. In this sense, the effectiveness 
of interventions that aim to interrupt faecal-oral 
transmission in reducing chronic malnutrition is 
evident (49). 

© Sylvain Cherkaoui · Action against Hunger
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Breastfeeding and complementary feeding:  
at the centre of immediate factors

After birth, starting and continuing breastfeeding 
is decisive for the nutritional status, develop-
ment and survival of the baby. Breastfeeding is 
a protective factor for the mother (50) and her 
baby, especially relevant in low- and middle-inco-
me countries where the lack of access to quality 
and abundant water and safe food can expose 
the baby to an increased risk of diarrhoea and 
infectious diseases that endanger their nutritio-
nal status and health (51). Evidence suggests a 
strong association between stunting and inade-
quate breastfeeding practices such as delayed 
initiation, non-exclusivity in the first six months,  
or premature discontinuation (46,52,53).

Stunting manifestations in terms of linear growth 
faltering mostly appear between the six mon-
ths and two years of age, when complementary 
foods (CF) are introduced (32,54,55). During this 
period, the baby ceases to depend entirely on 
breast milk for feeding and mobility increases,  
in the same way, its direct exposure to other 
environmental and dietary factors increases (32). 

There are many factors related to the suitability 
of CF in this period: from the nutritional quality 
and diversity of the diet to the frequency and 
quantity or what kind of foods are offered to the 
baby, through other aspects, as fundamental as 
hygiene during the preparation and storage of 
food at home or the lack of access to drinking 
water.

	> ORIGIN, CHRONICITY AND EXPOSURE 
THROUGHOUT THE 1000 DAYS

We are faced with a multicausal and multifacto-
rial framework common to other manifestations 
of undernutrition. However, if we look at the 
consequences, the weight of each of these causal 
factors on the physical and neurocognitive deve-
lopment of the baby could be strongly dependent 
on the time at which these exposures occur.  
In this way, it is expected that exposure to these 
factors over the 1000 days, the most vulnerable 
period that includes pregnancy and the first two 
years of life, plays a greater role in brain develop-
ment and growth (in terms of height) than if  
it occurs later in childhood (54). 

© Fabien Touzard · Action against Hunger
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In addition, continued exposure to any of these 
factors differentially contributes to the establi-
shment of chronic malnutrition in the individual. 
This is the case of exposure to poor health condi-
tions in the environment and to the environmen-
tal enteric dysfunction (EED).

	> RECOVERY IS POSSIBLE

Intrauterine stunting results in babies who, at 
birth, already have deficits in their development. 
However, evidence suggests that there may 
be a positive evolution in the growth patterns 
of these babies if the environmental exposure, 
feeding and care they receive are adequate and 
effectively adapted (37). This justifies working 
on chronic malnutrition from a preventive and 
recuperative perspective also during the post-
natal period and in early childhood under the 
assumption that, if the main causal pathways are 
interrupted, these babies have the possibility of 
regaining their developmental potential and even 
reestablishing certain neuromotor functions, 
beyond the recovery of growth curves in terms of 
height. It is also important to rescue the concept 
of nurturing care (10,56–58). In fact, just impro-
ving the stimulation and care of children with 
chronic malnutrition4 can have a great impact on 
their psychosocial recovery, compared to other 
more complex interventions (59). 

	> THE SECOND WINDOW  
OF OPPORTUNITY IN ADOLESCENCE 

Adolescence is another of the periods with an 
acceleration in growth and development in the 
individual and is considered the “second window 
of opportunity” to positively influence nutritional 
status, after the 1000 days window (60,61). 

4.	 For example, through weekly play sessions with 
the mother or caregiver provided in the IYCF/ANJE inter-
vention modality (promotion of feeding and care practices 
for infants and early childhood).

A state of malnutrition in adolescence can slow 
down growth or aggravate the existing stunting 
(62), with implications, not only for the indivi-
dual’s own development but also for that of their 
future offspring, perpetuating the intergeneratio-
nal cycle of malnutrition. Babies born to teenage 
mothers are more likely to be premature, have 
low birth weight, and suffer stunting. 

Adolescence is also a period of special vulnera-
bility for girls. An estimated 21 million girls aged 
15 to 19, and two million girls under 15, become 
pregnant each year, especially in low- and midd-
le-income countries (63). The nutritional needs 
of a pregnant teenager are higher than those of 
an adult pregnant woman, and competition be-
tween the nutritional requirements of the foetus 
and the adolescent can lead to a restriction of 
foetal growth and a delay in the woman’s growth. 
Adolescent mothers are often at a disadvantage 
in terms of access to sexual and reproductive 
health services, family planning and prenatal 
care, and are at increased risk of maternal and 
neonatal anaemia, mortality and morbidity (61). 
In addition, teenage pregnancy also carries eco-
nomic and social consequences, such as the need 
to drop out of school, which results in fewer skills 
for care and self-care and fewer employment 
opportunities (64).

