
Need to address all forms of
childhood malnutrition with a
common agenda
Camila Corvalan,1,2 Alan D Dangour,3 Ricardo Uauy3,4

Over the past 20 years, low- and middle-
income countries have experienced pro-
gressive urbanisation and a shift from
predominantly plant-based low-energy-
density diets and high levels of physical
activity to increased consumption of
energy-dense processed food (high in fat
and sugars) and animal-food products,
with increased levels of inactivity during
work and leisure.1 The not-unexpected
yet remarkable consequence of this pro-
cess has been the unprecedented rise in
the prevalence of obesity, which is now
reaching epidemic proportions globally.
Among countries undergoing such a tran-
sition, the epidemic first affected urban
middle-aged women, later extending to
adolescents and children of low socio-
economic income groups.2–4 Using
International Obesity Taskforce (IOTF)
criteria, it is estimated that by 2010
almost 50% of school-aged children in
the Americas, 40% of children in the
Eastern Mediterranean region (including
Pakistan), 33% of children in the Western
Pacific region and 20% of children in
South East Asia will be overweight.5

The obesity epidemic in the developing
world will probably have a direct bearing
on the prevalence of related conditions
such as diabetes, cardiovascular disease
and some forms of cancer.6 Indeed, the
most recent WHO estimate of distribu-
tion of deaths from non-communicable
chronic diseases (NCDs) indicates that
80% of all deaths from NCDs occur in
low- and middle-income countries, whose
health systems and economies may be
unable to cope.7 This is all the more
troubling given the latest evidence on the
associations between undernutrition in
early life and susceptibility to obesity

and related chronic diseases in later life.
Low birthweight neonates and under-
nourished infants who reach adulthood
seem to be more likely to develop obesity
and the corresponding co-morbidities if
they adopt energy-dense diets and inac-
tive lifestyles.8–10 Southern Asians are
particularly susceptible to this nutritional
mismatch since they seem to present
increased visceral adiposity and insulin
resistance at, or shortly after, birth.11

This new challenge, however, finds sub-
Saharan Africa and South Asia still strug-
gling to secure an environment able to
support child survival adequately through
control of infectious diseases and provi-
sion of diets to prevent childhood macro-
and micronutrient deficiencies.12 13 The
trends in underweight and obese school-
aged children in urban Pakistan over the
past decade published in this issue14 serve
to illustrate the dilemma presently facing
low-income countries and Asian countries
in particular. There has been only limited
progress in controlling the root causes of
undernutrition, and childhood and adult
obesity is progressively penetrating vast
sectors of the population, especially the
urban poor. The evidence presented sup-
ports the notion that malnourished popu-
lations, as they emerge from extreme
poverty, are highly susceptible to obesity.

In terms of undernutrition, Jafar and
colleagues present information on weight-
for-age (a measure of how over- or
underweight a child is) and height-for-
age (a measure of how tall or short a child
is) but unfortunately do not present
weight-for-height (a measure of weight
relative to height) data. Weight-for-height
data are particularly relevant among
stunted children who may have a low
weight for their age because of their short
height. Indeed, stunted children tend to
have normal or even high weight for
height.2 This point is further illustrated
by Demographic and Health Survey data
from Pakistan (1990–91), which found that
40% of children under 5 years of age were
underweight (weight-for-age ,22SD),
50% stunted (height-for-age ,22SD), but
only 9% were wasted (weight-for-height

,22SD).15 An interesting negative associa-
tion between physical activity and being
overweight is also demonstrated in the
paper, but no information on the numerous
other forces that have driven the nutritional
changes is presented. Detailed knowledge of
the economic, demographic and environ-
mental changes that take place within
countries, and their distribution is of para-
mount importance in defining the type of
intervention needed and in selecting the
groups that might benefit from targeted
interventions.

