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Abstract
Sub-Saharan Africa is experiencing the double burden of 
malnutrition (DBM) with high levels of undernutrition and a 
growing burden of overweight/obesity and diet-related 
noncommunicable diseases (NCDs). Undernourishment in 
sub-Saharan Africa increased between 2010 and 2016. Al-
though the prevalence of chronic undernutrition is decreas-
ing, the number of stunted children under 5 years of age is 
increasing due to population growth. Meanwhile, over-
weight/obesity is increasing in all age groups, with girls and 
women being more affected than boys and men. It is increas-
ingly recognized that the drivers of the DBM originate out-
side the health sector and operate across national and re-
gional boundaries. Largely unregulated marketing of cheap 
processed foods and nonalcoholic beverages as well as life-
style changes are driving consumption of unhealthy diets in 
the African region. Progress toward the goal of ending hun-
ger and malnutrition by 2030 requires intensified efforts to 

reduce undernutrition and focused action on the reduction 
of obesity and diet-related NCDs. The World Health Organi-
zation is developing a strategic plan to guide governments 
and development partners in tackling all forms of malnutri-
tion through strengthened policies, improved service deliv-
ery, and better use of data. It is only through coordinated and 
complementary efforts that strides can be made to reduce 
the DBM. © World Health Organization 2019

Published by S. Karger AG, Basel 

Introduction

This paper presents a summary of discussions at the 
international symposium on the double burden of malnu-
trition (DBM) in December 2018 in a session that focused 
on the African region. Herein we review the epidemiology 
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of the DBM with examples of program and policy respons-
es to the challenge of the DBM. As well, we draw upon key 
examples where policies and DBM-control programs pro-
vide positive lessons that can be replicated throughout the 
region. We close with a discussion of the challenges and 
promise for future policies and programs in the region.

Epidemiology and Landscape of the DBM in Africa
The state of malnutrition in sub-Saharan Africa [1] is 

characteristic of the DBM with a high prevalence of un-
dernutrition and increasing obesity along with diet-re-
lated noncommunicable diseases (NCDs) [2]. Consider-
ing that most countries will not meet the global nutrition 
targets by 2025 [3], it is unlikely that the region will 
achieve the Sustainable Development Goals of ending 
hunger and all forms of malnutrition by 2030 [4]. The 
prevalence of undernourishment in sub-Saharan Africa 
rose from 181 million in 2010 to 222 million in 2016 [5]. 
Although the prevalence of stunting among children un-
der 5 years of age decreased between 2000 and 2017, the 
number of affected children increased from 50.6 to 58.7 
million due to population growth. The prevalence of 
wasting in 2017 was 13.8 million children, of whom 4 
million were severely wasted, showing that undernutri-
tion remains a serious public health problem in this re-
gion of the world. At the same time, the number of over-
weight under-fives rose from 6.6 million in 2000 to 9.7 
million in 2017 [6]. Among children and adolescents, the 
prevalence of obesity doubled between 2006 and 2016 to 
2.1% in boys and 3.5% in girls as the prevalence of over-
weight/obesity for adults increased from 28% in 2000 to 
42% in 2016 [2]. Thus, the number of countries in the 
African region with a high prevalence of the DBM con-
tinues to increase.

Among the drivers of the DBM, poverty-related fac-
tors, such as food insecurity and infectious diseases, per-
sist as drought, floods, and protracted humanitarian cri-
ses continue to mark the face of Africa [7]. For over-
weight/obesity, cultural expectations and the early onset 
of puberty predispose girls to high adiposity. Cultural 
perceptions of female body size also drive the DBM as 
overweight is considered a sign of wealth, achievement, 
and marital harmony [8]. This cultural aspect, along with 
reduced physical activity, could explain why obesity is 
consistently higher in women compared to men.

Meanwhile, the consumption of processed foods is in-
creasing at the expense of fresh and minimally processed 
foods. The commercialization of food production, pro-
cessing, and distribution is correlated with decreasing 
smallholder farming, dietary diversity, and increasing 

household dependence on purchased foods, resulting in 
diets that are of low nutritional quality, energy-dense and 
high in sugars, salt, and fats [5]. The underlying causes of 
the DBM may vary by subregion, but the increasing con-
sumption of cheap processed foods [9] and reduced phys-
ical activity are among the key drivers of the DBM. 

Program Experiences
Current actions to address malnutrition in national 

multisectoral policies are inspired by the Lancet frame-
work of nutrition-specific and nutrition-sensitive inter-
ventions with a predominant focus on reducing child un-
dernutrition [10]. Attention to obesity and diet-related 
NCDs in Africa is growing, though there are still major 
challenges to defining and implementing the necessary 
measures to address their underlying causes.

According to the Second WHO Global Nutrition Poli-
cy Review [11], actions to prevent obesity and diet-related 
NCDs in Africa consist largely of diet/nutrition counsel-
ing, media campaigns, nutrient labeling, and issuing of di-
etary guidelines. However, to achieve higher public health 
impact, countries need regulatory measures to drive con-
sumer choice toward healthful foods and/or decrease the 
desirability of unhealthful options [12], but such policies 
are not common in the African Region. For example, the 
WHO review found that no country banned industrial 
trans fats and only three (The Gambia, Liberia, and Mali) 
had regulations on the marketing of foods and nonalco-
holic beverages to children [11]. Another report found 
that 17 African countries had no legal measures to control 
the marketing of breastmilk substitutes [13]. Therefore, 
the need to do more is great and is best achieved through 
regional and sectoral coordination and cooperation.