On the contrary, ensuring good nutritional and 
health status in adolescence can help break the 
cycle of malnutrition and lay the foundations 
for optimal growth and development for future 
generations (62,65). Adolescence is also a period 
of opportunity for growth recovery and for ce-
rebral, emotional and behavioural development 
(66). Including adolescents in programmes and 
interventions as beneficiaries, but also as active 
participants, encouraging their participation and 
empowerment, is also an opportunity to advance 
the fight against gender inequities and advance 
the rights of children and adolescents.
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3

During the 1000-day period, during 
pregnancy and up to the first two years of a 
baby’s life, nutrition, care and environment 
will be decisive for their cerebral 
development, learning ability, future social 
and emotional well-being and overall 
health. Likewise, attention will need to be 
paid to the state of health, the psychosocial 
well-being of women and their access to 
basic resources, as well as that of the whole 
family unit, including adolescents.

We are certain that there are solutions 
and opportunities for action and that the 
time is now. We must pursue the greatest 
impact of our interventions to prevent 
chronic malnutrition from a multisectoral 
perspective to cut through the main causal 
pathways during the most critical periods 
of development and with a cross-sectional 
gender perspective that allows eliminating 
the gender-related factors that contribute 
to this health problem.

    HOW SHOULD WE ACT?

Our intervention framework rests upon three 
fundamental perspectives; prevention, gender/
protection and the integration of measures and 
actions aligned with respect for the environment. 

3.1. THE PREVENTIVE  
PERSPECTIVE GUIDES  
OUR ACTIONS

We want to end chronic malnutrition from a pre-
ventive perspective towards the individual and 
their ecosystem. We understand prevention in 
its broadest definition (WHO, 1978) as the set of 
“measures designed not only to prevent the on-
set of the disease, such as the reduction of risk 

factors, but also to stop its progress and mitigate 
its consequences once established” (67). 

This results in actions aimed at three levels of 
prevention: Primary, aimed at reducing preva-
lence and exposure to the main risk factors with 
the aim of preventing the occurrence of new 
cases; secondary, to slow the progress of chronic 
malnutrition once established from a detection 
perspective and acting on the possibility of early 
recovery toward adequate development;  
and tertiary, aimed at alleviating the consequen-
ces of chronic malnutrition and providing an 
umbrella of protection at the individual, family 
and community levels.

© Action against Hunger
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3.2. THE GENDER AND 
PROTECTION PERSPECTIVES  
ARE MAINSTREAMED AND  
MADE VISIBLE IN OUR ACTIONS

For Action against Hunger a key strategy is 
incorporating a transformative gender perspec-
tive, making actions drive changes needed to 
overcome the current situation regarding mal-
nutrition. It is not merely a purpose, but rather a 
reality to implement context-specific actions that 
empower women, remove barriers that relegate 
them to marginalized positions and enabling their 
capacity to lead the solutions required.

The link between mother and child in the cycle of 
malnutrition in all forms is well understood, as is 
the need for a framework that defends women’s 
rights and facilitates spaces for equality. Ensuring 
equal decision-making power among all house-
hold members is essential. Power imbalances and 
gender inequalities must be addressed by huma-
nitarian programmes aiming to reduce chronic 
malnutrition. 

Similarly, prioritizing mental health of pregnant 
women and mothers is of utmost importance. 
Maternal mental health is closely related to 
physical and psychological child development. In 
low- and middle-income countries, it is estimated 
that one in five mothers suffers from a mental 
health problem (24) and that they are often ne-
glected. Caring for maternal mental health should 
be a priority in preventive programmes which en-
compass maternal and infant nutrition and health 
(25). It should be regarded as both a means to an 
end and a key objective itself. 

Violence is an additional contributing factor in 
the complex equation of chronic malnutrition, 
especially in countries with long-standing con-
flict which tend to suffer the highest rates of 
stunted children under the age of 5. Therefore, in 
conjunction with the defence and promotion of 
other rights, actions taken to address this issue 
must have focused objectives aimed at ensu-
ring safeguarding of children’s right to grow and 
thrive while protect and support the right of their 
caregivers to provide care.

Reduce the prevalence  
of, and exposure to,  
risk factors,   
especially in the 1000 days 
and adolescence windows of 
opportunity.

Address causes,  
achieve reduction of 
exposure to risk factors.

Early detection  
and intervention.

Reduce or delay the onset of 
complications or death, prevent 
relapses and work on recovery.
Protect vulnerable households  
and future generations.

Attenuate the consequences 
of chronic malnutrition 
at the individual, household and 
population levels.

PREVENTION

Stop the progress 
of chronic malnutrition, detect 
cases and act on the possibility 
of physical and neurocognitive 
recovery/ catch-up throughout 
early childhood.
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3.3.	 THE ENVIRONMENTAL  
PROTECTION APPROACH  
IS INTEGRATED INTO  
OUR ACTIONS

Environmental deterioration is closely interlinked 
to chronic malnutrition. The progressive under-
mining of livelihoods and the decline in resilience 
of populations as a result of climate change are 
evident and the most serious consequences of 
this deterioration remain to be seen. Moreover, 
some community’s responses to this situation, 
such as climate induced migrations to urban 

areas, translate in reduced access to food, basic 
needs and essential services, due to for example 
the increase in healthcare demands and constrai-
ned resources in overcrowded areas.

