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ABSTRACT 

 

Child malnutrition is a public health issue that concerns the entire world. Children under 

five and infants who are suffering from undernutrition are highly susceptible to adverse health 

effects such as disease, growth failure and/or micronutrient deficiencies; consequently, impeding 

their ability to develop and fulfil their lives to their full potential. In Ethiopia, this issue has been 

attributed to a set of social determinants of health which facilitates the way we address the issue. 

In public health, the problem of child undernutrition has been handled via various modalities:  

from prevention, to management, to treatment. Consequently, efforts to combat child 

undernutrition require integrated efforts from local, state and national organizations to continue 

the progress in eradicating child undernutrition in Ethiopia. The following paper discusses the 

issue of child undernutrition in Ethiopia using a public health approach.    
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CHAPTER 1: UNDERNUTRITION BACKGROUND 

 

OVERVIEW OF UNDERNUTRITION 

The human body requires nutrients in order to grow and maintain good health (HTP, 

2008). Nutrients are attained through the consumption of food; thus, nutritional status is 

determined by the amount and quality of food we consume (HTP, 2008). Malnutrition is an 

umbrella term for the inappropriate intake of nutrients needed to sustain healthy development; 

the term applies to under or over nutrition (UNICEF, 2009). Over nutrition refers to an 

overconsumption of calories, whereas under nutrition is the insufficient supply of sustenance or 

inadequate utilization of nutrients upon consumption that lead to illness (UNICEF, 2009). A 

person who is undernourished will experience one or both of the following disorders:  

macronutrient malnutrition and micronutrient deficiencies (HTP, 2008). The conditions function 

in combination and contribution to one another; thus, making the issue of child undernutrition 

extremely difficult to solve. 

Since nutrients are required for growth and development, an undersupply of nutrients will 

effect both areas. The body will display nutrient deficiencies in one or more of the following 

ways: physiological, anatomical, cognitively, and/or immunologically. Physiologically, the body 

will fail to uptake the nutrients needed to maintain a healthy weight. Anatomically, the body 

exhibits physically signs of weight loss and/or inadequate nutrient intake. Nutrients supply the 

brain with the materials needed to Cognitive abilities also reflect the body’s response to 

undernourishment. And lastly, the immune system’s ability to attack infectious agents indicates 

that the body is being properly nourished. When undernourishment is experienced in the womb, 

during infancy, through childhood, and/or into adulthood, the implications are detrimental to the 

health and life of the individual.  
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MACRONUTRIENT MALNURITION  

Macronutrients are nutrients required in large amounts for normal growth and 

development; those nutrients include: carbohydrates, protein, and fat (HTP, 2008). When there is 

a lack of any of these essential macronutrients, there is an elevated risk of morbidity and 

mortality, especially in children under five and infants (age 0-1 year). Statistics show that for 

every child with severe malnutrition, there are 7-10 suffering from mild to severe forms of 

malnutrition in one community (Duncan, 2015).  Nonetheless, by no means are these issue 

symptoms exclusive to children, undernutrition affects children and adults in the same manner 

and to the same degrees of severity.    

 

Protein-energy undernutrition 

Protein-energy undernutrition (PEU) is a deficiency of energy due to insufficient 

consumption of all macronutrients (Morley, 2014). PEU takes two forms: acute malnutrition and 

chronic malnutrition (Morley, 2014). Upon a diagnosis of protein-energy undernutrition, the 

cause and severity of PEU is classified in two ways: primary or secondary. According to Morley 

(2014), the primary form of PEU that is “caused by inadequate nutrient intake”, whereas the 

secondary form of PEU is a “result from disorder or drugs that interfere with nutrient use” 

(classification and etiology sect.). In essence, primary PEU encompasses acute malnutrition 

symptoms and secondary PEU involves chronic malnutrition characteristics. The classification of 

PEU allows physicians to act appropriately in accordance to the degree of severity. In third world 

countries, PEU has a prevalence of 20% and 2% in its mild-moderate and severe forms, 

respectively (Duncan, 2015).  
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Acute malnutrition 

Acute malnutrition presents itself in one of the following clinical forms: marasmus, 

Kwashiorkor, or Marasmic-kwashiorkor (HTP, 2008). Marasmus is also known as “wasting”, 

and is characterized by thinness due to a rapid diminishing of fat and muscle which is the body’s 

way to compensate for the inability to create energy (HTP, 2008). In marasmus, growth is 

reduced to conserve energy; nonetheless, this alteration has adverse effect on the body’s immune 

response to fight infection(s) (HTP, 2008). Thus, a wasted person is highly susceptible to “liver, 

kidney, heart, and gut infections and/or failure of major organs” (HTP, 2008). As shown in 

figure 1.1, marasmus at its more severe stages is physically apparent where the bones are easily 

seen and the skin becomes very thin (HTP, 2008). At its moderate stages, the bones are 

beginning to protrude and the body’s fat is diminishing. The diagnosis tools and criteria of 

6marasmus is shown in figures 1.3 and 1.4, where both MUAC and WHZ are utilized to 

diagnose those that are showing signs of undernourishment.  

Kwashiorkor, characterized bi-lateral pitting oedema, is another indicator of severe acute 

malnutrition (HTP, 2008). Oedema is a swelling of body tissue that is a result of an accumulation 

of fluid in those tissues (HTP, 2008). Typically, the swelling occurs in the lower legs and feet, 

but in its severe forms, oedema will also be present in the arms, hands and face (HTP, 2008). All 

kwashiorkor cases are severe forms of acute malnutrition; however, the severity and location of 

oedema classifies kwashiorkor (HTP, 2008). For instance, kwashiorkor is diagnosed when there 

is oedema present in both feet (mild oedema), both feet, lower legs, hands or lower arms 

(moderate oedema), or is generalized in lower and upper limbs as well as the face (severe 

oedema) (HTP, 2008). Figure 1.1 presents the abdomen as another location of swelling and 

another depiction of kwashiorkor in children. The symptoms of kwashiorkor include: “loss of 
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appetite, apathy and irritability, change in hair color (yellow/orange) and discoloration/shedding 

of the skin (dermatosis)” (HTP, 2008).  

 

Figure 1.1: Characteristics of acute malnutrition 

  

Retrieved from: http://aibolita.com/sundries/18111-protein-energy-malnutrition.html  

 

Accordingly, acute malnutrition can also result in a combination of both of the previous 

disorders, a disorder known as marasmic-kwashiorkor. In this disorder, a child shows a 

combination of the characteristics seen in marasmus and kwashiorkor. More specifically, 

thinness of the skin, protruding bones, and swollen tissues are all physically present.   

 

Chronic malnutrition   

Chronic malnutrition is a long-term consequence of undernourishment that may begin 

before birth and goes into adulthood (HTP, 2008). Stunting is the result of chronic malnutrition, 

http://aibolita.com/sundries/18111-protein-energy-malnutrition.html


Senior Honors Thesis 6 
 

where a child’s height-for-age is shorter than normal (HTP, 2008). A child’s body will be of 

proportional size, but compared to a child of the same age, will be shorter in height; hence, the 

classification measurement of height-for-age (HTP, 2008). In some cases, a child can be both 

wasted and stunted (both short and thin); an issue that increases their susceptibility to morbidity 

and mortality (HTP, 2008). Figure 1.2 is a representation of a child who shows signs of 

undernutrition in one of three forms, compared to the appearance of a child that is growing 

“normally”, without any severe nutritional issues.  

 

Figure 1.2: Comparison of acute and chronic malnutrition versus normal weight and 

height 

Retrieved from: London School of Hygiene and Tropical Medicine, 2009 

 

Diagnostic tools/measures  

Acute and chronic malnutrition are measured by body measurements, height, and weight. The 

mid-upper arm circumference (MUAC) and weight-for-height Z-score (WHZ is specifically for 
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‘wasting’) are the most efficient and cost-effective measures used for diagnosing undernutrition 

in children. Other measures have proven to be more accurate; however, they require more time 

and are a bit complex to use.  

 

Mid-Upper Arm Circumference (MUAC)  

MUAC values are acquired using a tape that measures the muscle mass of the mid-upper 

arm (HTP, 2008). It is fast and effective measure of malnutrition for children aged 6 to 59 

months, although it has showed increasing use in measuring adult nutritional status (HTP, 2008). 

As seen in figure 1.3, the tape not only indicates if a child is malnourished, but it can also 

indicate the severity or risk of malnourishment.  

