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1. Dimensions and Determinants of Health  

1.1 Definition, classification and determinants including the role of diet and lifestyle 

 

According to the biopsychosocial model of health, health’s definition must be inclusive of 

physiological, psychological and social factors and the interactions between these factors. 

This is in line with the World Health Organisation’s (WHO) definition of health as ‘a state of 

complete physical, mental and social wellbeing and not merely the absence of disease or 

infirmity’. It differs from the traditional medical model, which defines health as the absence 

of illness or disease and emphasises the role of clinical diagnosis and intervention.  The 

WHO definition links health explicitly with wellbeing, and conceptualises health as a human 

right requiring physical and social resources to achieve and maintain. From this perspective 

health is a means to living well, which highlights the link between health and participation in 

society. 

Huber et al. proposed a new definition of health as ‘the ability to adapt and to self-manage’, 

which includes the ability of people to adapt to their situation as key to health. It also 

acknowledges the subjective element of health; what health and wellbeing mean will differ 

from one person to the next, depending on the context and their needs (Huber, 2011).  

At every stage of life, health is determined by complex interactions between social and 

economic factors, the physical environment and individual behaviour, that do not exist in 

isolation from each other. In 2000, it was proposed a framework with determinants 

representing social and economic policy, institutions, neighborhoods and communities, 

living conditions, social relationships, individual risk factors, genetic and constitutional 

factors, and pathophysiological pathways that interact with the environment throughout 

the life course to affect both individual and population health. 
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Determinants of health are a range of factors that influence the health status of individuals 

or populations. The Public Health Agency of Canada has identified 12 determinants of 

health: (Canada PHA, 2019) 

1.  Income and social status 

2. Employment and working conditions 

3. Education and literacy 

4. Childhood experiences 

5. Physical environments 

6. Social supports and coping skills 

7. Healthy behaviours 

8. Access to health services 

9. Biology and genetic endowment 

10. Gender 

11. Culture 

12. Race / Racism 

 

All of these determinants will have a direct or indirect impact on the individual’s food 

consumption (diet), which will then impact their health. Diets comprise the individual foods 

that a person ingests, and dietary patterns are the quantities, proportions, and 

combinations of different foods and beverages in diets and the frequency of how they are 

habitually consumed. There is no single, universal and “ideal” diet, and diets are often 

adapted to local contexts and cultures. However, some basic principles can be applied to 

help define “healthy” diets (HLPE, 2017). The ICN2 Rome Declaration states that “nutrition 

improvement requires healthy, balanced, diversified diets, including traditional diets where 

appropriate, meeting nutrient requirements of all age groups and all groups with special 

nutrition needs, while avoiding the excessive intake of saturated fat, sugars and 

salt/sodium, and virtually eliminating trans fats, among others” (FAO/WHO, 2014).  

 

 

Healthy diets typically have the following characteristics:  
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Fig. 1 Adapted from (FAO/OIE/WHO/UN System Influenza Coordination/UNICEF/World 

Bank, 2008) 

 

It is also important to have in mind the need to integrate sustainability as an explicit 

dimension of food security, or else today’s policies and programmes could become the very 

cause of increased food insecurity in the future.  

 

1.2 Diet, lifestyle and nutritional status as a marker of the health and development of 

nations 

Diet and its impact on Nutritional status are measures of the health condition of an 

individual, as affected primarily by the intake of food and utilization of nutrients.  

The economic outcomes of diets are not to be dismissed, as unhealthy diets and 

malnutrition debilitate economic growth and perpetuate poverty via three main routes: 

direct losses in productivity from poor physical status; indirect losses from poor cognitive 

function and deficits in schooling; and losses owing to increased(Ehlrich and Harte, 2015). 

More equitably distributed food would improve health for the most vulnerable and, 
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therefore, enhance social equity, which may positively impact vulnerable groups such as 

those living in poverty, women, children and smallholders.  

Good nutritional status can only be appreciated and sustained when individuals within 

families and communities are food-secure. Food security has been defined as access by all 

people at all times to the food needed for a healthy life. Food security has three important 

dimensions: adequate availability of food supplies; assured access to sufficient food for all 

individuals; and its proper utilization to provide a proper and balanced diet(HLPE, 2017).. 

The state of malnutrition within a country is related to its level of development. The 

relationship between nutrition and human resource development was best described by the 

1992 International Conference on Nutrition (ICN) held in Rome, which, in its World 

Declaration and Plan of Action for Nutrition, stated that nutritional well-being of all people 

is a pre-condition for the development of societies and is a key objective of progress in 

human development(FAO/WHO, 2014). 

Malnutrition creates a vicious cycle: a well-nourished, healthy population in working age is a 

pre-condition for sustainable development, and  the nutritional status of a population is a 

reflection of the performance of its social and economic sectors; and an indicator of the 

efficiency of national resources. In order for a national social and economic development 

programme to be successful and sustainable, the majority of the population should be in 

good health and have good nutritional status. Hence, the ICN recommended that nutrition 

be at the centre of socio-economic development plans and strategies of all countries. 

A major policy guideline of the ICN Plan of Action included the development of human 

resources (FAO/WHO, 2014). It noted that: 

“nutritional well-being is a prerequisite for the achievement of the full social, mental and 

physical potential of a population so that all people can lead full, productive lives and 

contribute to the development of the community and the nation with dignity. 

 

2. Problem Statement on the Double Burden of Malnutrition 
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2.1. What is malnutrition? 

 According to the World Health Organization (WHO), malnutrition refers to “deficiencies, 

excesses, or imbalances in an individual’s intake of energy and/or nutrients”, implying that it 

can describe a situation of either ‘undernutrition’ or ‘overnutrition’. Symptoms of 

malnutrition include physical and mental exhaustion, low weight in relation to height 

(wasting) and shortness for age (stunted), diminished skin folds, exaggerated skeletal 

contours, and loss of elasticity of skin (WHO, 2016). 

There are multiple measures and scenarios of undernutrition. Stunting is the result of 

chronic undernutrition and indicates that a child failed to attain the height expected among 

healthy children. Young child stunting (low height-for-age in children under five years of 

age) is the type of undernutrition of most concern for policy makers. Wasting, on the other 

side, describes an acute severe process that led to significant weight loss, usually due to 

acute starvation or disease. It is the most adequate indicator to use in emergency situations 

like famine. Underweight is the most general classification as it can be the result of small 

body size (stunting) or small body mass (wasting).  

It is important to underline the coexistence of both stunting and wasting at the individual 

level, meaning that a given child can be both stunted and wasted, placing them at increased 

risk for nutrition deficits, diminished cognitive development and death. Of the 111 countries 

with available data presented at the 2020 Global Nutrition Report, 10 have prevalence 

above 5% of coexisting stunting and wasting in individuals, and these are concentrated in 

Africa and Asia (GNR, 2020). 

 

Contrastingly, overnutrition occurs when there is an oversupply of nutrients (usually 

macronutrients) relative to the body’s needs, leading to an accumulation of fat. It is often 

measured as high Body Mass Index (BMI), when it is equal to or greater than 25 kg/m2, and 

obese if BMI is equal to or greater than 30 kg/m2.  

Micronutrient deficiencies occur when there is inadequate dietary intake, insufficient 

absorption, utilization or excessive loss of vitamins or minerals, which can happen in both 

undernutrition and overnutrition states. Both undernutrition and overweight can propagate 

long term effects, especially if they develop early in life, and each might increase risk of the 
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other occurring. Moreover, increasing numbers of people are being exposed to both forms 

of malnutrition at different points in the life course, due to the rapid nature of global 

nutrition transition (Wells, 2020).  