Preserving an adequate ecosystem that facili-
tates a salubrious and healthy environment is 
critical to addressing malnutrition. A framework 
for action with a sustainable impact on the pro-
blem of chronic malnutrition must promote and 
contribute to long term environmental conserva-
tion and pursue a reduction or cancellation of the 
environmental footprint that we incur with our 
interventions.

© Sebastien Dujindam · Action against Hunger
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4    INTERVENTION  
STRATEGY 

The proposed strategic framework to increase our impact on chronic malnutrition comprises 
three areas of action aligned with the priorities of our International Strategic Plan ISP3 2021-
2025 (68): 

Area
RESEARCH

Area
ADVOCACY

We Create and Share 
Knowledge

Best practice in the fight 
against hunger is developed 
collaboratively by a diversity 
of actors and shared for the 

empowerment of all.

 
We Connect and Mobilize

Citizens, communities, civil 
society and actors at all levels 

are mobilized as part of  
a collective movement  

to end hunger.

We Collectively Build 
Resilience

People and communities are 
better able to withstand future 

shocks. Mitigation of the 
climate crisis and of gender 

inequality is embedded in the 
fight against hunger.

We Save Lives

Lives are saved and immediate 
needs are met in an effective 

and inclusive manner in 
emergency contexts.

Area
INTERVENTION

Woman
Newborn and early childhood
Environment
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In short, this framework aims to end hunger and change the way we understand it  
and guarantee the right of every child to survive and thrive.

THE INTERVENTION AREA:  
We save lives and build resilience capabilities

We need to strengthen our capabilities, 
new solutions and operational 
improvements. We want to achieve 
high-impact interventions in chronic 
malnutrition that save lives and offer a full 
development opportunity for all people 
and societies, improving existing ones and 
proposing new approaches.

We must ensure that our responses 
empower communities, especially women, 
and, with them, contribute to breaking the 
cycle of hunger, addressing the underlying 
causes of chronic malnutrition and 
mitigating its consequences. 

We want to help women and their 
communities strengthen their resilience by 
integrating prevention and long-term goals 
into our interventions.

We need to impregnate chronic 
malnutrition, as in all our approaches, with 
a cross-sectional gender and environmental 
approaches and a special focus on women 
and early childhood.

We need to identify evidence gaps around 
chronic malnutrition and ensure our re-
search contributes to finding new approa-
ches to that lead to the design of innovati-
ve and effective long-term solutions, with 
our field staff.

THE RESEARCH AREA:  
We create and share knowledge

We want to make progress in generating 
new evidence around understanding and 
addressing chronic malnutrition and share 
our knowledge and experience.

We must be catalysts for evidence-based 
policy change, so that women and children 
can enjoy safe spaces for their well-being 
and development, access basic services and 
social protection mechanisms and for there 
to be a real commitment to reducing risk 
factors and addressing the consequences 
of chronic malnutrition.

THE ADVOCACY AREA:  
We connect and mobilise people

We want to be a legitimate and power-
ful voice within our network and with all 
stakeholders at the international level, 
participate in the discussion spaces and 
influence the need for greater and better 
financing for chronic malnutrition.

We need to work from a rights-based 
approach and amplify the voice of women, 
children and communities.
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4.1.	 INTERVENTION AREA  
TO PROTECT, SAVE LIVES  
AND BUILD RESILIENCE

People and communities are at the heart of 
everything we do, so our programmatic fra-
mework translates into a proposal for multi-sec-
toral (nutrition, health, WASH…) and multi-level 
interventions that pivot around three comple-
mentary and interdependent objectives that 
involve improving the health and nutrition of 
women, newborns and young children and ensu-
ring a safe, healthy and supportive environment, 
with a transformative and transversal gender 
approach. 

Below, the three lines of action in which we pro-
pose to work, and the expected results for each 
of these objectives that contribute to the pre-
ventive approach to chronic malnutrition around 
the intergenerational cycle of hunger and specifi-
cally to the 1000-day window of opportunity are 
explained.

WOMAN
Improve the health and 

nutritional status of women 
and mothers and promote 

equal rights.

NEWBORN AND 
EARLY CHILDHOOD

Improve child health, nutrition 
and development.

ENVIRONMENT
Ensure a safe, healthy and 
supportive environment.

© Guillaume Gaffiot · Action against Hunger
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WOMAN
Improve the health and nutritional status  
of women and mothers and promote  
equal rights.

We propose a new gender-transformative pers-
pective (69,70), acknowledging women beyond 
their maternal role. We challenge interventions 
that limit the role of women to caregivers, with a 
functional approach, and that can often have ne-
gative side effects on mothers, such as over-bur-
dening care or generating distorted expectations 
regarding their family and social role, without for-
getting the power relations that, due to gender, 
establish dynamics of exclusion and inequality 
in households and communities. We will always 
start from a gender-sensitive context analysis 
that favours the understanding of gender norms 
and other gender-related factors that influence 
women’s health and nutrition.