 

Figure 1.3: Mid-upper arm circumference (MUAC) band and its measurements  

 

Retrieved from: The Mother and Child Health Education Trust, 2016 

 

Red = severe malnutrition 

Orange = moderate malnutrition 

Yellow = at risk for malnutrition 

Green = normal 
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Classification 

Weight-for-Height Z-score (WFH Z-score/WHZ) 

WFH Z-score is a combination of weight and height measurement that allows a 

comparison of children of different ages. WHZ uses the WHO Growth Standards to compare the 

individual’s weight to the average weight of an individual of the same height to assess whether 

the individual is “wasted” (HTP, 2008). As seen in Figure 1.4 below, both the MUAC and WHZ 

measurements are considered when diagnosing a child as being severely wasted. Further 

diagnosis can be made through clinical observation, such as in the cases of oedema where there 

are obvious signs of swelling.  

 

Figure 1.4: Classification of severe acute malnutrition (SAM)  

  

Retrieved from: World Health Organization & UNICEF, 2009 

 

MICRONUTRIENT DEFICIENCIES  

Micronutrients are essential to human development and growth. Although consumed in 

minimal quantities, micronutrients serve a large purpose in maintaining good health. 

Micronutrients facilitate the production of enzymes, hormones, and other substances that are 
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essential to growth and development (Duncan, 2015). For children and pregnant woman, having 

these deficiencies make them especially susceptible to preventable diseases (Duncan, 2015). Of 

the variety of micronutrients needed to sustain healthy development, deficiencies in the 

following micronutrients are most common among those who are undernourished.   

 

Vitamin A deficiency  

Vitamin A is important to development as it is involved in “immune functions, vision, 

reproduction, and cellular communication” (NIH, 2016). The most common issues of vitamin A 

deficiency arise in the form of eye disease, impaired immune system and increases the risk of 

mortality form measles and diarrhea disease (NIH, 2016). This health issue is of high priority as 

it is the leading cause of preventable blindness, it increases risk of maternal mortality, and it 

increases risk of death from severe infections (Duncan, 2015). In developing countries, vitamin 

A deficiency is a common disorder of malnutrition that is attributable to child morbidity and 

mortality (Duncan, 2015).    

 

Iron deficiency 

Iron is vital to the production of blood hemoglobin; thus, a deficiency in iron often results 

in anemia (HTP, 2008). In its severe form, iron-deficiency anemia is a blood hemoglobin 

measure of less than 7.0 grams per deciliter (HTP, 2008).  Typical signs include paleness, 

tiredness, headaches, and breathlessness, as well as pale eye lids, palms and tongue (HTP, 2008). 

The most affected populations are pregnant women and children in developing countries (HTP, 

2008). In pregnant women, this issue is especially detrimental to their health as it increases risk 

for hemorrhage, sepsis, and maternal mortality (Duncan, 2015). For the fetus, anemia also 
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presents danger as it is associated with perinatal mortality and low birth weight (Duncan, 2015). 

In children, anemia is especially threatening as it affects the immune system and cognitive 

development (Duncan, 2015). As a result, iron deficiency is an issue that is imperative to address 

in developing countries, especially those that are suffering from undernutrition.  

 

Iodine deficiency 

In comparison to the above micronutrient deficiencies, iodine deficiency has the third 

greatest prevalence (HTP, 2008). Iodine is a micronutrient that essential to the production of the 

thyroid hormone (HTP, 2008). A deficiency in iodine leads to irreversible developmental delay 

and functional impairments (Duncan, 2015). Goiters (a swelling of the thyroid gland) and 

cretinism (mental and physical disability) are the most common results of iodine deficiency 

(HTP, 2008). In developing countries, deficiencies in iodine are of concern due to the association 

this disorder has with undernutrition.   

 

Other micronutrient deficiencies  

There are many other deficiencies that people, especially children are more likely to 

suffer from when undernourished. Zinc deficiency is an issue that contributes to child mortality 

around the world. Zinc affects growth, immunity, and wound healing (Duncan, 2015). 

Specifically, a lack of zinc can cause short stature, anemia, enlarged live and spleen, and other 

adverse health conditions (Duncan, 2015). Other deficiencies in vitamin C, niacin, thiamine, 

riboflavin and vitamin D are common contributors of child morbidity and mortality in 

developing countries (HTP, 2008).   
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GLOBAL BURDEN OF CHILD UNDERNUTRITION  

Child undernutrition is a widespread global health issue that endangers the lives of 

millions of children each year. As mentioned, the leading indicators for undernutrition among 

children under-five are wasting (acute malnutrition) and stunting (chronic malnutrition) rates. 

Stunting prevalence rates between 1990 and 2014 showed a percent change of 15.8% globally 

(UNICEF, WHO & World Bank Group, 2015). In numbers, children under five who were 

suffering from stunting decreased by 96 million cases in 2014 (UNICEF, WHO & World Bank 

Group, 2015).  By region, Asia and Africa were the leading regions with more than half and 

more than one third of children under-five suffered from stunting, respectively (UNICEF, WHO 

& World Bank Group, 2015).  

Data on children under-five suffering from wasting shows that the issue is not as 

prevalent as stunting, yet, it is an issue of equal importance. In 2014, the global wasting rate was 

at 7.5%, with approximately every one in thirteen children in the world diagnosed as wasted 

(UNICEF, WHO & World Bank Group, 2015). Of those children who were wasted, a third of 

them were severely wasted; a global prevalence of 2.4% (UNICEF, WHO &World Bank Group, 

2015). In numbers, that was about 50 million wasted and 16 million severely wasted (UNICEF, 

WHO & World Bank Group, 2015).  

Although prevalence of under-five stunting has declined globally, it is important to take 

into consideration the level of progress some regions have compared to others. One of the most 

influential factors improving the progress of stunting reductions is country income. Statistics 

show that since 1990, low-income countries have had the lowest progress in reducing the 

prevalence of stunting compared to upper-middle-income countries (UNICEF, WHO & World 

Bank Group, 2015). In low-income countries, under-five stunting had a 32% reduction, whereas 
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reductions in middle-upper-income countries were upwards of 77% (UNICEF, WHO & World 

Bank Group, 2015). Overall, surveillance of malnutrition showed that the prevalence of stunted 

children was distributed primarily among low-income and lower-middle-income countries 

worldwide (UNICEF, WHO & World Bank Group, 2015). Ethiopia being a low-income country 

is likely to experience similar trends in the burden of child undernutrition.  

 

IMPORTANCE  

Child health is a distinguished area in the field of public health, for the causes of 

morbidity and mortality among children are usually a result external factors and not individual 

behaviors (LaVeist, 2005). Undernutrition in children is a concern of priority due to its 

contribution to preventable diseases/illness and death. The coordinated effects of nutrition, 

infection, and immunocompetency are the underlying cause of death among children who are 

undernourished (Duncan, 2015).  

 

Nutrition, infection, and immunocompetency 

Nutrition is directly associated with infections and immunocompetency (Duncan, 2015). 

When there is an insufficient or improper intake of foods and nutrients, there is an elevated risk 

of illness, disease, and death that is due to the body’s incapacity to protect itself (Duncan, 2015). 

Immunocompetency refers to the immune system’s ability to fulfil its fundamental functions in 

protecting the host (e.g. human) from infectious agents that exist in the environment (Marcos, 

Nova, & Montero, 2003). Typically, the dynamic of these synergistic forces act in the following 

manner: undernutrition caused by macronutrient and/or micronutrient deficiencies impairs the 
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body’s immune system, which in turn, makes the host highly susceptible to illness and disease 

from an infectious agent (Marcos et al., 2003).  

In developing countries, nutritional deprivation is an endemic issue that increases 

frequency and severity of infection, especially among children under five (Marcos et al., 2003). 

Malnutrition is the underlying factor of over one third of the leading causes of death in children 

under five (WHO, 2011). Over 8 million children under five (59%) per year are suffering 

premature death from preventable disease such as: diarrhea, pneumonia, and other infectious 

diseases (WHO, 2011). Newborns (41%) are primarily dying from preterm births, asphyxia, 

sepsis and other neonatal complications caused by the mothers malnutrition status (WHO, 2011). 

Thus, malnutrition not merely an issue concerns a child’s ability to maintain good health, but it is 

an issue that concerns a child’s ability to live past his fifth birthday (WHO, 2011). In developing 

countries, this issue holds higher priority as the population of those undernourished increases in 

developing countries. As a result, a public health approach is important in addressing the issue of 

child nutrition as the goal is to “prevent disease, promote health, and prolong life” (WHO, 2016).   

  

RELEVANCE  

Millennium development goals  

Measures and indicators of child health reflects back on a population at a local, national 

and international level (LaVeist, 2005). The United Nations Development Group has recognized 

the importance of child health and nutrition in their Millennium Development Goals (MDGs), as 

well as the new and improved Sustainable Development Goals (SDGs). The MDGs and SDGs 

are a set of goals to address the issue of poverty in its many dimensions (UN, 2015). Among the 
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many dimensions of poverty, malnutrition, child and infant mortality, and maternal mortality are 

goals that specifically concern matters of child undernutrition (UN, 2013).  