 

Recent literature should help us rethink and expand the concept of malnutrition. In the The 

Lancet Commission on the global syndemic of obesity, undernutrition, and climate change, 

Swinburn and colleagues relate the two extremes of malnutrition with an ecological 

framework, as they have common drivers with climate change (Swinburn, 2019). 

Other authors believe the concept of malnutrition should include the gut microbiome, 

which generates a collective metabolic activity that affects and responds to the human host. 

Diverse forms of malnutrition are associated with dysbiosis, propagating adverse metabolic 

consequences, although findings for obesity are heterogeneous (Wells, 2020). 

 

There is not one country that is not affected by malnutrition. On a global scale, even with 

the improvement in certain nutrition indicators, is still not probable to meet the 2025 global 

nutrition targets. The 2020 Global Nutrition Report claimed that among children under 5 

years of age, 149,0 million are stunted, and 49,5 million are wasted. On the contrary, 40,1 

million children under 5 years of age are overweight and there are 677,6 million obese 

adults (GNR2020). Around 1,9 billion adults worldwide are overweight, while 462 million are 

underweight. Adding to this burden are the 528 million or 29% of women of reproductive 

age around the world affected by anaemia, for which approximately half would be 

amenable to iron supplementation (WHO, 2016). 

 

2.2. Malnutrition, the Double Burden and Associated  Non-Communicable Diseases  in 

ASEAN Countries  

 

It is well known that the global health community has not been has fast as expected to 

acknowledge the challenge of the large proportion of low-income and middle-income 

countries (LMICs) facing the double burden of malnutrition. Several studies describe the 

double burden of nutritional deficiencies (childhood stunting or wasting, and micronutrient 

deficiencies) and overweight and obesity affecting countries, households, and individuals in 

these countries (Popkin, 2020). Historically, malnutrition was studied and addressed within 
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two very distinct silos, focusing either on undernutrition, food insecurity, and micronutrient 

deficiencies, or on overweight, obesity, and dietary excess. Nevertheless, with rapid global 

nutrition transition, an increasing amount of individuals are exposed to different forms of 

malnutrition during the life course and experience this DBM directly (Wells, 2020). 

 

Ultra-processed food consumption has been linked to the risk of overweight and obesity, 

and non-communicable disease, and preliminary evidence shows that the consumption of 

these foods during the first 1000 day (pregnancy and infancy) early-life window could be 

also linked to stunting. Understanding and tackling the drivers of the food system shift, and 

enacting effective policies that address the challenges of the DBM, are urgently needed 

(Popkin, 2020). 

 

Although, in the 1990s, the DBM was typically seen in the highest income countries among 

the LMICs, today the DBM is more predominant in poorest LMICs that have much lower 

gross domestic product per capita, particularly in sub-Saharan Africa and South and East 

Asia (WHO, 2017). 

 

By analysing each ASEAN countries’ health population indicators, we could group them by 

major burden. 

 

 

ASEAN Countries grouped by their Malnutrition Major Burden 

 

 

Overweight and 

Anaemia 

Stunting and Anaemia Overweight, Stunting 

and Anaemia 

Stunting 

 

 

Thailand 

Myanmar 

Cambodia 

Singapore 

Indonesia 

 

Malaysia 

Brunei Darussalam 

 

Philippines 
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Vietnam 

Lao People's Democratic 

Republic 

 

 

Source: 2020 Global Nutrition Report: Action on equity to end malnutrition. Bristol, UK: 

Development Initiatives. 

 

None of the ASEAN countries belong to the “green” category (low levels of child stunting 

and adult overweight). As it was reported in “Addressing the Double Burden of Malnutrition 

in ASEAN”, most of ASEAN’s lower-income countries face an unfinished agenda with regard 

to undernutrition. Undernutrition elevates the risk of infant and child morbidity and 

mortality, increases expenditure on health care and social safety nets, lowers the efficiency 

of investments in education, and decreases lifelong income-earning potential and labor 

force productivity, with the potential to be transmitted across generations (Mbuya, 2019). 

However, overnutrition is also representing a growing challenge in ASEAN countries. Since 

1984, obesity prevalences in ASEAN countries grew more than 7-fold, especially faster 

Cambodia, Indonesia, and Lao PDR, where obesity rates have grown more than 10-fold. This 

problem in infant population is also worrying, particularly in Brunei, Malaysia and Thailand 

that face childhood overweight prevalences over 25% (Mbuya, 2019). 

More and more countries experience the double burden of malnutrition, where 

undernutrition coexists with overweight, obesity and other diet-related non-communicable 

diseases (NCDs). In general, ASEAN countries face overlapping forms of stunting in children 

under 5, anaemia among women of reproductive age, and overweight in adult women 

(GNR, 2020). 

 

Below, the Bank Joint Child Malnutrition Estimates Expanded Database: Stunting, Wasting 

and Overweight allows us to see the regional trends and compare the percentage of 

stunted, wasted and overweighet children under 5 from South-Eastern countries. 

It is clear that from 1990 to 2019 the stunting tendency in ASEAN countries was lowering. 

On the other hand, the percentage of overweighted children under 5 is rising considerably.  
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Source: UNICEF/WHO/World Bank Joint Child Malnutrition Estimates Expanded Database: 

Stunting, Wasting and Overweight, (March 2019, New York). 

 

 

When we compare ASEAN countries stunting and obesity’s prevalence trends with Global 

data, we can conclude that despite the stunting prevalence evolution is similar in ASEAN 

countries as it is in the World, the growing curve of overweight trend in ASEAN countries is 

much more accentuated in comparison to the general trend of the World.  
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But what causes this DBM? 

DBM causes are related with a sequence of changes: the nutrition transition, the  

epidemiological transition and the demographic transition. 

The nutrition transition describes the shift in dietary patterns, consumption and energy 

expenditure associated with economic development over time, often in the context of 

globalization and urbanization. The epidemiological transition describes the changes in 

overall population disease burden associated with the increase in economic prosperity – 

with a shift from a predominance of infection and diseases related to undernutrition to 

rising rates of NCDs. The demographic transition describes the shift in population structure 

and lengthening lifespans. This sees a shift to populations with increasing proportions of 

older people (with age also being a risk factor for many NCDs) (Shrimpton, 2012). 

 

 
 

Fig 2. Conceptual framework of food systems for diets and nutrition. (HLPE. 2017) 

 

The World Health Assembly in 2013 adopted WHO’s Global Monitoring Framework for the 

Prevention and Control of NCDs. The purpose was to implement the NCD Global Action Plan 
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and monitor progress in NCD prevention at global level. This framework includes nine 

targets tracked by 25 indicators of NCD outcomes and risk factors. 

 

 

ASEAN Countries on track to meet at least one, two, or none of the global nutrition targets 

 

On track for 0 targets On track for 1 target On track for 2 targets 

Cambodia 

Lao People's Democratic Republic 

Philippines 

Indonesia 

Vietnam 

Malaysia 

Brunei Darussalam 

Thailand 

Myanmar 

Singapore 

 

 

Source: 2020 Global Nutrition Report: Action on equity to end malnutrition. Bristol, UK: 

Development Initiatives. 

 

 

2.2.1. Societal Determinants of Food Consumption  
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Fig 3. Conceptual framework of food systems for diets and nutrition. (HLPE. 2017) 

 

2.2.1.1. Individual Factors of Food Consumption 

Consumer behaviour reflects all the choices and decisions made by consumers, at the 

household or individual level, on what food to acquire, store, prepare, cook and eat, and on 

the allocation of food within the household. Food patterns are influenced by personal 

preferences, determined by a variety of interpersonal and personal factors including, but 

not limited to, taste, convenience, values, traditions, culture and beliefs.  