Gender equality is a precondition in addressing 
chronic malnutrition and any type of malnutri-
tion. Women’s health, nutrition and full personal 
development must be an end in itself, not just 
a means to improve child health. We can see a 
woman whose health decisions, specifically in 
terms of sexual and reproductive health, and her 
access to resources will also depend on gender 
and power relationships established in her family 
and community context (71). 

In parallel, we continue to look to the mother/
baby dyad to break the cycle of poverty and mal-
nutrition (72). Pregnancy is a period when indivi-
dual nutritional requirements increase. 

The nutritional and health status of the woman 
before and during pregnancy marks the starting 
point of future generations and prenatal and 
perinatal care must be guaranteed (73,74).

In addition, we recognize that, once the baby is 
born, women’s needs are neglected too often 
even though it is a time when more support 
and attention to physical and mental health 
are needed (74). The mother is often the main 
provider of food and care for the newborn in the 
first months of life, in the most critical periods of 
development. In the post-natal period, the phy-
sical and mental health of the mother affect her 
ability to breastfeed her newborn and to provide 
adequate protection and care5, and to generate a 
healthy affective bond, stimulate optimal de-
velopment along with other attachment figures 
and have sufficient autonomy to develop in their 
environment and seek the best care for herself 
and her child when necessary inside and outside 
the home (40,42).

5.	 Maternal and infant care is defined as the provi-
sion of time, care and support to meet the physical, men-
tal and social needs of the pregnant woman, the growing 
child and their mother. In this sense, care practices that 
contribute to achieving an adequate nutritional status are 
defined as household habits that transform food and avai-
lable resources into health, survival, growth and optimal 
development of the child(75–77).

© Christophe Da Silva · Action against Hunger
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LINES OF ACTION 

1. Reduce risk factors to ensure a good starting 
point and provide resources for women to make 
decisions regarding their sexual and reproducti-
ve health, self-care and feeding, stimulation and 
care of the baby.

•	 Access to basic health and nutrition 
services, including sexual and reproductive 
health services, family planning and 
prenatal and postnatal care.

•	 Nutritional supplementation during 
pregnancy: Iron and folic acid, 
micronutrients and other nutritional 
supplements6.

•	 Promotion of breastfeeding: 
Accompaniment in the beginning for 
determined and committed breastfeeding.

•	 Psychosocial support before and during 
pregnancy and after childbirth for mothers 
and main caregivers.

•	 Awareness raising and health education 
to provide the mother/father/caregivers 
with resources for the provision of child 
care and maternal self-care (physical 
and psychological) from a gender-
transformative perspective.

•	 Prioritize the group of adolescents in the 
reduction of risk factors and promotion 
actions. 

•	 Promote the employability of women and 
their economic autonomy.

•	 Identify and address situations of gender 
violence established in the family. 

6.	 Nutritional supplementation beyond the WHO 
recommendations (iron and folic acid) (73,78–80) must be 
duly justified and based on the needs of the context.

2. Stop the progression of chronic malnutrition 
established in pregnancy or later in the infant’s 
first months.

•	 Access to post-natal care and promotion of 
maternal health care.

•	 Support for the continuation of breastfeeding 
and monitoring of the decision-making 
processes of the mother on the feeding of 
her child. Support for mothers in emergency 
settings and other situations where the 
continuation of breastfeeding is not possible 
or desired.

•	 Psychosocial support for mothers, families and 
other caregivers, especially premature babies 
and multiple births, babies with low weight or 
with an illness and / or disability.

•	 Support the empowerment and autonomy of 
women in their homes and communities. Raise 
awareness and education for families, mothers 
and fathers, and the different caregivers in 
the home to transform gender and power 
relations. 

3. Mitigate consequences of chronic malnutri-
tion for women at home.

•	 Access to social protection systems for 
mothers and families with infants and children 
with chronic malnutrition at home.

•	 Promote psychosocial support for all people in 
the family that needs it. 

CRITICAL PERIODS 
 

Adolescence   Adulthood   Pregnancy   Post-natal  
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EXPECTED RESULTS ON IMPROVING WOMEN’S HEALTH,  
NUTRITIONAL STATUS AND RIGHTS

•	 Increased access to basic health and family 
planning services: Later age of first pregnancy, 
spacing of pregnancies, prevention and 
treatment of anaemia before and during 
pregnancy.

•	 Improved care and nutritional practices at 
home, from and for women, co-responsibility 
with men and among family members.

•	 A positive postnatal experience7 in terms 
of the physical and mental health of the 
mother and where the needs of the woman 
are acknowledged and their decisions and 
sociocultural conditions are respected.

7.	 The WHO considers a positive postnatal expe-
rience to be one where women, infants, their partners, 
caregivers and families receive information, peace of mind 
and support consistently from motivated health workers; 
where there is a flexible and resourceful health system 
that recognizes the needs of women and babies, and res-
pects their cultural context.