Goal one is to eradicate extreme hunger and poverty (UN, 2013). More specifically, the 

target to alleviate extreme hunger aimed to halve the proportion of children under five who were 

malnourished (UN, 2013). Goal four was to reduce under-five child mortality by two-thirds and 

reduce infant mortality (UN, 2013). Finally, goal five addressed the issue of maternal mortality 

by aiming to reduce maternal mortality and increase access to reproductive health (UN, 2013).  

Although the target date for the MDGs has come to an end (in 2015), analyzing the 

progress a country has made towards its target value helps determine the particular dimensions of 

poverty that are affecting the country of interest the most. Accordingly, the SDGs provide a 

similar platform of addressing the issue of poverty and hunger, and the dimensions that are of 

particular concern. However, the agenda for the SDGs is set for 2030 which means that the 

SDGs will not provide sufficient information for a conclusive interpretation. Thus, for the 

purpose of this paper, the MDGs data will be used to analyze the progress Ethiopia has had in 

alleviating issues of child undernutrition, child mortality, and maternal health. 

Aside from all of the academic language that denotes the relevance and importance of 

child health and nutrition, the issue ultimately resides on the basic human right to give a child the 

opportunity to fulfill their full potential in life. Thus, it is imperative to continue addressing this 

issue until we have identified and eliminated those elements of the problem that have the greatest 

impact on the health and nutrition status of children.  
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CHAPTER 2: ETHIOPIA OVERVIEW 

 

MDG PROGRESS 

Ethiopia has shown some great progress in achieving their targets for six out of the eight 

MDGs. The mdgtrack global index for Ethiopia is at 42%, meaning that they were close to 

completing half of their MDG targets; even so, Ethiopia is shown to be on track for 2020 (TAC 

Economics, 2011). As for goal one, target one (reducing poverty headcount ratio at $1.25 a day), 

Ethiopia is close to halving the population percentage of poverty headcount ratio as the last 

recorded value was 36.8% and their 2015 target was 30.3% (TAC Economics, 2011). Target two 

(reducing prevalence of malnutrition in children under 5) has seen some improvement, but is not 

predicted to meet its target value until after 2025 (TAC Economics, 2011).   

Fortunately, the targets for goal four – reducing child mortality rate – have been achieved 

as the mortality rate of children under-five has reduced from 205.0 to 64.4 deaths per 1,000 live 

births (TAC Economics, 2011). The infant mortality has also reduced, but not enough to meet its 

target value of 40.6 deaths per 1,000; yet, it is predicted that by 2017 this target will be achieved 

(TAC Economics, 2011). Another significant achievement in the MDGs for Ethiopia has been 

improving access to safe water sources, where 51.5% of Ethiopia’s population now has access to 

improved water sources compared to the 13.2% that they began with (TAC Economics, 2011). 

The one goal that is off track in all of its targets is goal three, promote gender equality 

and empower women (TAC Economics, 2011). Since the last value neither the ratio of female to 

male primary, secondary, or tertiary enrollment has met its target value of 95% enrollment 

(Economics, 2011). Regardless of whether or not the targets were achieved, the dimensions of 
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poverty addressed by the MDGs have shown hopeful progress in saving and improving the lives 

of everyone living in Ethiopia.  

 

DEMOGRAPHICS 

Demographics provide descriptive statistics to the public health professionals in order to 

tailor research, prevention, and intervention methods. Ethiopia’s population demographics reflect 

upon the country’s ability to progress and develop. As of July 2015, Ethiopia ranked among the 

top 15 most populated countries (CIA, 2015). In 2015, the recorded population of Ethiopia was a 

little over 100 million with a population growth of 3.02% (World Population Prospects, 2016). 

Data from the World Bank (2016) shows that the population density of Ethiopia was 97 people 

per square kilometers of land. Ethiopia’s population density was far beyond the world 

comparison; meaning that there is an issue of overpopulation in Ethiopia (World Bank, 2016). 

There is also a significant amount of asylum seekers and refugees in Ethiopia, which in 2009, 

was estimated to be 135,000 people from either Somalia, Eritrea, and Sudan (World Population 

Prospects, 2016). 

The prominent language in Ethiopia is Amharic, the two main ethnicities are Oromo and 

Amhara, and the major religions are Ethiopia Orthodox and Muslim (World Population 

Prospects, 2016). The age structure in Ethiopia is fairly young, where almost 44% of the 

population is aged 0-14 years (CIA, 2015). The second largest age group are those aged between 

25-54 years of age (29%), followed by ages 15-24 (20%) which compose most of Ethiopia’s 

population (CIA, 2015). Accordingly, the median age in Ethiopia is 17.7 years old, which is a 

young age compared to the median ages of other countries around the world (CIA, 2015). The 

remaining age groups are 55-64 years of age and 65+ years which only make up about 7% of 
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Ethiopia’s population (CIA, 2015). The sex ratio Ethiopia at birth and for the total population are 

fairly equal, where there are 1.03 and 0.99 male(s)/females, respectively (CIA, 2015). From the 

population demographics, it is evident that child health is of priority as the population is 

primarily composed of children and adolescents.  

 

SOCIAL DETERMINANTS OF HEALTH (SDOH) 

To understand why issues of poverty, child undernutrition, and maternal and child 

mortality are occurring and persisting, it is important to understand the dynamics of a country. In 

public health, those dynamics are known as the social determinants of health (SDOH). These are 

the “conditions in the environments in which people are born, live, learn, work, play, and age, 

that affect a wide range of health, functioning, and quality-of-life outcomes and risks” (ODPHP, 

2014).  

Five key areas (determinants) are used to assess health outcomes and areas needing 

improvement, those five determinants include: economic stability, education, social and 

community context, health and health care, and neighborhood and build environment (ODPHP, 

2014). In the following analysis, those five areas will be addressed in comparison to rest of the 

world to provide a perspective on the degree of priority that a particular area requires. 

Ultimately, the goal is to understand which social determinants of health require the most 

attention without forgetting that each area holds a contribution to the issue of child 

undernutrition in Ethiopia.  
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Economic stability 

 A country’s economic stability influences poverty, employment, food security, housing 

and other areas (ODPHP, 2014). The structure of a country’s government is what influences 

economy and capital. Therefore, the issue of child undernutrition stems from the government’s 

power structure and their ability to provide employment and food security so that the population 

evades the issue of undernutrition.  

 

Government 

A country’s ability to improve the health of the people relies heavily on the strength in 

structure and leadership of the government. The Federal Democratic Republic of Ethiopia 

functions under a federal republic government led by the a chief of state (President) and a head 

of government (Prime Minister) (CIA, 2015). Other characteristics of the Ethiopian government 

include a civil law system, a bicameral Parliament, and a Federal Supreme Court among other 

political parties and leaders (CIA, 2015). The type of government influences the power of the 

people. In Ethiopia, the democratic republic is structured in a way that has given the educated 

and powerful a voice; however, that voice does not represent the entirety of the population in 

Ethiopia. Thus, there are improvements that need to be made in the government to give more 

citizens an opportunity to voice their opinion.   

  

Economy  

With specific regards to health, the economy of a country has one of the greatest, if not 

the greatest influence on positive health outcomes. Ethiopia’s economy relies primarily on 

agriculture, as it composes 41.4% of the GDP (CIA, 2015). The most standard products from the 
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agriculture sector include: cereals, coffee, oilseed, cotton, sugarcane, vegetables; hides, cattle, 

sheep, goals; and fish (CIA, 2015). The other two composites of GDP by sector of origin are 

industry (15.6%) and services (43%) (CIA, 2015). The industries most profitable in Ethiopia 

have shown to be: food processing, beverages, textiles, leather, chemicals, metals processing, 

and cement (CIA, 2015).  

A country’s ability to develop is dependent on human resources to increase productivity.  

In 2015, the estimated labor force in Ethiopia was 49.27 million (CIA, 2015). Compared to the 

rest of the world, Ethiopia’s rank was among the top 15 largest labor forces (CIA, 2015). By 

occupation, agriculture had the greatest labor force (85%), followed by services (10%), and 

industry (5%) (CIA, 2015). Even so, unemployment can hinder the progress of development. The 

unemployment rate in Ethiopia was 17.5% in 2012 which has improved since 2011 but is still 

detrimental considering the population count of the country (CIA, 2015). Out of 207 countries 

whose unemployment was ranked, Ethiopia had an unemployment rank of 160; meaning it was 

among the higher percentile of unemployment (CIA, 2015). In 2012, the percent of the 

population below the poverty line was thirty-nine percent (CIA, 2015). That means that over a 

quarter of people in Ethiopia were impoverished.  

 

Education 

Many studies have shown that a high level of education is positively correlated with 

better health outcomes (CDC, 2012). This is because level of education grants greater chances 

for high-income careers, better health literacy, and overall better health practices (CDC, 2012). 

The education sector in Ethiopia requires much attention as seen from the MDG progress report. 