Therefore, the processes whereby food is selected, purchased, prepared and presented for 

consumption vary across regions, countries and cultures, but also across communities, 

households and individuals. Many people lack the culinary skills to obtain the best 

nutritional outcomes from the food available to them, even if its constituent elements are 

nutritious. Convenience foods that require little-to-no preparation may well be preferred in 

such instances, although they may be far less nutritious than home-cooked food. Cost is also 

a key concern, and some consumers may be more likely to purchase lower-cost foods purely 
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for budgetary reasons. Others, by contrast, are able to actively consider health, animal 

welfare or the environment when making food choices.  

 

Dynamic processes and influences during a person’s lifetime shape food choices. Consumers 

consistently negotiate and balance food choice values, classify foods and form routines for 

recurring food decisions. Life experiences and influences are in turn affected by food 

behaviour, as people’s food choices define their identity as well as their nutritional status 

and health (Sobal and Bisogni, 2009).  

 

 

The same built environment offers different levels of access to different consumers 

depending on factors that impact their own capacity to interact with this built 

environment, such as:  

•  mobility; 

•  health and disability conditions;  

•  purchasing power to buy nutritious foods;  

•  time available, kitchen facilities and equipment necessary to cook;  

•  knowledge and skills to prepare and use the food accessible within the 

environment.  

 

 

 

2.2.1.2.  Environmental Factors of Food Consumption 

 

 

Consumers face many barriers to healthy eating, and the way that they interact with food is 

affected not only by their own beliefs and decisions but also by the people in their lives, 

their community and environment and the culture in which they live. Food environment, 

includes personal and collective determinants of consumer food choices (including food 

prices, income, knowledge and skills, time and equipment, and social and cultural norms).  
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Consumer behaviour can be changed through interventions aimed at the food environment 

known as “choice architecture” (Hollands et al., 2013) or through “agentic” interventions, 

such as incentives, education programmes or FBDGs, to provide more information to 

consumers. Agentic interventions promoting healthy eating have been shown to reduce 

social inequalities in diets in low and middle income countries (LMIC) (Mbuya, 2019).  

 

Food supply chains can increase the nutritional value of food, by increasing access to 

macronutrients as well as micronutrients, for instance through biofortification, food 

fortification or improved storage of perishable foods (such as fruits and vegetables), or by 

reducing, in food formulation, the levels of substances associated with diet-related non-

communicable diseases. However, the nutritional value of food can also diminish along the 

food supply chain (e.g. in the case of food losses and contamination) (HLPE. 2017). 

Healthy food environments enable consumers to make nutritious food choices with the 

potential to improve diets and reduce the burden of malnutrition. Food environment refers 

to the physical, economic, political and socio-cultural context in which consumers engage 

with the food system to make their decisions about acquiring, preparing and consuming 

food. Lack of access to food – in the dual sense of physical as well as economic access – can 

increase the risk of undernourishment as well as of obesity and diet-related non-

communicable diseases. Even in HICs, there is evidence that food deserts with fewer 

supermarkets, food swamps and less access to fresh produce and minimally processed foods 

are often found in low-income, underserved areas (Walker et al., 2010).  

Food prices, food taxes and subsidies affect the affordability of food and influence 

consumption patterns. Of course, ensuring that healthier foods are cheaper and less healthy 

foods are more expensive is one way to stimulate consumers to purchase certain foods over 

others. However, in most places in the world, this is not the case.   

One study in 13 countries, including some in South America and Asia, found that children in 

all countries were exposed to television advertising using child-oriented persuasive 

techniques to promote “unhealthy” foods such as those high in sugar and unhealthy fats 

(Kelly et al., 2010).  
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The labelling of foods and the provision of declarations on food packaging, in food retail 

outlets and on menus, are other ways of informing consumers. Nutrition labels not only 

shape consumer preferences, but also influence industry behaviour by encouraging product 

reformulations. Easy-to-understand, front-of-the pack labelling and nutrition information on 

menus (i.e. calories or sodium content of foods) allow consumers to make more informed 

decisions about the foods they purchase and consume.  

In addition to nutrition and food safety labels, national food-based dietary guidelines are 

another important resource for consumers. They provide recommendations on latest 

evidence in hand of food and nutrient composition of healthy diets, adapted to the national 

context. Although they may not directly lead to changes in dietary patterns, they can 

influence consumer preferences and inform both actors in the food supply chain and policy-

makers (FAO, 2016a).  

 

2.2.2. Effect across the life course and generations.  

 

Every human being has the right to adequate food. The progressive realization of this right 

around the world cannot be achieved without functional, sustainable food systems that 

ensure food security and nutrition (FSN) for all now and in the future, and that provide food 

that is healthy, of sufficient quality and quantity, affordable, safe and culturally acceptable.  

However, malnutrition in all its forms (undernutrition, micronutrient deficiencies, 

overweight and obesity) still affects every country on the planet and is a major impediment 

to achieving both global food security and adequate nutrition, and sustainable development 

(HLPE. 2017). 

Malnutrition is a condition with a complex phenotype that manifests across the life course 

in different ways, yet its categorisation remains unsophisticated. One thing is very clear: the 

consequences of malnutrition can be passed from mother to offspring. 
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Obesity among women of childbearing age and children is increasing all over the world. If a 

woman enters pregnancy overweight she is more likely to gain excessive weight during 

pregnancy, suffer from gestational diabetes, deliver large for gestational age or premature 

newborns, and is less likely to breastfeed. Children born from overweight women have 

increased risks of developing obesity, a risk that persists as they mature, perpetuating the 

cycle.  

 

On the other end of the spectrum, stunted mothers are three times as likely to have 

undernourished infants, and up to half of growth failure accrued by a child’s second 

birthday can be attributed to poor growth as a fetus. Undernutrition early in life also 

increases a child’s risk of obesity and other NCDs later in life. Similarly, obesity and 

hypertension among mothers is associated with higher infant mortality as well as obesity, 

hypertension, insulin resistance, and diabetes in later life of the child (O’Reilly and Reynolds 

2013). 
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As with obesity, stunting is transmitted from one generation to the next, possibly through 

epigenetic mechanisms, which by itself is a risk factor for the development of obesity. This 

early planted risk is hard to reverse after infancy, reinforcing the high priority for very early 

intervention to achieve normal weight among all women and men.  

This intergenerational risk of transmitting malnutrition is elevated in the presence of social, 

economic, and gender inequities (Perez-Escamilla, 2018). 

 

3. Action Statement on Tackling Malnutrition  

 

3.1. Integrated approaches to tackle Malnutrition  

 

Actions to address different forms of malnutrition are typically managed by separate 

communities, policies, programmes, governance structures, and funding streams. By 

contrast, double-duty actions, which aim to simultaneously tackle both undernutrition and 

problems of overweight, obesity, and diet-related non-communicable diseases (DR-NCDs) 

have been proposed as a way to effectively address malnutrition in all its forms in a more 

holisitic way.) Double-duty actions are based on the rationale that all forms of malnutrition 

share common drivers that can be leveraged for double impact. These drivers include early 

life nutrition, diet diversity, food environments, and socioeconomic factors (GNR, 2020). 

 

In addition to effective multisectoral interventions to address the double burden of 

malnutrition, it is important to ensure that there is a strong data surveillance framework. 

As reported in the Global Nutrition Report 2020, data gaps are more striking for certain 

nutrition indicators, subnational locations, and key population characteristics, such as 

ethnicity and disability. These (evitable) data gaps prevent both improved understanding of 

nutrition inequalities and informed priority-setting. Countries should commit to and invest 

in the routine collection of equitysensitive nutrition data. Data should be granular, 

disaggregated to the local level and by key population characteristics, such as age, sex, 

ethnicity, education and wealth. Also, strong management information system, surveillance 

as well as monitoring and evaluation mechanisms, including regular national nutrition 

surveys, are needed to support ending all forms of malnutrition in ASEAN (WHO, 2017b).  