•	 Improving breastfeeding and the well-being 
of the mother in the process. Early start 
and maintenance of exclusive breastfeeding 
until six months and continued later. The 
socio-cultural barriers and facilitators to 
breastfeeding are known and analysed, 
and the decision-making processes of the 
mother are followed at all times regarding 
breastfeeding.

•	 Access to social protection systems for 
women and families.

•	 Improvement of the psychosocial status of 
women participating in the programmes. 
Improvement of psycho-affective relationships 
at home.

© Sadeque Rahman Saed · Action against Hunger
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NEWBORN  
AND EARLY CHILDHOOD
Improve child health, nutrition  
and development.

We want to promote the best physical, emotio-
nal, social and cognitive development so that 
children reach their maximum potential, acting 
especially from birth and during their first two 
years of life8.

We focus on the early start and maintenance 
of breastfeeding, exclusively up to six months, 
with breast milk or substitutes according to the 
context, and on the transition to complementary 
foods from six months. Adequate complemen-
tary foods involve ensuring access to quality food 
in sufficient quantity and adapted to the develo-
pment of the baby and the cultural preferences 
of the household. In addition, it is important to 
ensure that they are properly prepared and admi-
nistered under safe hygiene conditions. 

We believe that it is essential that the baby, from 
birth, receives adequate postnatal care both at 
home and from the healthcare structures. 

8.	 Depending on the context, it can be extended to 
children under five years of age and/or other age groups 
can be considered.

We want to work to prevent anaemia and other 
nutritional deficiencies and support improved 
access to health services and vaccination cam-
paigns and other preventive programmes, such as 
micronutrient supplementation. 

We recognize the need for early psycho-stimu-
lation as part of that care, the advantages of the 
mother-baby bond and encourage attachment 
for nurturing care (57). Support for nurturing care 
and early learning should be included as part of 
optimal nutrition interventions for newborns, 
infants and young children (74).

We look at the baby throughout its trajectory in 
terms of growth curves and do not just in static 
measurements. We promote a continuous and 
comprehensive monitoring of the growth of the 
child. A baby born with a small size may improve 
or worsen their trajectory based on their health, 
environmental factors, and the care they receive.

© Eric Dessons · Action against Hunger
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LINES OF ACTION 

1. Reduce risk factors to promote best practi-
ces for care, feeding and stimulation in infancy 
and early childhood.

•	 Access to basic health and nutritional services 
during infancy and early childhood. Close 
monitoring during the first 28 days of life and 
childhood development goals (reaction to 
stimuli, motor skills, language acquisition…).

•	 Resources, promotion and support in good 
child feeding practices:

	> Breastfeeding: Early start, exclusive 
breastfeeding up to six months and 
maintenance.

	> Transition to complementary foods from  
six months on.

•	 Early stimulation of the baby, adapted to 
their physical and psychomotor evolution and 
generation of safe and healthy spaces for play.

•	 Promotion and resources to facilitate good 
child care practices in health and hygiene 
(prevention of enteropathies and infectious 
diseases).

•	 Nutritional supplementation from the age 
of six months with micronutrients and other 
supplements (e.g., lipid-based), especially in 
food-insecure contexts9.

 
 

9.	 As long as it is duly justified.

2. To slow the progress of chronic malnutrition 
once established and to promote practices ai-
med at the recovery of growth and psychomotor 
development. 

•	 Detection and treatment of cases of chronic 
malnutrition and in coexistence with other 
forms of undernutrition in children under two 
years old.

•	 Access to health and nutritional services with 
a recuperative nature in early childhood. 

•	 Support for the continuation and/or recovery 
of breastfeeding – or substitutes when it is 
not possible or not the decision of the mother 
– in malnourished infants.

•	 Promoting stimulation and the generation 
of affective links with the mother/caregiver 
and their environment, especially in infants 
or children who already suffer from chronic 
malnutrition, or more vulnerable infants, 
or those with an underlying condition (low 
weight, disability…) to ensure their recovery 
within the 1000 days.

3. Mitigate the consequences of chronic child 
malnutrition once established.

•	 Access to social protection systems for 
households with infants and children with 
chronic malnutrition.

CRITICAL PERIODS 
 

Newborns             First 28             0-6 months       6-11 months       12-24 months
days of life
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EXPECTED OUTCOMES FROM IMPROVING CHILD HEALTH, 
NUTRITION AND DEVELOPMENT

•	 Improvement in the provision of food, 
stimulation and adequate care for full growth 
and development.

•	 Breastfeeding is established successfully from 
the start and is maintained exclusively until six 
months and continues for at least the first two 
years.

•	 Complementary foods are introduced from six 
months of age progressively and with an age-
appropriate, diverse and quality diet.

•	 Increased knowledge, skills and resources to 
carry out appropriate hygienic practices by 
the mother, parents and/or other caregivers in 
the household, including in food preparation, 
which contributes to the prevention of EED, 
diarrhoea and infectious diseases.

•	 There are support systems for the recovery of 
children with chronic malnutrition and greater 
resilience in households with one or more 
malnourished children.