Only 4.7% of the GDP in 2010 was spent on education (CIA, 2015). The total school life 
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expectancy (total number of years of schooling received) for primary to tertiary education was 

seven years in 2005 (CIA, 2015). By sexes, males had a school life expectancy of eight years, 

while females had about six years (CIA, 2015). Literacy level is another aspect to education that 

is critical to health because without appropriate literacy levels, health information is almost 

futile. Literacy is defined as those who are of 15 years of age and over that can read and write 

(CIA, 2015). Literacy in Ethiopia is fairly low as only 49.1% of the total population is literate; 

however, that number will decrease when referring specifically to health literacy (CIA, 2015). It 

is not only important to be educated and literate, but it is important to know how to use these 

privileges for better health outcomes.  

When children are burdened by low education and low literacy levels, it is clear to see 

how child labor would be an option for income. In Ethiopia, child labor was last recorded to be at 

53% with a total number of more than 10 million children ages 5-14 working (CIA, 2015). The 

recorded unemployment rate for youth ages 15-24 was in total a little more than seven percent in 

2013 (CIA, 2015). Compared to the world, that value ranked among the highest percentages of 

unemployment for youth.  

 

Social and community context  

 Social and community context is a determinant that is based on the social cohesiveness of 

a community (ODPHP, 2014). Social support as well as social norms have an impact on health, 

positive and negative. When there is connectedness in the community, people can depend on one 

another to achieve better health outcomes (ODPHP, 2014). However, when social structure and 

norms are built on power, then discrimination and issues of inequality arise; creating a 

disconnect in the community (ODPHP, 2014).  
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Gender and Culture 

Gender and culture are unique variables that play a major role in the health of the 

population, especially child health. Perceptions of gender roles vary among societies, but in 

underdeveloped countries, these gender roles and cultural norms are contributors to health 

disparities and inequities of a population. Gender inequities have a large influence on promoting 

risky behaviors among different cultures. For example, in some cultures, male promiscuity is 

accepted and a woman has little to no say in the relationship. In this example, women are being 

highly exposed to anything their husband contracts while being promiscuous. If the woman 

contracts HIV and becomes pregnant for instance, the probability of her child contracting HIV 

increases. Examples as such are attributable to gender inequality and women’s lack of rights, 

issues that are greatly manifested in Ethiopian culture (TAC Economics, 2015).   

With regards to culture’s influence on health, many cultures view health differently and 

have different ways of managing their health. Protective factors in cultures that promote good 

health behaviors are those that we want to be passed down from generation-to-generation. 

However, there are those risk factors such as being female in certain cultures will place an 

unwarranted burden on the health of subpopulations. In Ethiopia specifically, being female will 

expose you to female genital mutilation (FGM), which is a cultural practice that partially or 

completely removes the external female genitalia or other injury to female genital organs for 

non-medical reasons (WHO). As a result, gender and culture play a vital role in the risk of 

disease, but also have positive influences such as protective factors.   
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Health and health care 

 Individual behaviors have a significant influence on health; however, individual 

behaviors are largely influenced by external factors. For instance, the health system of a country 

can have a significant effect on an individual’s decision to seek health care services (Winkler, 

2015a). For instance, those individuals in private health care system that cannot afford health 

care will prolong getting checked for a health issue, due to the fact that they cannot pay for 

health care (Winkler, 2015a). The issue persists in Ethiopia where health care is a prominent 

influence on the health of the population.  

 

Health system 

A strong health system in a country can save lives and better the health of the population; 

however, health care always comes at a price. Ethiopia’s health system is currently a private 

health care system (Organization, 2015a). Private coverage usually requires employment and/or 

high out-of-pocket expenses to be eligible to receive care. In essence, those living in rural areas 

who are impoverished and unemployed have little to no chance of receiving appropriate health 

care services. In addition, there is an issue of transportation that hinders people’s ability to make 

it to the major health care centers such as hospitals (WHO, 2015a). While universal coverage 

would alleviate the issue of high out-of-pocket expenses, an increase in local health posts and 

health centers in rural areas of Ethiopia will be of greater significant to the health of the 

population (WHO, 2015a). Recent efforts to expand community health care through the 

implementation of the Health Extension Program (HEP) has proven to be beneficial at the post 

level, where trained female health extension workers are executing community-level health 

services (WHO, 2015a). Barriers such as health systems and health care coverage have been 
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critical elements in the health inequities of under-five and infant mortality rates. However, the 

underlying factor of these barriers exist in the government of a country, as the government sets 

the policies and regulations that, in due course, influence the health of the population. 

 

Health indicators  

In Ethiopia, as in any other country, the health indicators that are most descriptive of the 

quality of life are the following: life expectancy, death rate, birth rate, maternal mortality rate, 

under-five mortality rate, and infant mortality rate (CIA, 2015). These health indicators are a 

reflection of the burden that the social determinants of health have on the population.   

Life expectancy is the average years of life that a person is expected to have if mortality 

rates remain constant at that time in that given country (LaVeist, 2005). In Ethiopia, the life 

expectancy at birth for the total population is 61.48 years (CIA, 2015). It is among the lowest life 

expectancies in comparison to the world (CIA, 2015).  

Death rate is a measure of the “average annual number of deaths during a year per 1,000 

population at midyear (CIA, 2015). In Ethiopia, the death rate was surprisingly low at 8.19 

deaths per 1,000 population, whereas the country with the highest rank experienced 14.89 deaths 

per 1,000 population that same year (CIA, 2015).  

 In contrast, Ethiopia’s birth rate is among the highest ranks with 37.27 births per 1,000 

population (CIA, 2015). The measure for birth rate follows the death rate but instead compares 

the average number of births; hence the name (CIA, 2015). Compared to the country with the 

lowest birth rate, Ethiopia surpassed the count by a little over 30 births (CIA, 2015).    

Maternal mortality rate is measured as “the annual number of female deaths per 100,000 

live births from any cause related to or aggravated by pregnancy or its management” (CIA, 
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2015). Ethiopia’s maternal mortality rate is a bit concerning as it was among the top 50 country’s 

with the highest mortality rate. However, compared to South Sudan which ranks the highest with 

2,054 deaths per 100,000 live births, Ethiopia’s rate of 353 deaths per 100,000 live births appears 

insignificant (CIA, 2015).    

The difference between under-five mortality and infant mortality resides on the 

probability of dying by age 5 and dying by age 1, respectively (Organization, 2014). In 2012, 

Ethiopia’s rates of under-five mortality for both sexes was 68 deaths per 1,000 live births, 

whereas in the US the rate is significantly lower at 7 deaths per 1,000 live births (Organization, 

2014). Similarly, the infant mortality rate in the US was significantly lower (6 deaths per 1,000 

live births), compared to infant deaths (47 per 1,000 live births) in Ethiopia (Organization, 2014).  

Infant mortality is a critical indicator for the health status of a population (LaVeist, 2005).  

For one, infants are at the age where they have not yet engaged in risky health behaviors 

meaning that their death is a result of external environments, “without having to account for 

differences in health behaviors among individuals” (LaVeist, 2005, p. 60). Also, cultures can 

vary in many ways, but when it comes to infant survival, there is a full commitment in the efforts 

to evade this form occurring; consequently, the deaths occurred among infants are avoidable 

deaths (LaVeist, 2005). Thus, infant mortality and morbidity are statistics highly regarded in the 

analysis of child undernutrition in Ethiopia.  

 

Communicable and non-communicable diseases  

The category of infectious diseases encompasses both communicable and non-

communicable diseases (WHO, 2015). Infectious diseases are “diseases caused by 

microorganisms, such as bacteria, viruses, parasites or fungi” (WHO, 2015). Communicable 
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disease are specifically those infectious diseases that are transmissible from person to person, 

directly or indirectly (WHO, 2015). On the other hand, non-communicable diseases are not 

transmissible upon person-to-person contact (WHO, 2015). In the context of health disparities, 

infectious diseases are of utmost importance. In developing countries, child morbidity and 

mortality is primarily composed of infectious diseases; compared to developed countries where 

child morbidity and mortality is primarily caused by chronic disease. This is a health disparity 

due to the preventable measures proven to alleviate the burden of infectious disease (i.e. 

vaccinations and hygiene management).  

From 1990 to 2013, two significant changes are seen in Ethiopia’s top 10 leading causes 

of life lost due to premature mortality (YLLs) (IHME, 2015a). The first, is the percent change of 

HIV/AIDS which had an increase of 129% change; it has since been 3rd leading cause of YLLs 

(IHME, 2015a). A noteworthy observation is that top ten rankings of YLLs consist either of 

communicable, maternal, neonatal, and/or nutritional diseases (IHME, 2015a).  