 

Version 4 _ 20st July 2020 
 

18 

 

3.1.2. The Lancet’s 10 double-duty actions to address malnutrition 

 

To identify priority double-duty actions, The Lancet’s “Double-duty actions: seizing 

programme and policy opportunities to address malnutrition in all its forms” suggests that 

the first main step is setting out the rationale for double-duty actions and using this 

evidence to develop a simple framework of the factors that need to be considered when 

designing actions to address more than one form of malnutrition. Second, literature should 

be reviewed to identify existing evidence that actions focused on undernutrition introduce 

risks or cause harm for obesity and DR-NCDs. Thirdly, it is crucial to identify the 

opportunities to retrofit existing, established actions focused on undernutrition to also 

address obesity and non-communicable diseases (Hawkes, 2020). 

 

This papers recognises ten priority candidates for double-duty actions: 

 

a) Health services 

1. Scale up new WHO antenatal care recommendations  

New WHO antenatal care recommendations60 focus on: 

• Counselling about healthy eating and keeping physically active during pregnancy to stay 

healthy and prevent excessive weight gain 

• In undernourished populations, behaviour change communication on increasing daily 

energy and protein intake is recommended to reduce risk of low birthweight 

• In undernourished populations, balanced energy and protein dietary supplementation is 

recommended to reduce risk of stillbirths and neonates who are small for gestational age; 

cash or food vouchers might be tested to improve maternal diets 

An additional recommendation for double-duty actions: 

• Carefully monitor targeting of protein and energy supplements (or cash or food vouchers) 

to prevent unintended excess weight gain during pregnancy 

2. Scale up programmes to protect, promote, and support breastfeeding 

• Scale up interventions to promote and support breastfeeding initiation, exclusive 

breastfeeding for 6 months and continued breastfeeding up to age 24 months or beyond 

• Eliminate the promotion of breastmilk substitutes (infant formula and follow-on formula) 
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3. Redesign guidance for complementary feeding practices and related indicators 

• Incorporate messages to emphasise healthy and diverse diets, including daily intake of 

vegetables and fruits 

• Include recommendations to avoid feeding young children foods, snacks, and beverages 

high in energy, sugar, fat, and salt 

• Include specific guidance on the selection of healthy snacks 

• Revisit guidance on energy density in complementary foods taking into account the risks 

of excessive energy density, especially in countries and regions where energy intake is not 

limited in the diet 

• Include new training curricula for primary health-care workers to provide double-duty 

nutrition counselling 

4. Redesign existing growth monitoring (GMP) programmes 

For ongoing GMP programmes in contexts where childhood overweight is, or is becoming, a 

problem: 

• Include the measurement of child weight and height or length in primary care centres, if 

feasible* 

• Use the weight-for-height or weight-for-length (or body-mass-index-for-age) indicators 

and growth charts to diagnose the risk of overweight and obesity, if feasible*, alongside 

wasting 

• Include referral and appropriate counselling on healthy diets and snacks to address all 

types of malnutrition 

5. Prevent undue harm from energy-dense and micronutrient-fortified foods and ready to 

use supplements 

• Promote healthy diets as the default measure to prevent undernutrition 

• Establish clear criteria on when the distribution of energy-dense and micronutrient-

fortified foods and supplements targeted to mothers during pregnancy and lactation, and 

children aged up to 24 months is justified; and establish targeting guidelines based on 

household food insecurity and individual nutritional status 

• Include nutrition counselling on healthy diets and snacks for mothers and young children 

in all supplement distribution programmes 

• Ensure careful choice and targeting of high-energy, micronutrient-fortified foods and 

supplements provided to treat moderate and severe acute malnutrition or to prevent 
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stunting or wasting 

• Manage duration of food supplementation to avoid excessive or rapid weight gain beyond 

needed for recovery or prevention of moderate or severe acute malnutrition; limit sharing 

of food supplements with siblings; and incorporate nutrition counselling on healthy diets 

and snacks as components of prevention programmes for undernutrition 

 

b) Social safety nets 

6. Redesign cash and food transfers, subsidies, and vouchers 

• Include strong education and behaviour change communication focused on healthy diets, 

physical activity, and preventive use of health services 

• Include regular health check-ups for all household members and early detection of 

overweight or obesity, and DR-NCDs 

• For subsidies or food vouchers, focus on and link to retailers providing nutritious foods; 

exclude foods, snacks, and beverages high in energy, sugar, fat, and salt 

• Introduce rewards for transfers or vouchers spent on nutritious foods 

• Implement complementary measures to rebalance food environments towards healthier 

food choices and outcomes, such as restrictions on marketing, taxes, and nutrition labelling 

 

c) Educational settings 

7. Redesign school feeding programmes and devise new nutritional guidelines for food in 

and around educational institutions 

• Ensure that guidelines for school feeding programmes and food provided by the 

commercial sector in day care, preschools, and schools meet energy and nutrient needs 

and restrict foods, snacks, and beverages high in energy, sugar, fat, and salt 

• Involve parents and children in planning meals and food in and around schools 

• Eliminate the promotion and sale of foods, snacks, and beverages high in energy, sugar, 

fat, and salt around schools 

• Build knowledge and skills to create awareness, shape tastes, and motivate consumption 

of healthy diets through education, school gardens, and mainstreaming food throughout the 

curriculum 

• Incorporate the promotion of nutritious foods and healthy diets using innovative 

communication tools tailored to youth 
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d) Agriculture, food systems, and food environments 

8. Scale up nutrition-sensitive agriculture programmes 

• Promote diversity in food production and consumption among poor households living in 

remote areas with little access to markets 

• Include approaches to empower women in agricultural programmes 

• Provide counselling and behaviour change communication focused on nutritious foods and 

healthy diets for all household members; for small producers of nutritious foods, educate on 

benefits of saving some of the production for own consumption or purchasing other 

nutritious foods 

• Carefully design and support urban and periurban agriculture to promote and support the 

growing demand for nutritious foods in urban areas 

9. Design new agricultural and food system policies to support 

healthy diets 

• Refocus agriculture towards the production of nutritious foods such as fruits, vegetables, 

nuts, legumes, and wholegrains, and making these foods more affordable for all 

• Align actions through the food system to ensure that diversity of nutritious foods 

produced by agriculture reach consumers through the value chain 

10. Implement policies to improve food environments from the perspective of malnutrition 

in all its forms 

 

 

4. Harnessing Global Initiatives – Universal Health Coverage (UHC) and Nutrition and 

opportunities from the Nutrition for Growth Summit 2021  

The World Health Organization’s (WHO) definition on health is; “health is a state of 

complete physical, mental and social well-being and not merely the absence of disease or 

infirmity.” And well-being is a key word in the WHO definition of health. WHO believes that 

the enjoyment of the highest attainable standard of health is one of the fundamental rights 

of every human being without distinction of race, religion, political belief, economic or social 

condition (World Health Organization, n.d.-i).  
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Universal health coverage (UHC) is rooted in the belief that the highest attainable standard 

of physical and mental health is a fundamental human right and is the cornerstone to 

achieving the health-related Sustainable Development Goals (SDGs) 2 and SDG3. Sadly, with 

less than 10 years to reach the SDGs, we are far behind on reaching the goals. While 

malnutrition and the current burden of diseases attributable to diet and nutrition are the 

top causes of death and ill health, nutrition issues far exceeds global financial investment in 

nutrition. As countries make progress towards achieving UHC, all policy-makers will be 

confronted with the same question: which interventions should be included in the national 

health systems (World Health Organization, n.d.-h).  

 

Nutrition for Growth (N4G) is a historic opportunity to transform the way the world tackles 

malnutrition by uniting finical commitments, policy solutions, knowledge and resources 

from country governments, donors and philanthropies, businesses, NGOs and beyond. 