© Christophe Da Silva · Action against Hunger
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We want the baby to be born and grow up in 
a safe and healthy environment. Women must 
also have the opportunity to develop fully in 
this environment, find safe spaces, have healthy 
relationships and decide on their nutrition, health 
and motherhood. 

We are aware of the role that Environmental En-
teric Dysfunction plays as a mediator of chronic 
malnutrition and, therefore, it is key to ensure 
that the baby grows up in hygienic environments 
for play and for their psychomotor develop-
ment and that these spaces are facilitators for 
adequate hygiene and feeding practices. The 
contribution of food insecurity in this regard is 
clear, and we recognize that human, animal and 
environmental health10 are connected and inter-
dependent, and that more efforts are needed in 
the multisectoral coordination of interventions 
(49,81). 

We need to strengthen an ecosystem that ensu-
res that all women, mothers and their babies can 
have their basic needs covered, access quality 
basic services, and ensure attention in terms of 
sexual and reproductive health, nutrition, mater-
nal and child health and access to safe water and 
sanitation at household and community levels.

10.	 The “One Health” perspective was introduced 
over two decades ago and refers to the fact that human 
and animal health are interdependent and linked to the 
ecosystems where they coexist. It defends the need to 
work in a multisectoral and transdisciplinary manner 
(public health, planetary and environmental health, ani-
mal and plant health…) to prevent, detect and effectively 
respond to health challenges arising from the relationship 
between humans, animals and the environment(81,82).

We need an ecosystem that facilitates good ma-
ternal and child care practices for women throu-
ghout the life cycle and that reduces imbalances 
in terms of gender and decision-making regar-
ding child care and health in general for women, 
mothers and children. 

We will address the changes in the food ecosys-
tem experienced by migrants, displaced persons 
or refugees through analysis and addressing the 
conditions of geographical accessibility to food, 
the financial situation and resources of the hou-
sehold, and the individual influences, cultural and 
psychosocial backgrounds when making health 
and nutrition decisions (83).

We must take into account the variability of risk 
factors and their impact at different times in the 
life of the woman and the baby, and how their 
needs change. We need to respond to the lack of 
economic opportunities, seasonal variations and 
negative social and political dynamics that contri-
bute to increasing malnutrition.

We must contribute to ensuring social protection 
in countries as part of integrated and multi-sec-
toral packages, especially for women of repro-
ductive age, breastfeeding mothers, infants and 
children and their caregivers, and promote syner-
gies in public health programmes and policies to 
ensure long-term, sustainable and comprehensi-
ve impacts on malnutrition.

ENVIRONMENT
Ensure a safe, healthy  
and supportive environment

© Lys Arango · Action against Hunger
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LINES OF ACTION

1. Reduce risk factors related to the environ-
ment in which women and children live and their 
communities.

•	 Ensure access to basic services:

	> Access to basic nutritional and health 
services. 

	> Access to drinking water and sanitation 
to interrupt faecal-oral transmission 
(WASH).

•	 Promote good hygiene practices for babies, 
women, households and communities and 
create safe and healthy spaces for play.

•	 Identify and work on barriers (economic, 
social…) and facilitators in the nutritional 
ecosystem of women, children and 
households. Promote strategies in households 
and communities to change norms, attitudes 
and behaviours in favour of gender equality 
from a transformative perspective.

•	 Promote policies sensitive to chronic 
malnutrition and create favourable social 
environments through working with 
institutions and civil society and advocating 
for universal access to essential services.

2. Stop the progress of chronic malnutrition at 
the individual, community and population levels.

•	 Access to health and social structures that 
comprehensively support the development 
and, specifically, the recovery of chronically 
malnourished babies or support for pregnant 
women with chronic malnutrition, anaemia or 
other nutritional deficiencies.

•	 Advocacy on policies sensitive to chronic 
malnutrition and the coexistence of different 
forms of malnutrition at the individual, 
community and population levels.

3. Mitigate the consequences of chronic mal-
nutrition in households.

•	 Advocate for the implementation of social 
protection policies for families suffering the 
burden of chronic malnutrition in their homes.

•	 Strengthen and support institutions in 
addressing the social consequences of chronic 
malnutrition and the protection of livelihoods.

CRITICAL PERIODS

The first 1000 days            Adolescence            Reproductive age
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EXPECTED OUTCOMES TO ACHIEVE A SAFE, HEALTHY AND 
SUPPORTIVE ENVIRONMENT FOR WOMEN AND CHILDREN

•	 The nutritional ecosystem facilitates 
healthy decision-making in terms of health, 
breastfeeding, food practices and maternal 
and infant care and hygiene.

•	 Greater access to basic maternal and infant 
health services, drinking water and sanitation 
and social support structures.

•	 It improves the social protection of women, 
mothers and families with difficulties arising 
from chronic malnutrition in their homes.

•	 It increases commitment from governments 
in terms of developing policies sensitive to 
chronic malnutrition.

© Andrew Quilty · Action against Hunger
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4.2. RESEARCH AREA

Multi-sectoral interventions aimed at improving 
the health and nutritional status of women and 
young children throughout the 1000 days and 
creating a safe and healthy environment have 
the potential to contribute to the prevention of 
chronic malnutrition. However, much remains to 
be understood about the impact of any of these 
interventions in the field and when it comes to 
operationalization.