In contrast, non-communicable diseases comprise the top four leading causes of YLDS 

(years lived in less than ideal health) as of 2013 in Ethiopia (IHME, 2015a). These four issues 

include: depression disorders, low back and neck pain, sense organ diseases, and skin diseases 

(IHME, 2015a). The most notable percent change among the four is low back and neck pain 

which moved up ranks from the 5th to the 2nd leading cause of YLDs (IHME, 2015a). It is 

important to take into account both types of infectious diseases when considering child health 

and nutrition, for it is directly related to the entire context of child undernutrition.  
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Neighborhood and built environment 

 One of the most important aspects of the social determinants of health is “place.” There is 

a strong association between “how groups experience place and the impact place has on health” 

(ODPHP, 2014). Thus, any disturbance or change to place is very much going to affect health 

and health outcomes of a population. In Ethiopia, place has been a significant determinant of 

child undernutrition.  

 

Violence and War 

Violence and war are also significant contributors to the health of a population. Violence 

is defined as “the intentional use of physical force or power, threatened or actual, against oneself, 

another person, or against a group or community, which either results in or has a high likelihood 

of resulting in injury, death, psychological harm, maldevelopment, or deprivation” (WHO). 

Interpersonal violence, self-harm, war, child violence, and gender-based violence are the most 

prevalent types of violence commonly experienced by people living in Ethiopia (IHME, 2015b; 

OXFAM, 2012). Internal and external conflicts is violence primarily experienced by combat 

troops; however, civilian casualties are very common in these situations. One noteworthy 

consequence of conflict is relocation as a refugee. There have been previous civil wars and 

conflict in Ethiopia that have resulted in the destruction of communities and villages. 

Consequently, villagers had to relocate to the nearest location of safety. Relocation can affect 

nutrition, infection, physical harm, upon many other health risks. Accordingly, violence in any of 

its forms has the potential to endanger the health of populations.  
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Disasters and Complex Emergencies  

When considering infectious diseases, it is important to take into account the 

vulnerability a county has to natural disasters and complex human emergencies. Ethiopia has 

been especially susceptible to natural disasters due to the contributing risk factors of: past 

disaster, geography, and climate change (UNEP, GRID & UNISDR, 2013). The greatest threat to 

Ethiopia’s population has been droughts (UNEP, GRID & UNISDR, 2013) Due to the nature of 

the land, including climate change, droughts tend to burden a population by causing food 

shortages, famine, and displacement of the population (UNEP, GRID & UNISDR, 2015) Other 

natural disasters that threaten Ethiopia include: earthquakes, volcanic eruptions, tsunamis, 

hurricanes, and flooding (UNEP, GRID & UNISDR, 2013). Nonetheless, droughts are of 

greatest concern due to their likelihood of occurring and the potential outcomes of this 

environmental hazard.  

Other vulnerabilities are complex humanitarian emergencies which cover internal and 

external conflicts. As previously mentioned, violence and conflict has direct effects on the health 

of societies by affecting food security and exposing them to physical harm. In the case of 

Ethiopia, internal and external conflicts have both occurred as a result of an unstable government 

and possible escalating issues (Winkler, 2015b). These sudden emergencies also result in 

population displacement, injuries, and food shortages (Winkler, 2015b). It is evident that 

progress has been difficult to accomplish partly because of the country’s vulnerabilities to 

natural disasters and human emergencies (Winkler, 2015b).  
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Environmental Health 

In the context of child mortalities, environmental conditions hold a great burden on 

prevalence and incidence of diseases and the overall health of a population. Water, hygiene, and 

sanitation are risk factors affected by the environmental conditions of a country (Winkler, 

2015c). In 2013, contaminated water sources and inappropriate sanitation and handwashing 

practices were the leading risk factors to disability-adjusted life years (DALYs), following 

maternal and child malnutrition (UNEP, GRID & UNISDR, 2013). Diarrheal diseases and 

leprosy are issues associated with the environmental conditions of a country (UNICEF, 2015).  

Environmental issues are of particular concern and interest due to the high priority they 

holds in Ethiopia (Organization, 2015b). Air pollution is a particular issue in the urban areas of 

Ethiopia were industrialization and urbanization has occurred (Kidane, 2008). In contrast, indoor 

smoke pollution is predominant in rural areas where households use traditional modalities for 

cooking that expose to hazardous amounts of pollutants from cooking over open flames (NSF, 

2015).  This issue has become increasingly concerning as maternal exposure to indoor smoke 

pollution can result in low birth weight infants and pneumonia in children (NSF, 2015).  

Ultimately, the social determinants of health are present in the form of political, social, 

and environmental conditions that influence the health profile of a country. In the area of child 

health – specifically child undernutrition – the social determinants of health largely dictate 

whether a child will live or die from malnutrition.   

 

INTERNATIONAL DEVELOPMENT  

International development, specifically external engagement and foreign aid, plays a 

prominent role in addressing those social determinants of health in a country that are most 
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concerning (Winkler, 2015d). In Ethiopia, international development has allowed for 

improvements in child mortality and morbidity due to undernutrition (Winkler, 2015d).  

Ethiopia has been involved with major countries of power: the Soviet Union, Cuba, and 

the United States (Meredith, 2005). Military assistance from the Soviet Union and Cuba were 

especially critical during the internal war in Ethiopia. After the fall of the Soviet Union, Ethiopia 

looked at the US for aid and assistance (Meredith, 2005). As of 2012, Ethiopia received 3.2 

billion dollars of total assistance (Global Humanitarian Assistance, 2015). Of that value, the US 

donated the majority, followed by the United Kingdom, and the EU institutions. About 80% of 

the humanitarian aid received by Ethiopia was used towards emergency food aid between 2005 

and 2009 (Global Humanitarian Assistance, 2011). In the context of public health, emergency 

food aid is extremely efficient in preventing undernutrition as well as treating undernutrition. 

However, the issue lies in the distribution of resources among the population.  
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CHAPTER 3: UNDERNUTRITION IN ETHIOPIA 

 

CHILD UNDERNUTRITION TRENDS IN ETHIOPIA  

In Ethiopia, undernutrition is one of the most critical public health issues burdening 

children under-five. As of 2014, the prevalence of under-five stunting was at 40%; a numeric 

value of close to six million affected (UNICEF, 2015). Wasting among children under-five were 

at nine percent, a total value of around 1,254,000 affected in 2014 (UNICEF, 2015). As for 

children under-five who were underweight, the rate was 23 times greater than the healthy, well-

nourished population of Ethiopia (ORC Macro, 2001).  

Between birth and 18 months, only 25% of children in Ethiopia are considered to be alive 

and not malnourished (ORC Macro, 2001). These are critical times of a child’s development as 

the infant’s dietary needs are based on breastfeeding and weaning practices (ORC Macro, 2001). 

Accordingly, the percentage of children who experience malnutrition – moderate or severe – 

went from 8% up to 62% between birth and 18 months of age (ORC Macro, 2001). Although 

both of these percentages level off after the 59 months of age, it is critical to prevent this from 

happening in the first place so that a child does not have to experience these symptoms. Due to a 

child’s age and considering the body’s underdevelopment and weak immune system, it is 

consistent with data that the death percentage of children from birth until month 59 had increased 

from 9 percent to 17 percent (ORC Macro, 2001).  

 

MATERNAL HEALTH 

 The WHO defines maternal health as “the health of women during pregnancy, childbirth 

and the postpartum period” (2016b). However, a woman’s health before conception is largely 
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influential on her health during and after pregnancy. With regards to child undernutrition, 

maternal health has a direct influence on the nutritional status of her child (Black, R.E., et al., 

2008). Thus, when addressing the issue of child malnutrition, the issue of maternal health must 

also be examined in order to attack the problem at its core.  

 

Women’s nutrition 

When considering the social determinants of undernutrition among children under-five in 

Ethiopia, it is imperative to take into account women’s nutrition since the issue of child 

undernutrition begins with the mother’s nutrition before the time of conception. One of the root 

issues of child undernutrition that requires attention is a women’s nutritional status. A woman is 

considered to be malnourished when she has a body mass index < 18.5 (Girma & Genebo, 2002). 

When a woman is malnourished, complications such as increased risk of morbidity and mortality 

and reproductive issues such as perinatal and neonatal mortality are elevated risk factors (Girma 

& Genebo, 2002). A woman who is malnourished is also at risk of having low birth weight 

babies, still births, or miscarriages (Girma & Genebo, 2002). In essence, the issue is an ongoing 

cycle of malnutrition that cannot be solved until women stop suffering from undernutrition 

themselves.  

In this review, the ongoing cycle of undernutrition is a continuum of social determinants 

of health that hold the greatest threat to the nutrition of both women and children. As seen from 

table 3.1, the most influential determinants include, but are not limited to: household economic 

status, education, place of residence, women’s employment and control over income, age of 

women, and marital status. As previously shown, these determinants of health must be addressed 
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as they are the most threatening to the nutritional status of individuals living in Ethiopia under 

these conditions.  