Partners will convene at the Tokyo N4G summit in 2021 to change the world’s current 

nutrition trajectory by (Nutrition for Growth, n.d.):  

• Adopting stronger, evidence-based nutrition policies at global, regional and country 

levels 

• Pledging to increase financing for proven nutrition-specific and nutrition-sensitive 

interventions  

• Committing to align and harmonize actions across sectors and stakeholders  

 

The N4G will be held in the midterm of the United Nations (UN) Decade of Action on 

Nutrition (2016-2025) (Nutrition Decade). The Nutrition Decade is a commitment by UN 

Member State to undertake 10 years of sustained and coherent implementation of policies, 

programs and increased investments to eliminate malnutrition in all its forms, everywhere, 

leaving no one behind (United Nations, n.d.-d). The objectives of the Mid-term Review of 

the Nutrition Decade are to assess and evaluate the achievements in the action areas of the 

Work Programme of the Nutrition Decade over the period from 2016 to 2020. The Mid-term 

Review also aims to identify promising opportunities and focus areas for priority action in 

each of the six action areas for future progress from 2021 to 2025. This assessment will 

guide the revision of the ‘living part’ of the Work Programme of the Nutrition Decade as 

appropriate (United Nations, n.d.-c).  
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The N4G and the Nutrition Decade will serve as enhancers to mainstreaming nutrition in 

health systems to end malnutrition in all its forms.  

 

4.1 Universal health coverage (UHC) 

Universal health coverage (UHC) means that all individuals and communities receive the 

health services they need without suffering financial hardship. It includes the full spectrum 

of essential, quality health services, from health promotion to prevention, treatment, 

rehabilitation, and palliative care. UHC enables everyone to access the services that address 

the most significant causes of disease and death, and ensures that the quality of those 

services is good enough to improve the health of the people who receive them. Protecting 

people from the financial consequences of paying for health services out of their own 

pockets reduces the risk that people will be pushed into poverty because unexpected illness 

requires them to use their life savings, sell assets, or borrow – destroying their futures and 

often those of their children. Good health allows children to learn and adults to earn, helps 

people escape from poverty, and provides the basis for long-term economic development 

(World Health Organization, n.d.-h).  

 

UHC aims to ensure that all individuals and communities receive the health services they 

need, without suffering financial hardship. Health services includes all services dealing with 

the promotion, maintenance and restoration of health. They include both personal and 

population-based health services (World Health Organization, n.d.-b). It includes the full 

spectrum of essential, quality health service, from health promotion to prevention, 

treatment, rehabilitation and palliative care. UHC is the forefront of international and 

national efforts as part of the United Nations 2030 Agenda for Sustainable Development, 

and achieving UHC, including financial risk protection, access to quality essential health-care 

services and access to safe, effective quality and affordable essential medicines and vaccines 

for all is a target of the Sustainable Development Goal (SDG) 3 “Ensure healthy lives and 

promote well-being for all at all ages.” (United Nations, n.d.-b; World Health Organization, 

n.d.-f) Nutrition, as a maker and marker of development, is a foundation to the SDGs, and 

especially SDG2 and SDG3 (United Nations, n.d.-b, n.d.-a). Healthy diet and effective 
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implemented nutrition-specific and nutrition-sensitive interventions will help countries to 

achieve these goals.  

 

Primary health care is the foundation of UHC; it is a whole-of-society approach to health and 

well-being, centred on the needs and preferences of individuals, families and communities. 

It addresses the border determinants of health and focuses on the comprehensive and 

interrelated aspects of physical, mental and social health and well-being. Nutrition is a 

foundation for health and well-being for all, leaving no one behind, and a critical component 

of primary health care, through its promotion and prevention, addressing its determinants, 

and a people-centred approach (World Health Organization, n.d.-e). Mainstreaming 

nutrition as a part of integrated people-centred health services will put the comprehensive 

needs of people and communities, not only diseases, at the centre of health systems, and 

will empower people to have a more active role in their own health (World Health 

Organization, n.d.-h).  

 

However, mainstreaming nutrition in UHC requires efforts across the health sector to build 

functional and resilient health systems (Essential Nutrition Actions: Mainstreaming Nutrition 

through the Life-Course, 2019; World Health Organization, n.d.-c). While each country’s 

health system is different, it is necessary to address each of the six essential pillars of a 

health system: health services delivery, health workforce, health financing, health 

information systems, access to essential medicine, and leadership and governance (World 

Health Organization, n.d.-a, n.d.-c). Health service delivery is central to achieving the 

objective of mainstreaming nutrition in UHC. In this key pillar, priority actions that are 

critical to fulfil the overarching commitment to mainstream nutrition in UHC. It is proposed 

using a life-course approach and taking into account emergencies and specific conditions.  

 

4.1.1 Concrete measures to improve the coverage and quality of essential nutrition 

actions  

(Present key WHO Essential Nutrition Actions for healthier populations over the life-course 

tailored to ASEAN context.)  

 



 

Version 4 _ 20st July 2020 
 

25 

The long-term effects of malnutrition in all its forms and their risks are profound. Nutrition 

actions across the life-course will not only enable populations to survive and thrive, but also 

benefit human capital formation through improving cognitive, social, emotional and 

behavioural development; improving long-term health outcomes; and reducing health and 

socio-economic inequalities. Improving nutrition across the life-course will therefore save 

lives, support growth and development across the life-course, improve health equity and 

strengthen human capital (World Health Organization, n.d.-e).  

 

Healthier populations are achieved through multisectoral actions that are not limited to 

health systems alone, though often using the stewardship, advocacy and regulatory 

functions of health ministers. Tackling malnutrition in all its forms requires that nutritional 

needs are addressed at key life stages through the entire life-course. Nutrition affects us in 

all life stages and can have both short-term and long-term implications, including 

intergenerational effects. Attempting to address these chronic conditions by starting with 

adults would not recognize the significance of nutrition at many other prior life stages 

(World Health Organization, n.d.-e).  

 

However, adopting a life-course approach to nutrition requires understanding of key 

nutritionally sensitive life stages and the linkages between them, addressing multiple forms 

of malnutrition during the life-course simultaneously. Addressing nutrition through the life-

course also requires a more holistic view and integrated provisions of health and nutrition 

services by health-care systems in all settings. It is inevitable that the nutrition actions 

overlap and complications are bound to occur when attempting to neatly divide a complex 

construct such as the health system, especially involving a cross-cutting and multi-sectoral 

issue like nutrition (World Health Organization, n.d.-c, n.d.-e).  

 

The World Health Organization’s (WHO) Essential Nutrition Actions (ENA) are direct 

nutrition actions that address immediate and underlying causes of malnutrition. Interaction 

of ENAs into national health plans and UHC roadmaps, with a focus on those left behind, 

contributes to equity in health, including through the improvement of access to essential 

services (Essential Nutrition Actions: Mainstreaming Nutrition through the Life-Course, 

2019). Generally, wealthier and urban populations are more likely to access nutrition 
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interventions, especially in low- and middle-income countries. Reducing or eliminating out-

of-pocket expenditures and other barriers to access nutrition interventions assures 

everyone can obtain quality, timely and safe health and nutrition care.   