It is now well accepted that reducing
malnutrition in all its forms is one of the
key components in reducing poverty and
achieving the Millennium Development
Goals. Investing in nutrition reduces health-
care costs and promotes education, intellec-
tual capacity and social development for
present and future generations.16 In the
future, however, enhanced food security
should not only imply ensuring food
quantity, but also food quality in terms of
micronutrients and the type of carbohy-
drates and fats consumed.17 Moreover, it is
increasingly being recognised that under-
and overnutrition are intertwined pro-
blems, often rooted in poverty, that must
be tackled in an integrated way with a
single agenda and a life-course perspective.18

Perspective on the paper
by Jafar et al (see p 373)

Women should start pregnancy with a
healthy weight and avoid low or excessive
weight gain during pregnancy to prevent
altered foetal growth that can lead to
increased infant mortality and increased
susceptibility to weight gain later in life.
Intervention strategies to address malnu-
trition in children should focus on
improving linear growth in the first 2–3
years of age and avoiding subsequent
excessive weight gain relative to height.
Energy needs and growth monitoring
should be based on normative standards
such as the FAO/WHO/UNU energy
requirements and the new WHO growth
standards based on representative samples
of healthy breastfed infants from six
countries.19–21 Exclusive breast feeding
should be promoted as the norm for
infants up to 6 months of age, and the
micronutrient content of complementary
foods should be improved. Multiple
micronutrients should be incorporated
into the foods provided by governmental
programmes for infants and young chil-
dren, whereas preschool and school feed-
ing programmes should ensure and
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encourage fruit and vegetable consump-
tion and adequate physical activity.21

The causes of malnutrition are complex
and their resolution necessitates the active
and coordinated involvement of health
and non-health governmental sectors
such as education, agriculture, commerce,
transport and civil society. Low- and
middle-income countries facing the initial
stages of the nutrition transition have the
unique opportunity to prevent NCD
epidemics before they escalate to the
levels observed in high-income countries.
Stakeholders, policy-makers, politicians
and communities must acknowledge the
changing nutritional situation and take
appropriate action. Malnutrition in all its
forms should be tackled with a single
agenda and a life-course perspective; fail-
ing to do so in a timely manner would be
an irreversible and costly mistake.
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Children affected by domestic
abuse while abroad on holiday
Fiona Day,1 Jacqueline Mok2

Most children have positive experiences
while abroad on holiday or visiting friends
and relatives, which is important for their
social and emotional development. For an
unknown minority of children, however,
visits abroad may be a time of increased
vulnerability caused by violence within
the family unit.

WHY ARE CHILDREN ABROAD MORE
VULNERABLE?
Children on holiday away from home are
highly vulnerable, and particularly so if
they are abroad. They may be disorien-
tated by jet lag, new surroundings, a
different culture and a strange language,
as well as a sudden absence of routine and
existing support networks. Holidays and
travel may increase parental stress and
substance use (both alcohol and drugs).
Parents may act in a less inhibited manner
due to perceived anonymity while away

from their usual domestic surroundings.
Institutions that exist within the country
of origin to support vulnerable children,
such as local child protection systems, may
not be accessible in countries the children
are visiting. Other holidaymakers or local
people who observe incidents where a child
might be harmed may not know who to
turn to in order to support the victim.
These factors should make domestic abuse
in families abroad an issue of concern for
those interested in child protection.

WHERE DO FAMILIES TRAVEL ABROAD?
International travel exceeded 8 million
arrivals worldwide in 2005.1 The travel
sector is growing at a rapid rate and the
number of international arrivals is forecast
to be twice the current figure by 2020.
Half of current visits are for leisure,
recreation and holidays. Three-quarters
of international travel is within the same
region and one-quarter is long haul.
However, the current growth areas are in
Africa, Asia and the Pacific regions. This is
important as child protection systems
may be less developed in these areas.

In 2005, an estimated 66.4 million visits
abroad were made by UK residents, of
which over 5.1 million were made by UK
children aged 0–15 years.2 The majority of
visits were to European countries (86%),
the most popular being Spain (over a
quarter of all children’s visits abroad). UK
residents (adults and children) spent a
total of 669 million nights abroad, over
2.5 times that of 20 years ago. About a
third of all UK residents’ visits overseas
were part of a tour operator (‘‘package’’)
holiday (19.0 million visits).

CHILDREN VISITING THE UK FROM
ABROAD
Almost 2 million children under the age of
16 visit the UK from abroad every year.3

Most of these are children from Europe
(79%), with 11% of visits from North
America, and 10% from other countries.
Almost half of the children under the age
of 16 from overseas who visit the UK
travel in a family group, and a further
38% travel in a tour group which may
include family members.4 Most family
groups visit London (66%), with some
going to Scotland (8%), Wales (5%) and
the rest of England (34%).3

HOW MANY CHILDREN ARE AFFECTED BY
DOMESTIC ABUSE WHILE ABROAD?
While definitions of domestic abuse may
differ, it is known that such abuse is both
common and significantly under-reported.
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