We need to generate evidence that will enable us 
to advance new solutions and improved respon-
ses for the prevention of chronic malnutrition 
and that will be able to shape the development 
of our programmatic approaches.

In this sense, the operational research projects 
will contribute, not only to the generation of 
knowledge, but mainly to respond to operational 
challenges, to support our programmes and our 
missions in the implementation of this approach 
according to their needs. 

In short, they will contribute to the improvement 
and development of essential, equitable, scalable 
and sustainable packages of actions that streng-
then strategies to prevent chronic malnutrition.

Our priority operational research focuses for 
chronic malnutrition and prevention are aligned 
with Action against Hunger- Spain research stra-
tegy, and with some of the evidence gaps already 
identified in the bibliography (84–86). 

The challenges identified are concentrated in five 
research areas within the first and second blocks 
of the strategy: 

(1) Healthy living, promote community-based 
perspectives to optimize coverage of, and 
access to, basic services and nutritional care; 

and (2) Sustainable future, resilience and pre-
vention of malnutrition from a community-ba-
sed perspective.

© Lys Arango · Action against Hunger
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Block 1   Healthy living

Promote community-based perspectives to 
optimize coverage of, and access to, basic 
services and nutritional care.

› More cost-effective RUTF alternative formulas.

›	What are the actions, complementary to the 
ICCM+ intervention, to achieve a greater 
impact on malnutrition-related morbidity and 
mortality at the community level?

Focus 1   Nutritional supplementation 
products and strategies 

Currently existing recommended products and 
formulas need to be improved and adapted 
to the needs of the population groups most 
affected by chronic malnutrition. There aren’t 
enough product alternatives. A product that is 
quick and safe to distribute in emergency si-
tuations is needed. We are also highly depen-
dent on food distributions that are expensive 
and risky in certain contexts.

It is also necessary to improve strategies that 
break down the barriers the population have 
on accessing services where these products 
or foods are provided. It is necessary to break 
away from the verticality of the interventions 
and deploy actions and strategies integrated 
into already existing and accessible programs 
or structures.

Working hypothesis: 

H1: The new maternal and infant nutritional 
supplementation products for the prevention 
of chronic malnutrition will increase our im-
pact, while reducing intervention costs. 

H2: The service delivery strategy based on 
community health workers allows greater 
efficiency in prevention actions including the 
distribution of supplementation products.

Block 2   Sustainable future 

Resilience and prevention of malnutrition 
from a community perspective.

›	Prevention actions that should be applied 
along with treatment.

›	Interventions that strengthen systems and 
facilitate access to quality nutrition.

Focus 2   High-impact and scalable 
cost-effective interventions

It is necessary to identify a minimal package 
of actions with great impact to reduce the 
risk of suffering from any type of malnutrition 
and specifically chronic malnutrition. Current 
intervention models are too generic or fail to 
identify the key actions to be deployed within 
the different windows of opportunity. It is 
necessary to improve the efficiency of inter-
ventions and steer away from the emergency 
approach. 

Working hypothesis: 

H3: Actions on promotion and protection 
of exclusive breastfeeding is an opportunity 
to improve efficiency on preventing chronic 
malnutrition. 

H4: Developing a minimum package of activi-
ties at the community level within the  1000-
day window would improve the efficiency of 
the intervention.

H5: Developing a minimum package of activi-
ties at the community level during the adoles-
cence window of opportunity would improve 
the efficiency of the intervention.

PRIORITY OPERATIONAL RESEARCH FOCUSES:
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4.3.	ADVOCACY AREA
Addressing chronic malnutrition is contributing 
to human and social development by addres-
sing one of the biggest public health problems 
today globally. Chronic malnutrition reflects the 
existence of constant and entrenched structural 
problems, at the social and political level, which 
lie at the base of the causal tree. It is the cause 
and consequence of perverse socio-political dy-
namics, poverty, social instability and violence. 

Thus, the response to chronic malnutrition ne-
cessarily involves building capacities and trans-
forming systems, working from a rights-centred 
approach (especially in sexual and reproductive 
health) and addressing major issues such as 
universal health coverage or free access to the 
population, among others.

For this reason, this approach also translates 
into concrete advocacy actions that pursue the 
following results:

R1: Promotion and improvement of chronic 
malnutrition- sensitive policies.

Action against Hunger will contribute to the 
reviewing of protocols on chronic malnutrition 
and prevention and participate in public consul-
tations whenever possible. We will increase the 
visibility and focus on the problem as a nutri-
tional emergency and a condition for the deve-
lopment of people and nations. The position of 
Action against Hunger in Cluster mechanisms is 
fundamental for this result.

Actions aimed at greater and better cross-sector 
and multisectoral financing in chronic malnutri-
tion will be promoted. Discussions and a greater 
commitment of stakeholders will be pushed 
on the topic in scientific or advocacy technical 
forums. 