 

WHO’s proven effective ENAs is provided in an overview for healthier populations over the 

life-course, which recognizes the linkages between different life stages, the potential for 

intergenerational effects and the importance of addressing malnutrition in all its forms 

(table x) (Essential Nutrition Actions: Mainstreaming Nutrition through the Life-Course, 

2019). Many of WHO ENAs are direct nutrition actions and address immediate causes of 

malnutrition (i.e., nutrition-specific interventions), such as micronutrient supplementation 

or recommendations on infant feeding. Others address underlying causes of malnutrition 

and include those implemented by other sectors that have significant implications for 

nutritional status (e.g., water, sanitation and hygiene; infectious disease control; 

agriculture).  
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However, mainstreaming nutrition in UHC does not mean that all possible nutrition 

interventions are immediately made available free of charge. Rather, it means that a basic 

health system including ENAs will be prioritized and new interventions will be added to 

health system as more resources becomes available (World Health Organization, n.d.-e).  
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4.1.2 Country specific nutrition sensitive approaches following essential nutrition actions  

(Explore agricultural diversification, access to improved sanitation and water resources, 

other hygienic environmental conditions)  

 

Data on progress on UHC and the health-related SDGs for Thailand, Indonesia and Myanmar 

(World Health Organization, n.d.-d). 

 

Data on progress on UHC and health-related SDGs for Brunei, Cambodia, Laos, Malaysia, 

Philippines, Singapore and Vietnam (World Health Organization, n.d.-g). 

 

The 2020 Global Nutrition Report highlights the need for mainstreaming nutrition in UHC 

and deliver six key points (Development Initiative, 2020):   

1. Poor diets and resulting malnutrition are among the greatest societal challenges in 

our era, causing cast health, economic and environmental burdens;  

2. The global commitment to UHC is a unique opportunity to address malnutrition in all 

its forms. Integrating nutrition within health systems would generate substantial 

health gains and be highly cost-effective; 

3. WHO’s six building blocks for health system provide a helpful framework for 

comprehensively integrating nutrition into health systems; 

4. Coverage and quality of nutrition actions within primary healthcare settings are 

limited and generally focused on undernutrition;  

5. Nutrition actions are supported by only a minuscule portion of national health 

budgets and are typically not delivered by qualified nutrition professionals; and 

6. Mainstreaming nutrition withing UHC requires a joint effort by governments and key 

stakeholders to build functional and resilient health systems, supported by 

strengthened governance and coordination. 

 

The report states six recommended actions to address nutrition in UHC (Development 

Initiative, 2020):  

• Nutrition care, preventive and curative, must be fully integrated into national health-

sector plans, supported by a strengthened multisectoral approach. Essential 
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nutrition services should be part of the standard package of available healthcare 

services, universally available to all.  

• The number of qualified nutrition professionals should be increased to enhance the 

delivery of quality nutrition care. Frontline workers involved in nutrition service 

delivery should have the required pre- and in-service training, means and motivation 

to perform their assigned roles.  

• Costed nutrition-care plans should be developed and aligned with healthcare 

financing plans. Nutrition-care financing should be scaled up and sustained, for all 

people to achieve and maintain the healthiest diet and life possible.  

• Nutrition products, such as ready-to-use therapeutic foods, should be readily 

available and affordable. Innovative technological solutions, such as remote 

counselling and web applications, can enhance access to quality nutrition care, 

particularly for those hard to reach.  

• Nutrition services within health systems should be regularly monitored and 

evaluated to address inequities in delivery, coverage and access.  

• Optimizing health records for nutrition care should be the basis for delivering sound 

nutrition services and identifying those in greater need. The collection, analysis and 

dissemination of high-quality disaggregated nutrition data should be mainstreamed 

in public health information systems, to underpin the design and implementation of 

equitable nutrition interventions.  

 

The 2020 report goes further in details on how this can be achieved and the different health 

system building blocks (Development Initiative, 2020):  

• Leadership and governance  

Full integration of nutrition care into national health sector plans 

• Health workforce  

More qualified nutrition professionals; nutrition education and motivation 

benchmarks for healthcare workers.  

• Health systems financing  

Alignment of costed nutrition care plan with healthcare financing plans  
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• Access to essential medicine  

Inclusion of nutrition products in ‘essential medicines’ lists; technological solutions 

to enhance access to quality nutrition care 

• Health services delivery  

Integration of nutrition services with health service delivery (with regular monitoring 

and evaluation)  

• Health information systems  

Optimization of health records for nutrition care; collection, analysis and 

dissemination of population-level nutrition indicators through health information 

systems 

 

The World Health Organization, in preparation for the Tokyo 2021 Nutrition for Growth 

Summit (N4G), has provided a list of generic commitment that governments and other 

stakeholders can make in the different pillars of health systems. Following the table is a 

detailed list of examples of SMART commitments, developed by the Tokyo N4G working 

group on nutrition in UHC, arrange by the six health system pillars and by constituency 

(table x) (World Health Organization, n.d.-c). 
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Governments have an opportunity to deliver on UHC by making policy and financial 

commitments to intergrade nutrition interventions into national UHC plans. However, each 

country is different and plans for integrating ENAs must be tailored to the local context. 

Factors to consider include; the causes of malnutrition in each country; the appropriate 

interventions for national and subnational context; who currently has access to health 

services and who does not; and the extent of financial hardship incurred through out-of-

pocket payments for health services. As countries make progress towards achieving UHC, all 

policy-makers will be confronted with the same question: which interventions should be 

included in the national health system? This requires careful prioritization across all 

potential health interventions, maximizing health outcomes within the available budget. 

Countries are encouraged to prioritize health interventions that are both cost-effective and 

serve the poorest and most vulnerable groups first, so that no one is left behind (World 

Health Organization, n.d.-e).  

 

Commitments to achieve mainstreaming nutrition in UHC is laid out in details in WHO’s N4G 

brief on Mobilizing ambitious and impactful commitments for mainstreaming nutrition in 

health systems (World Health Organization, n.d.-c). For example overarching commitments 
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in health workforce for nutrition which tries to ensure that nutritionist, health workers and 

non-health workers whose work involves nutrition are properly trained on and supported in 

the integrated delivery of quality priority nutrition actions across the life-course, and that 

they receive integrated supportive supervision and mentoring that builds their capacity to 

deliver these interventions.  

 

Few examples that governments can commit to (World Health Organization, n.d.-c): 

• By [TIME INDICATION], the Ministry of Health will ensure that health workers 

integrate nutrition assessment, counselling and services customized to the needs of 

patients into routine health care services.  

• By [TIME INDICATION], the Ministry of Health will ensure a minimum density of XX 

personnel trained to respond to nutrition challenges and implement nutrition-

related interventions at each service delivery level.  

 

However, these commitments are not limited to governments, other stakeholders and 

international partners can also play a part mainstreaming nutrition in UHC. A few examples 

they can commit to (World Health Organization, n.d.-c):  

• United Nations agencies, by [TIME INDICATION], will assist accreditation of nutrition 

training institutions.  

• Civil society organizations, by [TIME INDICATION] will support social accountability 

mechanism for nutrition professional needs.  

• Funding and donor organizations, by [TIME INDICAITON] will support the Ministry of 

Health and relevant government structures in XX countries to establish and 

operationalize a health workforce registry system to track nutrition health workforce 

stock, distribution, education and remuneration.  

• Private sector organizations, by [TIME INDICATION] will ensure that their own health 

and nutrition-sensitive service-providing staff have minimum appropriate training in 

essential, gender-responsive nutrition actions.  

 

5. Importance of the involvement of Political Stakeholders  



 

Version 4 _ 20st July 2020 
 

35 

5.1. Write about the crucial role of political stakeholders to facilitate joint-actions and 

break down silos 

 

ASEAN is faced with important health challenges due to demographic and epidemiological 

transitions of the region, and the double burden of diseases typically present in developing 

countries with a continuous threat of infectious diseases or the growing needs of chronic 

diseases (Lamy M et Phua K: Southeast Asian cooperation in health: a comparative 

perspective on regional health governance in ASEAN and the EU). Health is still largely 

considered as a national concern that is related to domestic issues.The main obstacle to 

health cooperation in Southeast Asia lies in the economic, cultural, and political differences 

between its ten member states. To overcome these disparities and tackle common health 

challenges as collective, Southeast Asian nations must look beyond national policy and 

towards the potential of ASEAN as a regional institution. However, there is relevant scope 

for regional intervention to achieve common standards, as in the form of training and 

capacity building of health policy makers or the health workforce(Lamy M et Phua K, pg 238) 

The primacy of national sovereignty, the prevalence of national interests over the common 

good, and the culture of rule by consensus have been the main limitations to collective 

action among ASEAN nation states. 