Lessons from South Africa’s experience in developing 
policies provide a model for other countries in Africa. 
South Africa is implementing a tax on sugar-sweetened 
beverages as part of the national strategy to prevent and 
control obesity [14]. In developing this legislation, the 
government held consultations with various stakehold-
ers, some of whom raised the concern that the tax would 
lead to job losses and interfere with citizens’ freedom of 
choice [15]. Once adopted, the legislation was received 
reluctantly by the public, not having been part of the pol-
icymaking process, suggesting that consumers should be 
engaged in the development of regulations that affect 
their purchasing and consumption decisions. It was also 
suggested that greater public campaigns be made to pro-
mote the fact that the tax was being used to support the 
production of affordable, healthy foods to best encourage 
public buy-in of the legislation.
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A successful example from South Africa highlights the 
“Operation Sukuma Sakhe” (Let’s Stand Together and 
Build!) in the Province of KwaZulu-Natal [16], a program 
coordinated by the KwaZulu-Natal’s Premier’s Office 
that has the authority to convene different sectors. Su-
kuma Sakhe rallies the people of KwaZulu-Natal to over-
come issues affecting their communities, be it poverty, 
unemployment, crime, substance abuse, HIV/AIDS, or 
tuberculosis. Universities and research institutions are 
involved in building evidence for policy and providing 
technical expertise to the government. To ensure delivery 
of quality services, the role of the Provincial Nutrition 
Manager was raised to the rank of Director and mandated 
to make strategic decisions. Nutrition coordinators were 
appointed for each district, and community health work-
ers were trained in nutrition. Monitoring and evaluation 
are core to the program’s implementation and the inter-
sectoral committee reports to the Premier quarterly. 
Among the positive achievements of the program are re-
ductions in hospital admissions and fatality due to mal-
nutrition, increased rates of exclusive breastfeeding, and 
a reduction in stunting.

Lessons are also available from Kenya where legisla-
tion was enacted to regulate the marketing of breast milk 
substitutes and create a supportive policy environment 
for its implementation. The Breastmilk Substitutes Act 
[17], enacted in 2012, was the result of concerted action 
by the government, in partnership with civil society and 
UN agencies, to create a conducive environment for 
breastfeeding. To support implementation of the Act, the 
government created a committee on infant and young 
child feeding (IYCF) and developed an implementation 
package that includes a monitoring and enforcement pro-
tocol. The Act has been an impetus for complementary 
initiatives to promote, protect, and support breastfeeding 
in the workplace [18]; the promotion of baby-friendly 
communities; and the adoption of updated WHO guide-
lines on IYCF where, with antiretroviral therapy, HIV-
positive infants may be breastfed until the age of 2 years 
and beyond [19, 20]. The implementation of the Act is 
moving forward, but it is challenged by slow progress in 
aligning the central and 47 county governments in its 
adoption and enforcement.

Recommendations and Conclusions

The downward trend in the prevalence of stunting 
belies the increasing number of chronically under-
nourished children in Sub-Saharan Africa [6]. Mean-

while, overweight/obesity is increasing in all age 
groups, and diet-related NCDs are now among the 
main causes of premature death [2]. The observation 
that obesity could negate benefits that have contrib-
uted to increased life expectancy [21] holds true for the 
African region.

The sessions during the symposium highlighted sev-
eral elements that are important for the success of policies 
and programs. Since the food environment is a strong 
driver of the DBM, policies and interventions, supported 
by strong leadership, funding, monitoring systems, stan-
dards and guidelines are needed to control the consump-
tion of unhealthy foods. The policies should restrict the 
marketing of unhealthy foods to children (e.g., as part of 
school meals in canteens and at sales points within de-
fined limits of schools), while encouraging students to be 
positive change agents. In addition to promoting health-
ful diets, the African region needs to enforce food label-
ing, restrictions on health claims of products, and refor-
mulation of products so that consumers can make in-
formed choices. Regulation of the nutritional and health 
quality of foods and beverages that are promoted for con-
sumption by commercial entities is important to protect 
consumers in Africa.

To address the DBM, programs targeting socioeco-
nomically disadvantaged groups are needed to prevent 
undernutrition. Policies should be developed to increase 
the availability and affordability of diverse, healthy foods 
and to disincentivize the consumption of unhealthy 
foods and beverages. Interventions targeting undernu-
trition can serve a double duty by preventing or reducing 
obesity, for example, universal access to clean drinking 
water would reduce diarrhea-driven undernutrition and 
the consumption of sugar-sweetened beverages, while 
appropriate IYCF prevents undernutrition as well as 
obesity.

Government leadership is necessary to create policies 
and enabling environments needed for their implementa-
tion. Civic participation in policy dialogue is an impor-
tant part of stakeholder engagement to ensure that poli-
cies gain acceptance. Successful implementation of pro-
grams requires that they are evidence based with the 
capacity to deliver appropriate services at the grassroots 
level. For Sub-Saharan Africa, evidence is urgently need-
ed on the economic costs of the DBM and on the inequi-
ties accompanying economic growth to make the case for 
targeted action. To this end, the WHO Regional Office for 
Africa will facilitate the creation of a network of research-
ers as an institutional resource to support sound nutrition 
policies in Africa.
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