Table 3.1: Determinants affecting women’s nutrition 

 

Retrieved from: Girma and Genebo, 2002 
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Household economic status 

In Ethiopia, socioeconomic status is an indicator of  how much food supply there is, 

utilization of health services, and availability of improved water sources and sanitation facilities 

(Girma & Genebo, 2002).  When looking at the relationship between household economic status 

and nutrition, there is a negative correlation that suggests that the lower the economic status the  

higher the likelihood of malnutrition among those in that household (Girma & Genebo, 2002). 

Thus, if a woman grows up in a household of low economic status, she is likely to suffer from 

malnutrition, and that will put her and her baby at risk for the various complications previously 

noted involving reproductive health.   

 

Education status 

In Ethiopia, higher education levels are associated with better health outcomes. There is 

an inverse association in the context of women’s health and education status, where the higher 

the level of education, the less proportion of undernourished women (Girma & Genebo, 2002). 

Again, that is because education provides the appropriate information on how to utilize available 

resources and it also empowers women to be independent and be accepted by society; allowing 

greater access to nutritional resources and opportunities for employment (Girma & Genebo, 

2002).  

 

Place of residence 

The ultimate relationship between social determinants of health and a population is the 

“place” involved. In Ethiopia, place of residence is a prime determinant of health, especially 

public health nutrition. Women that reside in rural areas are more likely than woman of urban 
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areas to suffer from chronic energy deficiency (Girma & Genebo, 2002). Accordingly, rates of 

malnutrition and stunting are much higher in rural areas compared to urban areas (Girma & 

Genebo, 2002). This can all play back to the previous elements of economic status and 

education, but there are more determinants that play a role which should be thoroughly 

researched. Nevertheless, the cycle of undernutrition is more pervasive in rural areas than areas 

that have infrastructure and have been urbanized.  

 

Women’s employment and control over income 

A woman’s ability to work grants her the power to have control over her income and 

even strengthen her status as a woman (Girma & Genebo, 2002). The important aspect to this 

relationship is that the nutrition of the family benefits from a woman having control over income 

in Ethiopia (Girma & Genebo, 2002). That is because a woman is better able to use her 

knowledge to distribute the earnings accordingly, granting nutrition the highest priority. It has 

been shown that households where a woman has control over income is more likely to be food 

secure (Girma & Genebo, 2002). This provides critical information to show that nutrition may 

not only start with women’s health, but more so with women’s power and role in society; 

however, there are no studies to make the appropriate association.  

 

Age of women 

In maternal and child health, a women’s age at the point of conception can predict many 

health outcomes, regarding her health and/or the baby’s health. In countries with high fertility 

rates such as Ethiopia, a women’s age and parity have shown to have an effect on maternal 

depletion (CIA, 2015). In Ethiopia, the total fertility rate in 2015 was 5.15 children and the 
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mother’s mean age at first birth in 2011 was 19 (CIA, 2015). Those mothers who are 5-19 years 

of age and 40-49 have shown chronic energy deficiencies which most affected by undernutrition 

(Girma & Genebo, 2002). Thus, reproductive health among young women is also a matter 

requiring attention in the field of maternal and child undernutrition as it effects the likelihood of 

a mother being malnourished at the time of conception and the baby’s likelihood of being 

burdened by the same nutritional deficiencies.  

 

Marital status 

Lastly, negative changes in marital status has also been shown to have a negative 

association with nutritional and social securities (Girma & Genebo, 2002). Socially, a negative 

change in marital status can have a negative impact on the household headship and other social 

and economic status; all of which can have an alternative effect on nutrition (Girma & Genebo, 

2002). The literature review presented minimal research on this area in relation to nutrition and 

health; however, it could be an alternative effects of changes in dynamic in a household.  

 

CHILD HEALTH 

Child health is an issue that relies heavily on the social determinants of health of a 

mother/parent/guardian, as dependency provides children with the appropriate resources to 

maintain a healthy life. However, in Ethiopia and in the context of nutrition, this relationship has 

a detrimental effect on children as a mother’s burdens are also burdens for her child/children. 

Similarly, those determinants that are most influential on women’s health is influential on child 

health as well. Table 3.2 shows the determinants of health are risk factors for undernutrition 

among children under five and infants in Ethiopia.  
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Table 3.2: Determinants affecting child’s health 

 

Retrieved from: Girma & Genebo, 2002 
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Household economic status 

The relationship between socioeconomic status and undernutrition remains constant for 

these two populations. The relationship is that the higher the level of economic status of a 

household, the lower the level of child stunting (Girma & Genebo, 2002). From the Girma and 

Genebo study, it was found that very poor households had a 54% prevalence of stunting, 

compared to poor (44%) and middle/upper economic status households (26%) (Girma & 

Genebo, 2002).  

When there is an inadequate supply of food in a house due to income, one factor that can 

contribute to better health outcomes is education in utilizing and distributing resources 

accordingly. Higher SES was shown to provide access to adequate dietary intake for ALL 

members of the household which was an important result (Girma & Genebo, 2002).  

 

Education of mother 

Growth and development is critically based on appropriateness of resources, not 

necessarily sufficiency. Although there may be a low supply a food, the quality of the foods 

given can provide sufficient nutrients for acceptable growth and development (Engle & Menon, 

1996). Studies have shown that there is a lower incidence of malnutrition among young children 

whose mothers have higher levels of education in Ethiopia (Yimer, 2000; Genebo et al., 1999). A 

study has shown that parental education had a positive and significant effect on nutrition (Girma 

& Genebo, 2002). Not only was management of resources significant, but higher education 

levels also showed greater utilization of the available health services and also influenced health 

promoting behaviors (Girma & Genebo, 2002). Alternatively, education also lowered the fertility 
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rates and increased child-centered caring practices which had a positive effect on the nutrition of 

the children (Girma & Genebo, 2002).  

 

Employment status of mother 

Research on employment of mother as a determinant of child nutrition is a relationship 

that has shown positive and negative results, as well as insignificant results. On one hand, there 

is another source of income added to the household economic status which allows a greater 

supply of food in a household. On the other hand, when a mother is employed her time for child 

care is reduced and that endangers her child’s feeding practices (Abbi et al., 1991). In Girma and 

Genebo’s study, they found that mother’s employment was insignificant (2002). Their study 

associated their results with poverty in developing countries which imposes informal 

employment that may or may not affect nutrition (Girma & Genebo, 2002).  

 

Source of water and availability of toilet facility 

In Ethiopia, contaminated water sources and non-availability of a toilet facility are 

associated with children having short stature as well as increased morbidity and mortality rates 

among children under five (Getnaheh et al., 1998). These environmental determinates are most 

associated with the risk of illness which will be presented shortly.  

 

Child morbidity 

Also a topic highly related to risk of illness, child morbidity has shown an association 

with stunting, particularly among those children with recent diarrhea as their dietary intake was 

diminished (Sommerfelt et al., 1994). However, in Girma and Genebo’s study (2002), this area 
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proved to have no statistical significance as economic status and education could override the 

statistics.   

 

Age of child 

At the individual level, the age of a child was very much associated with nutritional 

status. Studies in Ethiopia have shown that undernutrition increases as there is an increase in age 

of a child (Yimer, 2000; Genebo et al., 1999; Samson & Lakech, 2000). From the study, Girma 

and Genebo showed that breastfeeding children from 0-5 months of age could serve as a 

protective factor of future stunting (2002). Those ages 12-23 months were at the stage of food 

supplementation and weaning, which meant that inappropriate feeding practices made them 

highly susceptible to stunting and other forms of undernutrition (Girma & Genebo, 2002).   

 

Birth order 

In countries of high fertility rates such as Ethiopia, birth order is a major indicator of 

nutritional deficiencies. Those of a higher birth order (5+) were more at risk of malnutrition in 

comparison to those whose birth order was 2-3 (Jeyaseelan, 1997; Sommerfelt et al., 1994). 

Accordingly, Girma and Genebo found that the highest proportion of stunting occurred in 

children of 36-47 months (61%), followed by 48-59 months (60%), 12-23 months (58%), 6-11 

months (29%), and 0-5 months (11%) (2002). Children of higher birth order (5+) typically act as 

caregivers to their younger siblings which impedes their ability to have sufficient nutrient and 

food intake (Girma & Genebo, 2002).    

 

 



Senior Honors Thesis 40 
 

Birth interval 

Birth interval is also a consistent indicator of undernutrition in countries with high 

fertility rates. In Ethiopia, a child born after a short birth interval (< 24 months) is at an increased 

likelihood of stunting (Sommerfelt et al., 1994; NCPD, CBS, & MI, 1994; GSS & MI, 1999; 

Girma & Genebo, 2002). A short birth interval does not allow the mother to recover the nutrients 

needed for proper feeding practices which is why a short birth interval results in stunting. 