 

The ASEAN charter and ASEAN engagement for health and social policy cooperation: The 

ASEAN Charter of 2007 granted ASEAN with a legal personality1 and greater legitimacy as a 

global actor. The charter redefines ASEAN institutions and instigates a rule-based approach 

to policy making, allowing for more systematic planning in all policy fields. The Charter 

created an ASEAN Socio-Cultural Community (ASCC) pillar focusing on health as well as the 

environment, education, welfare, and development (Lamy M et Phua K, Pg 238). This 

charter clearly entails ASEAN’s progressive involvement in health governance for the region 

whereby it recognizes that the region’s capacity for development depends first and 

foremost on a healthy community achieved through collective effort. The ASCC pillar and its 

blueprint gave rise to a small Health and Communicable Diseases Division, which was the 

first sign of institutionalized cooperation for health improvement in Southeast Asia.  
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Regional mechanisms for health cooperation: As early as 2002, ASEAN put together a 

“Healthy ASEAN 2020” vision and established a Regional Action Plan on healthy Lifestyles 

2020, promoting the improvement of social determinants of health (Association of 

Southeast Asian Nations 2002). This first strategy aims to establish a number of relevant 

regional mechanisms for governance in health such as high-level policy forums, a network of 

exchange in expertise, partnerships for technical capacity improvement, the involvement of 

the educational sector for health literacy, as well as multisector engagements to secure the 

determinants of health (Association of Southeast Asian Nations 2002). This regional action 

plan mentions the establishment of leadership development programs, for key government 

and nongovernmental bodies, built around needs that are relevant to the ASEAN Member 

Countries (Association of Southeast Asian Nations 2002) and to develop capacity for health 

governance among member states.  

 

On 13th November 2017, the Association of Southeast Asian Nations (ASEAN) Leaders’ 

Declaration on Ending All Forms of Malnutrition was adopted by the leaders of the ASEAN 

member states during the 31st ASEAN Summit.  The Declaration embodies the highest level 

of political commitment toward a multi-sectoral collaborative approach on food security 

and nutrition among sectors such as agriculture, public health and nutrition, and social 

welfare and other relevant stakeholders. The ASEAN Leaders’ Declaration on Ending All 

Forms of Malnutrition confirms the critical importance of addressing malnutrition, 

particularly stunting, immediately and strategically.  Increasingly, nutrition is seen as a 

maker and marker of development – essential to the attainment of the Sustainable 

Development Goals. The ASEAN Leaders tasked the ASEAN Health Ministers to monitor the 

progress of the Declaration and support the delivery of nutrition-specific and nutrition-

sensitive interventions.  In March 2018, the Philippines lead the formulation of the 

framework of action for nutrition and a strategic plan to implement the Declaration among 

the 10 ASEAN Member States. (Scaling Up Nutrition) 

 

Universal Health Coverage and importance of political commitments: 

Universal Health Coverage (UHC)is a critical component of sustainable development and 

poverty reduction, and a key element of any effort to reduce social inequities. UHC has a 

direct impact on a population’s health and welfare. The Association of Southeast Asian 
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Nations (ASEAN), consisting of 10 countries Brunei, Cambodia, Indonesia, Lao PDR, Malaysia, 

Myanmar (Burma), the Philippines, Singapore, Thailand, and Vietnam has been the most 

significant multilateral group in Asia. 

 

Political Commitments: UHC is the hallmark of a government’s commitment to improve the 

wellbeing of all its citizens. The political commitments to endorse UHC have at face value 

been strong in the ASEAN countries. In these countries, some to a greater extent than 

others, many policies and strategies have been established and implemented to facilitate 

progress toward UHC. 

 

• Political will and commitment is crucial in the investment in health care and health 

financing reforms aiming at universal coverage. (pg 658, Kwon S.) 

• The establishment of the ASEAN Community in December 2015 came at a time of 

unprecedented peace and prosperity in the region, with ASEAN achieving key 

milestones in all its three mutually-reinforcing pillars. Underlying ASEAN’s strong 

economic performance is a healthy populace that will continue to fuel its growth and 

sustainability in the years to come. For this purpose, comprehensive initiatives have 

been undertaken by the ASEAN Health sector to ensure food and nutrition security 

at both national and regional levels that will achieve a Healthy ASEAN. Through 

appropriate advocacies and mechanisms as well as joint health initiatives, in 

cooperation with the ASEAN Dialogue Partners, external parties and stakeholders, 

ASEAN Member States have endeavoured to include health in all relevant policies 

and address health implications in the pursuit of economic progress and political 

stability. 

• The increasing multilateral collaboration between countries in the ASEAN region has 

led to the ambition to create the ASEAN Economic Community (AEC) by 2015. This 

regional economic integration aims to achieve a single market and production base, 

which is competitive, equitable, and integrated into global economy. The integration 

can potentially bring both positive and negative effects to country’s effort in 

achieving UHC. 
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• Social, economic, and political factors can also have a long-term influence on 

maternal and childhood undernutrition (Regional Report on Nutritional Security, 

2016) 

• Establishment of a multisectoral and multi-stakeholder coordination and 

governance mechanism for the implementation of the nutrition policies, at regional, 

national and local levels.  

• To identify different solutions to ensure equity in each country, based on the level 

and origin of disparities in terms of size, economic development, and health and 

nutritional status 

• ASEAN Member States face a number of challenges and gaps in addressing 

malnutrition. Some of these are context-specific challenges relating to coordination, 

policies, programmes and financing for nutrition actions. For example, despite great 

efforts in recent years to develop multisectoral and multi-stakeholder coordination 

mechanisms, this still remains a challenge in a number of ASEAN Member States, 

especially in relation to commitment to results-based accountability. The large 

financial gap observed in the majority of low- and middle-income countries with 

regard to nutrition improvement is one of the key barriers that are preventing the 

successful control and elimination of malnutrition. Many ASEAN Member States still 

need to further develop capacities and monitoring systems for nutrition at all levels 

of governance and institutions, and nutrition and food security policies and laws in 

many instances require significantly strengthened enforcement as well as expansion 

in scope. 

• Healthcare financing reform toward universal health care coverage is effective in 

improving access to health care and reducing the financial burden of patients. 

Universal health care coverage in Thailand has contributed to increasing health care 

use and has reduced the incidence and intensity of catastrophic health expenditure 

(Pg 652, Kwon S.) 

In Thailand, since 2002, the political commitment to universal access to healthcare was 

emphasized in the National Health Security Act that states that ‘Thai population shall be 

entitled to a health service with such standards and efficiency’. In Indonesia, in 2004, the 

Presidential Bill No. 40/2004 on National Social Security System to protect Indonesian 
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citizens from catastrophic household expenditure due to illness and death was enacted. In 

Myanmar, in 2012, the Government has endorsed the goal of achieving UHC by 2030 with 

aims to improve the health status of the poor and vulnerable, especially women and 

children.  