R2: Incorporate actions that aim to prevent 
and eliminate gender-based violence.

All interventions carried out by Action against 
Hunger will incorporate actions that strive for 
this result. It is key to having an impact on re-
ducing chronic malnutrition with a prevention 
approach. 

To this end, incorporating actions that contribute 
to ending gender-based violence into policies 
and action plans will be a priority demand in all 
Action against Hunger’s advocacy spaces.

R3: Advocate for initiatives that promote a 
healthy environment.

Being able to live in a healthy environment is key 
to reduce chronic malnutrition. Action against 
Hunger has an environmental policy that will be 
defended in every advocacy spaces. 

R4: Networking and collaboration with other 
multisectoral actors.

Networks will be promoted to make visible the 
problem of chronic malnutrition, the opportuni-
ties and possible solutions. The group with the 
greatest relevance and capacity for impact on the 
subject will be identified and participation will be 
considered.

Technical discussion tables will be established 
in the R4Nut space and in the biannual Toge-
ther Against Hunger meeting to raise awareness 
among donors and partners. 

R5: Internal communication and sensitisation, 
at Action against Hunger and in the Internatio-
nal network.

Awareness and advocacy actions will be deve-
loped at the internal level of the organization. 
Projects with chronic malnutrition and preven-
tion approaches are still scarce or unstructured in 
the different missions and contexts. To meet this 
result, tools and specific support will be put in 
place aimed at improving operationalization. We 
will work with missions to raise awareness and 
for the incorporation of the subject within their 
strategies and programmatic approaches. 

Lastly, the topic will be incorporated into the 
training for all technicians. This will allow us 
to generate a greater understanding about the 
problem and the preventive and multisectoral 
approach.
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Action against Hunger has a Technical 
Programming Framework (TPF) that is made up 
of different modalities that make the design and 
implementation of programmes and multi-sector 
interventions easier. These modalities, classified 
into three axes of actions, describe the reference 
standard for the implementation of the different 
technical solutions, in line with international 
recommendations. The framework described 
to address chronic malnutrition is multisectoral 
and its actions can be included in different 
intervention modalities from different sectors.

A proposal of modalities of intervention for 
a preventive and multisectoral approach to 
chronic malnutrition is presented in Table 1. 
The selected modalities respond to the actions 
previously described in the theory of change 
(Figure 3) and are the modalities that have the 
greatest expected impact on chronic malnutrition 
according to the revised literature. 

Some modalities of direct provision of health 
services are included given the importance of 
ensuring basic reproductive, maternal, infant 
and child health care in situations where 
functional health structures are not available or 
not accessible, as well as protection of IYCF in 
emergencies. Table 2 shows, as an example, two 
possible scenarios differentiated by the situation 
of access to health services. 

The objective of providing this framework of 
intervention modalities is to assist teams and 
missions in the formulation of programme 
proposals that, in line with the technical 
programming framework, seek to reduce chronic 
malnutrition from a preventive and multisectoral 
approach. However, the formulation of programs 
should be adapted to each specific strategy and 
context and the most relevant modalities will be 
selected based on at least the following criteria:

5    HOW TO MAKE THE THEORY OF CHANGE  
OPERATIONAL: MODALITIES FRAMEWORK  
FOR A PREVENTIVE AND MULTISECTORAL APPROACH

CRITERION 1 CRITERION 2 CRITERION 3

Alignment with  
the mission strategy.

Identified needs and analysis  
of context-specific direct  

and underlying causes.

Complementarity with  
other actors in the field  

or other ongoing projects.

The framework of action in 
each context is regulated 
by the strategy that each 
mission has defined. 

This not only considers 
needs but also opportunities 
for implementation as a 
humanitarian actor.

It is necessary to do a 
causality analysis or to know 
the direct and underlying 
factors in order to establish 
the best possible intervention 
framework. 

The intervention must be 
adapted to these unmet 
needs and to the specific 
causality of the context. 

Action against Hunger must 
give added value to its 
interventions. Thus, it must 
consider the intervention 
ecosystem and build on 
complementarity with other 
projects already underway. 

In this framework it is 
essential to develop the 
localization approach of the 
organization. 
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FOR CHILDREN THAT GROW UP STRONG, 
AGAINST LIVES CUT SHORT.
Action against Hunger’s mission is to “save, improve and protect lives 
by eliminating hunger, through prevention, detection and treatment”, 
go from “crisis to sustainability”, address the causes and effects and 
provide “long term solutions”. 

Our strategy calls on us to save and protect lives, enhance capacities 
and resilience from both a curative and preventive approach, and 
promote innovative solutions. 

We are a coherent and efficient network and will continue to expand 
our technical expertise and knowledge to achieve greater impact from 
our programmes and interventions (87).

PREVENTING AND ADDRESSING 
CHRONIC MALNUTRITION MEANS 
IMPROVING THE HEALTH OF MOTHERS, 
CHILDREN AND THE ENTIRE COMMUNITY. 

IT MEANS PROM TING  
EQUAL OPPORTUNITIES  
TO END POVERTY AND HUNGER.
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