  

INTERRELATIONSHIP BETWEEN MATERNAL AND CHILD NUTRITION  

From the evidence formerly provided, it is evident that child and maternal health is 

functions in unison. The mother’s nutritional status before and after pregnancy determines a 

baby’s birth weight, fetal growth, and adolescent growth (ACC/SCN, 1990). The issue primarily 

lies within the intergenerational cycle where: a women’s nutrition contributes to her small size, 

which in turn causes her to have a smaller baby, who will grow at minimal rate; and if female, 

she will continue the cycle all over if malnourished (Loaiza, 1997; Teller et al., 2000; Genebo et 

al., 1999).  

In the Girma and Genebo study, they found similar indications of interrelationship as 

64.3% of the children of stunted mothers were stunted themselves. This is not hereditary trait; it 

is determinant on the social conditions the children are living in. Of those children whose 

mothers are short, 58.3% were underweight (Girma & Genebo, 2002). However, data on non-

stunted mothers also show a fairly high rate of stunted and underweight children which means 

that there is not significant statistical association in the study (Girma & Genebo, 2002). 

Nonetheless, it is imperative to handle the issue at its root to avert this vicious cycle that is 

ending the lives of millions of children under five and their mothers.  
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OTHER DETERMINANTS 

Girma and Genebo (2002) also studied the effects that antenatal care on the nutrition 

status of the children in Ethiopia, as well as the feeding practices used as their children grew up. 

The study showed interesting findings of both conditions that could be beneficial to public health 

officials in the field of prevention of child undernutrition (Girma & Genebo, 2002).  

 

Antenatal visits  

From the study, the association of stunting with antenatal visits showed positive influence 

where as the number of antenatal visits increased, the percent of children stunted decreased 

(Girma & Genebo, 2002). Of the 7,903 of children with whose mothers had no visits, fifty-three 

percent were stunted (Girma & Genebo, 2002). In contrast, of the 494 children whose mothers 

had 5+ visits, 37.7 % were stunted (Girma & Genebo, 2002). The study associates the contact 

that the mothers with the health services as health seeking behaviors that promotes this positive 

effect (Girma & Genebo, 2002).    

 

Infant and child feeding practices  

Feeding practices are critical to the development of a child. The optimal feeding practice 

for newborns is breastfeeding from birth to the first six months of life (Girma & Genebo, 2002). 

On a positive note, breastfeeding is universal practice in Ethiopia as 96.3% of children under five 

were breastfed at some time (CSA & ORC Macro, 2001). However, Girma and Genebo showed 

that only 8% of children were being exclusively breastfed beyond the first six months of life. 

Additionally, forty percent of children under seven months were fed complementary foods, a 

practice that goes against the recommendations as it should start after six months (Girma & 
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Genebo, 2002). At the infant level, twenty-one percent are being exclusively or fully breastfed 

beyond the recommendations which does not supply the sufficient energy and nutrient 

requirements of that age and older (Girma & Genebo, 2002).  

As a result, in all categories less than seven months of age, those children that were 

stunted were proportionately lower (almost half) in those exclusively breastfed than those who 

were not exclusively breastfed (Girma & Genebo, 2002). This result significantly proves the 

importance of following the recommended breastfeeding practices in infancy. However, this 

again is dependent on the mother’s health and that she has enough food herself to lactate and 

produce the appropriate nutrients for her child.  
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CHAPTER 4: INTERVENTIONS 

 

PUBLIC HEALTH LEVELS OF PREVETNION 

In public health, interventions are placed in one of three levels of prevention: primary, 

secondary, or tertiary. Primary prevention interventions are aimed at preventing disease or injury 

before it occurs. In secondary prevention, efforts are made to reduce the impact of disease or 

injury when as it has already occurred. Lastly, tertiary prevention is utilized to alleviate the 

lasting effects of long-term illnesses or ongoing injuries (Institute for Work and Health, 2015). In 

this chapter, the information presented demonstrates the various types of interventions for child 

undernutrition, the level of prevention they fall under, and the effectiveness they have shown in 

preventing, alleviating, and/or treating undernutrition among children under-five in Ethiopia. 

 

MANAGEMENT 

Currently, there are an abundance of programs and organizations aimed at improving the 

issue of child undernutrition in Ethiopia. Management interventions of child undernutrition have 

been especially efficient in preventing the issue of undernutrition from escalating to fatal levels. 

In the case of child undernutrition, management is secondary prevention where efforts are 

focused on preventing undernutrition from progressing to its severe forms. The following 

interventions are only a few examples of the interventions that are implemented and have been 

efficient in alleviating the problem of child undernutrition in Ethiopia.  
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Therapeutic feeding centers (TFC) 

The World Health Organization has also developed a protocol for children coming into 

the local therapeutic feeding centers. These centers are used for nutritional rehabilitation where 

infections (if any) are treated and therapeutic milk-based formulas are given to the children so 

that they recover from any degree of undernutrition (Chaiken, Deconinck, & Degefie, 2006). 

Although therapeutic centers provide 24-hour intensive care (for those with SAM) and a trained 

staff and medical services, it is not practical in serving rural communities (Chaiken et al., 2006). 

Furthermore, the treatment takes three to four weeks with an adult company at all times; an issue 

for those living in rural Ethiopia (Chaiken et al., 2006). One issue that is especially concerning is 

the increase risk for cross-infection in these centers, as undernourished children have an 

increased risk of mortality when they contract an infectious agent (Chaiken et al., 2006). Thus, 

TFCs are very much effective, but there are other interventions that are more cost-effective and 

just as efficient, such as community-based programs.    

 

Community-based therapeutic care (CTC) 

Community-based therapeutic care (CTC) is an innovative and effective approach to 

managing nutritional emergencies in rural areas (Chaiken et al., 2006). The level of prevention 

for this strategy is also secondary prevention as it aims to improve the health of those children 

already diagnosed as being undernourished. Just like TFCs, CTC is designed to treat any degree 

of undernutrition; however, CTCs avert the economic burdens of using hospital-based 

rehabilitation or therapeutic feeding programs (Chaiken et al., 2006). CTC uses an at-home 

approach to treat acute malnutrition, where trained community volunteers provide services and 



Senior Honors Thesis 45 
 

education to families in rural communities (Chaiken et al., 2006). However, for severe degrees of 

undernutrition, intensive in patient care is required.  

For Ethiopia, CTC is a promising approach as it is not only efficient, but it is cost-

effective compared to TFC (Tekeste, Wondafrash, Azene, & Deribe, 2012). A study showed that 

compared to TFC, CTC was better on economic grounds, improved access, sustainability and 

appropriateness (Tekeste et al., 2012). CTC’s effectiveness comes from local capacity building, 

timely and sufficient delivery of supplies, and coordination between nongovernmental 

organizations (NGOs) and local and national governments (Chaiken et al., 2006). Thus, it would 

be especially beneficial in Ethiopia to increase efforts in building on the efforts already 

implemented by CTCs.  

 

Ready-to-use therapeutic food (RUTF) 

One unique aspect to the both TFC and CTC is the use of ready-to-use therapeutic foods 

(RUTF). Ready-to-use therapeutic food is an intervention that provides an alternative source of 

nutrients for children who are either suffering from or at risk of undernutrition (Weber et al., 

2016). The ingredients as well as the packaging how allowed this intervention to be extremely 

useful in rural and poor communities in Ethiopia (Weber et al., 2016). The packaging is 

especially efficient as it does not allow bacteria to grow; thus, acting as a protective measure to 

prevent a child consuming the food from becoming ill and potentially dying from the paste.   

RUTF comes in the form of a paste called “Plumpynut” and has been greatly efficient in 

providing children suffering from undernourishment with the essential nutrients to recover 

(Weber et al., 2016). Table 4.1 shows the variety of nutrients that Plumpynut paste contains. The 
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paste does not only provide macronutrients such as protein, dairy, and fats, but it also contains 

micronutrients that are essential for healthy development.   

 

Table 4.1: Plumpynut nutritional contents  

 

Retrieved from: Nutriset, 2014 

 

RUTF was especially beneficial in home-based therapies (such as CTC) as it is a 

supplement that does not require extensive knowledge and/or skill to use. Although RUTF was 

one difficult to attain, there have been improvements to the recipe so that countries could create 

their own paste with the resources they have (UNICEF, 2013).  
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One of the barriers to RUTF is that it is “often stigmatized due to the fact that it is 

imported and made with exogenous ingredients” (Weber et al., 2016).  Many countries have 

addressed this issue by developing RUTF recipes that use local ingredients (Weber et al., 2016). 

In Ethiopia, locally produced RUTF was culturally accepted as well as cost-effective, saving 

one-third to producers (Weber et al., 2016). Apart from meeting nutritional requirements needed 

to treat SAM, country-specific RUTF was a source of food-aid that improves community-based 

treatments and reduces the overall rates of morbidity and mortality of SAM (Weber et al., 2016). 