Indonesia: Progress towards universal health coverage in Indonesia has been uneven and 

iterative, but consistently driven by domestic political interests. In most cases, the impetus 

for more inclusive health coverage has been domestic, and implementation has been 

nationally driven. Democratisation and Decentralisation plays a very important role in the 

interaction between health policy and national governance: the two important and linked 

developments in Indonesia (Pisani E, et al: Indonesia’s Road to Universal Health Coverage: A 

Political Journey) 

 

Recommendations Going Forward: 

• Regional cooperation structure between ASEAN and WHO regional offices 

• An integrated cooperation with WHO and related organizational structures 

• Inclusive framework for cooperation on health 

• Transferable mechanisms for health cooperation in Southeast Asia 

• The role of civil society in ASEAN regional health governance 

 

5.2. Importance of Funding in the Achievement of Health Goals in ASEAN Countries 

While malnutrition is a global issue, it has become a particularly severe public health 

disaster across Southeast Asia. Many families and communities in Southeast Asia still 

lack access to enough food, or to essential nutrient-rich foods, or the means to 

purchase fortified foods and vitamins. Due to urbanization, employment 

opportunities, rising per capita income, and the attendant marketing and 

consumption  of unhealthy snacks and “fast food” diets, the problems associated with 

obesity—increased susceptibility to diabetes, hypertension, stroke, and some 

cancers—are likewise adding undue pressure to health-care systems. The funding gap 

to address the regions’ food insecurity, undernutrition and obesity epidemics, is acute 

and funding sources insufficient (Financial Innovations Lab Report, Milken Institute 

Asia Centre). Adequate, timely and predictable funding is key to ensure the effective 
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delivery of nutrition interventions. Advocacy efforts should be carried out to 

encourage traditional donors to increase their spending on this area and to mobilize 

governments to strongly boost allocation of domestic resources to all sectors involved. 

Healthcare financing reform toward universal health care coverage is effective in 

improving access to health care and reducing the financial burden of patients. For 

example, Universal health care coverage in Thailand has contributed to increasing 

health care use and has reduced the incidence and intensity of catastrophic health 

expenditure (Pg 652, Kwon S.) 

 

In recent years, various ASEAN countries’ government policies have begun to shift 

from focusing on food quantities to the provision of nutritious food, in part due to 

advocacy efforts to improve nutrition awareness. Yet other factors including higher 

rates of urbanization, greater rates of female employment, increased discretionary 

income, and social perceptions—have created greater demand for processed and fast 

foods, and diets that contain unhealthy levels of sugars and fats (Milken Institute Asia 

Centre – Financial Innovations Lab Report). 

Current funding for various health programs (especially to address the challenges of 

malnutrition) comes from diverse public and private partnerships and reflects the 

impacts and challenges of malnutrition across the health, agricultural, sanitation, and 

infrastructure sectors. That diversity, however, hinders the ability to obtain precise 

program allocation amounts since budget allocations for nutrition tend  to be 

included, but not noted as line items, in public budgets, and financed through more 

than one department (Di Ciommo, Mariella, “The Aid Financing Landscape for 

Nutrition,” Development Initiatives: April 2013).  In Thailand, for example, the 

ministries of public health, agriculture, commerce, and education all allocate funds  

for programs whose components target malnutrition, as do the Thai Health Promotion 

Foundation and the National Health Commission (Nutrition Impact of Agriculture and 

Food Systems Thailand,” United Nations, p. 50, August 2013) 

 

Barriers to Investment/Funding in Nutrition: 

• Insufficient Funding 

• Inadequate Government Budgetary Documentation 
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• Public Perceptions and Cultural Norms 

• Inadequate Structures for Public-Private Partnership 

 

ASEAN possesses much potential to strengthen health governance in Southeast Asia. 

ASEAN’s potential can be improved by reinforcing its existing mechanisms to support a 

stronger and more coherent regional health governance framework. Ultimately, pushing for 

more integration can pave the way towards a more inclusive ASEAN—pooling the resources 

and expertise of a civil society network together towards the reduction of health inequities 

and to meet the health challenges of the twenty-first century. With deeper political 

commitment comes financial commitment, ultimately increasing ASEAN’s capacity to act as 

a global health actor. With more elaborate regional mechanisms for health cooperation and 

a wider network of global/regional/societal partnerships, an ASEAN style and context-

specific framework for regional health policy making can evolve organically. 

 

7. Comparison between Brunei and Vietnam  

 

After Brunei’s independence, the country managed to achieve economic growth during the 

1990s and 2000s, with the GDP increasing 56% from 1999 to 2008 and it is considered a 

developed country. Among ASEAN countries, Brunei has the second-highest Human 

Development Index, after Singapore (United Nations Development Programme, retrieved 3 

July 2020). In contrast, Vietnam was not on a privileged position during it’s economical 

history, but it is experiencing a significant change in lifestyle, morbidity, and mortality.  

This is explained by the industrialisation, globalisation and increased incomes. Most urban 

areas now have typical western food establishments that have been substituting the local 

food culture.  

The causes of undernutrition among ASEAN Member states are multisectoral, with poor 

countries and poor households suffer more from higher rates of undernutrition. Due to 

these contrasting scenarios on both ASEAN countries, it is insightful to compare their health 

and nutrition-related factors (Nguyen & Trevisan,2020). 
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Brunei 

 

Overweight and obesity are a growing concern. 

Obesity is affecting 18.3% of boys and 9.9% of 

girls, with a difference of 8.4% (2020 Global 

Nutrition Report). Both conditions have high 

direct costs for countries among ASEAN member 

states, and in Brunei it is 16%.” (Ref: Policy Note 

on ASEAN DBM). 

 

 

 

The prevalence of stunting in several ASEAN 

Member States remains high compared to levels 

observed in other developing countries, and 

what would be expected given 

average GDP per capita. Stunting rates in Brunei 

Darussalam are classified as “medium” public 

health significance. Regarding micronutrient 

deficiencies, amongst pregnant women, the 

prevalence of anemia is reportedly 28% in 

Brunei (ASEAN/UNICEF/WHO 2016). 

 

Recent FAO regional assistance pertinent to 

Brunei has focused on a framework for food 

security and a vision for the food agriculture and 

forestry sector. Some of the objectives of 

cooperation embrace reducing the origin of 

food imports and developing rice production 

with a view to attaining self-sufficiency 

(Agriculture 2013). 

Vietnam 

 

The temporal trends in overweight and obesity’s 

prevalence increased 550% between 1993 and 

2015, especially in urban areas and in women 

over 35 years of age. The absolute values of the 

prevalence are the lowest in ASEAN, but the 

rapid increasing trends are of concern (Mbuya, 

2019). Diabetes are on the rise, and the 

projections show the prevalence almost 

doubling between 2010 (2.9%) and 2030 (4.4%). 

 

Stunting rates in Vietnam are classified as “high” 

public health significance. 

Micronutrient Deficiencies are a significant 

public health concern amongst ASEAN Member 

States. Amongst pregnant women, the 

prevalence of anemia is reportedly 32.8% in 

Vietnam (ASEAN/UNICEF/WHO 2016). 

 

 

 

 

Growth monitoring of children under-5 years 

confirmed the benefits of a good diet, improved 

breast-feeding practices and weaning foods. 

Many of FAO’s strategy demonstrated an ability 

to sustainably prevent malnutrition and improve 

household access to nutritious food(FAO, 2018). 
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Rank of key nutrition-related risk factors for death and diseases in selected ASEAN 

countries, 2017 

 

 High BMI Dietary risks Malnutrition Low physical activity 

Vietnam 7 1 8 15 

Brunei 5 2 9 12 

 

Source: IHME 2017 (https://vizhub.healthdata.org/gbd-compare/heatmap) adapted from “Adressing the 

Double Burden of Malnutrition in ASEAN”. 

Note: Risk factors are ranked 1 to 19 based on the total number of disability-adjusted life years per 100,000 in 

the country. High BMI refers to death and disease for which elevated BMI is a known risk factor. Dietary risks 

refer to diseases (mainly noncommunicable) for which a diet low in whole grains, fruits, and/or vegetables is a 

known risk factor. 
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