Although TFC, CTC, and RUTF strategies have alleviated the burden of SAM on children of 

Ethiopia, it is imperative to address the issue at the primary prevention level so that no child has 

to experience hunger, illness, and/or premature death due to undernutrition.  

 

TREATMENT   

 In public health, treatment interventions fall under tertiary prevention. With regards to 

child undernutrition, tertiary prevention aims to prevent death when a child is diagnosed with a 

severe case of undernutrition. This level of intervention has been efficient in reducing child 

mortality rates from severe degrees of undernutrition. The World Health Organization has 

created a protocol specifically for the treatment of severe acute malnutrition (SAM) which has 

been used globally to treat the issue of child undernutrition.     

 

WHO protocol  

The World Health Organization has created a protocol for the treatment of severe acute 

malnutrition (SAM). The protocol is executed in two phases: stabilization and rehabilitation 

(Collins et al., 2006). Stabilization refers to getting the child’s malnutrition under control, where 
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they have enough food to sustain themselves. Rehabilitation is then used to ensure that the 

individual is maintaining a proper diet in order to avoid a re-occurrence of malnutrition (Collins 

et al., 2006).  

This management protocol has shown to reduce case-fatality rates in both stable 

environments and during complex emergencies (Collins et al., 2006). However, the protocol is 

requires many trained staff and substantial inpatient bed capacity which may be an issue to some 

communities (Collins et al., 2006). In accordance with Ethiopia’s health system, this protocol 

would not be beneficial as the primary cases of undernutrition occur in rural areas and the health 

centers/posts are not adequate facilities to execute the WHO protocol. Thus, alternative 

approaches and measures have been taken to ensure that those living in areas lacking resources 

can also have a system that manages severe cases of undernutrition.  

 

POSSIBLE PREVENTION STRATEGIES 

Out of all three prevention levels, primary prevention is the ultimate goal in the field of 

public health. In the area of child nutrition, morbidity and mortality due to malnutrition is an 

issue that concerns public health officials as it is completely preventable with proper measures. 

In considering that undernutrition is an issue of poverty, it is realistic from a public health 

perspective to address undernutrition at the government level (i.e. laws and policies). However, 

there are interventions that could be done at the local levels, using local resources which 

minimize dependency on the government, and encourage community involvement and growth.  
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Moringa oleifera: the tree of life  

Known as “the tree of life”, the leaves and pods of the Moringa tree contain valuable 

nutrients that can help prevent nutritional deficiencies and possibly prevent growth failure from 

undernutrition. The various nutrients in the Moringa tree include: vitamin C, calcium, vitamin A, 

potassium, protein, and other powerful antioxidant properties (White, V., n.d.).  The nutritional 

values have shown to be up to seven times the vitamins of fruits and up to two times the protein 

in produce (White, V., n.d.). Apart from its density in nutrients, the Moringa tree is also easily 

cultivated.  

Upon planting the seeds, the Moringa tree begins to sprout within 1-2 weeks; in 

organically rich soil, sprouting can occur within 3-4 days (White, V., n.d.).  In one growing 

season, the Moringa tree can grow nine to fifteen feet. The Moringa tree is very appropriate for 

the climate in Ethiopia, as it is highly drought resistant (White, V., n.d.).  Additionally, it only 

requires ten inches of water per year to grow. It is also resistant to most pests and diseases, which 

makes it easier to sustain.  

After cultivation, the leaves, flowers, and pods are introduced to foods. There are many 

Moringa recipes that have been created and tested in populations that have proven to have good 

taste in addition to the nutritional value. In Ethiopia, usage and acceptance has been studied and 

has provided information that approves the Moringa tree as an addition to the cultural foods of 

Ethiopia.  

Overall, the Moringa tree provides an alternative approach to preventing child 

undernutrition in Ethiopia as it is a source of food that is nutrient-dense and easily accessible and 

applicable to rural areas. This alternate approach to preventing undernutrition also utilizes the 
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country’s most profiting sector – agriculture – to sustain the communities who make up the 

workforce of this sector.  

 

Positive deviance 

 In some communities, there are families and/or individuals who find solutions around the 

burdens brought upon by the social determinants of health; they are an example of positive 

deviance. The term refers to when at “a few at risk individuals follow uncommon, beneficial 

practices and consequently experience better outcomes than their neighbors who share similar 

risks” (Marsh, D. R. et al., 2004). Positive deviance is an innovative approach to developing 

primary prevention interventions that could be used in preventing child undernutrition among the 

population of Ethiopia.  

 The “Tigray Project” is one example of positive deviance that can be used as a model for 

prevention interventions of child undernutrition in Ethiopia. The project is focused on 

“sustainable development and ecological land management in Tigray” as they recognize the 

importance of agriculture on poverty and nutrition (Edwards, Egziaber, & Araya, 2001). The 

Tigray Project was implemented in farmer-led communities, particularly among those families of 

poor farmers and women-headed households (Edwards, Egziaber, & Araya, 2001). The project 

focused on improving composting, harvesting, and diversifications practices which showed to 

increase yields and productivity of crops among other benefits; ultimately increasing incomes 

(Edwards, Egziaber, & Araya, 2010).  

This example of positive deviance can be implemented in those rural areas of Ethiopia 

that are entirely dependent on agriculture for income and sustenance. Since the project “builds on 

the local technologies and knowledge of the farmer communities…”, other regions of Ethiopia 
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could utilize the foundation for the project in accordance with the local resources they have 

available to them (Edwards, Egziaber, & Araya, 2010).  The project also allowed and encouraged 

government involvement which also contributed to its success in Ethiopia. Although the project 

wasn’t specifically created to prevent undernutrition in Ethiopia, this example of positive 

deviance could be used to eliminate one determinant of health that has shown to be most 

impactful on the health and nutrition status of the population of Ethiopia.  
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CHAPTER 5: DISCUSSION & CONCLUSION 

 

DISCUSSION 

The topics discussed in this paper are directly or indirectly related to the issue of child 

undernutrition in Ethiopia. Undernutrition is an issue concerning the entire world; however, 

Ethiopia is one of the many countries that are of high priority to the issue. Of the child mortality 

and morbidity statistics, most can be traced back to undernutrition of children under-five and 

infants. Rural communities in Ethiopia are at higher risk to undernutrition and the adverse health 

effects associated with the inadequate and improper intake of nutrients and sustenance.  

Furthermore, the social determinants of health in Ethiopia are critical indicators of 

whether or not a child suffers from undernutrition. Poverty, education, income, and other 

external factors are predictors of whether a child will live beyond his fifth birthday, and whether 

their quality of life will be adequate for proper functioning. Specific indicators such as breast 

feeding practices and family planning can further suggest the level of malnutrition a child 

suffers. Although the social determinants pertain to different areas of health, they act as 

synergistic forces that build on each other to create a burden on the health of children living in 

Ethiopia.  

 Interventions of management and treatment have been proven to reduce the death rate of 

child undernutrition. The most promising efforts include community-based treatments for they 

highly accessible to rural communities, and they also empower the community. Improvements in 

these programs have also shown to be effective and culturally accepted to create very specific 

interventions targeted at high risk populations. Innovative interventions in agriculture have also 

shown promising results in alleviating the issue across widespread communities in Ethiopia. The 

key to undernutrition interventions have proven to be those that use community members and 
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resources to combat the issue by disseminating knowledge and skills to prevent and/or alleviate 

the issue and prolong the lives of the Ethiopian population. 

 

CONCLUSIONS 

It is imperative to stress public health efforts in Ethiopia to prevent and alleviate the issue 

of undernutrition among children. Data suggests that improvements have been made in this area; 

however, the ultimate goal is to eradicate the issue and prevent it from occurring. Public health 

efforts should take into account the social determinants that Ethiopia is conditioned with, as well 

as build on the strengths of the country.  

In unison with community-based interventions, innovative approaches such as the 

Moringa tree can help prevent the issue at the community level. Country-specific interventions 

will help the country prosper much more than those programs that are universally used. Efforts 

should be made to create interventions addressing undernutrition in children that have provided 

evidence of efficiency, such as the Tigray Project. In Ethiopia, there is a need for interventions at 

the primary prevention level which should be aimed at the risk factors that have shown to have 

the greatest influence on the health of the population.   

Although a developing country, Ethiopia has the potential to improve on those social 

determinants and provide a better opportunity of life for its people. All this requires a shift in 

perspective when addressing these issues. For example, overpopulation can be seen as having a 

surplus of human resources that can increase productivity and thus decrease the burden of 

poverty. Instead of looking at what rural communities are lacking, efforts should be made to find 

protective factors that the communities exhibit that have helped them overcome the conditions 

they are burdened with.  
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