Background Note for the Global Partnership on Children with Disabilities
Inclusive Nutrition for Children and Mothers with Disabilities
Current Situation


Over one billion people worldwide are undernourished. This includes an estimated 171
million children aged <5 years who are stunted (chronically malnourished). 1



Over one billion people worldwide live with a disability.2



An estimated 150 million infants and children aged <5 years3, often have poor health and
limited life opportunities4. Ensuring access to appropriate services and support and tackling
marginalization is key to improving their nutritional status and development.



Nutrition and disability are intimately related: both are global development priorities; and for
both the elimination of malnutrition and ensuring the health and well-being of children with
disabilities can only be addressed by also tackling issues of poverty, ensuring equity and
guaranteeing the human rights of at-risk individuals.



Children and adults with disabilities often do not benefit from the same level of services,
such as health and social welfare services, as the non-disabled population.2 This is due to
a variety of reasons, including: inaccessible premises, and professionals that are not able
to adequately communicate with persons with disabilities.4-7



Very often, general campaigns (e.g. prevention of HIV/AIDS, awareness on landmines) are
not designed in a way to ensure access to all persons with disabilities8, and this is certainly
true of campaigns that have addressed nutrition and hunger.



In situations of limited resources, the exclusion of children with disabilities may sometimes
be based on the incorrect belief among some health professionals, community members
and even some family members, that preserving the health and welfare (and even life) of
children with disabilities is a lower priority than preserving those of a non-disabled child.4 In
fact, children with disabilities are equally entitled to all resources to preserve health and life.
They cannot be given a lower priority simply because they are disabled6.

Summary of the links between Nutrition and Disability
Among the key points of convergence are the following:
1. Undernutrition can lead to impairments
Undernutrition in mothers can lead to a number of preventable impairments prenatally as well in
the months and years following birth. For example:


Infants whose mothers are deficient in folic acid are more likely to have neural tube
disorders,9



Maternal iodine deficiency can result in a range of intellectual, motor and hearing problems
in infants,10



Prenatal undernutrition can contribute to poorer infant health11,12 which increases the risk
of diseases associated with disability,
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Undernutrition causing poor or distorted pelvic growth in girls is associated with increased
risk of obstructed labour when they have their own children: an important cause of foetal
injury and related disability.13

Undernutrition in children can cause lifelong impairments that are otherwise preventable.
example:

For



Undernourished infants and children are at an increased risk of severe illness, including
cerebral malaria and meningitis, both causes of neurological impairments in developing
countries,14



Undernourished infants and children are at risk of a number of disabilities linked to specific
micronutrient deficiencies (e.g. vitamin A deficiency is a cause of blindness.15

2. Having a disability can lead to under-nutrition in new-borns and infants.
While issues of undernutrition are often framed in terms of ‘disability prevention’, access to good
nutrition among children who are born with an impairment or who become disabled at some point
after birth, is equally important.
Infants and children with disabilities can suffer from the ill-effects of undernutrition in the same way
as children without disabilities, leading to:


Poorer health outcomes;



Missing or delay in reaching developmental milestones;



Acquiring avoidable secondary conditions as well as unnecessary stunting and wasting;



In extreme circumstances, preventable death.

In some infants and children, undernutrition may be a direct consequence of a specific impairment
or medical condition. For example:


New-borns and infants with disabilities may have poorer nutritional intake. e.g. an infant
with cleft palate may not be able to be breastfed effectively;



Infants and children with certain medical conditions may have less ability to absorb or use
nutrients in the food they do get (e.g. malabsorbtion in cystic fibrosis);



Some infants and children with disabilities may have greater nutritional needs (e.g. frequent
infections and bedsores in an immobile toddler may mean that that child will need additional
nutritious food in order to maintain her health);



Lack of knowledge among caretakers of how to deal with disabling health conditions and
specific problems associated with disability may be an issue. For example, if caretakers
lack knowledge about correct positioning to feed a child with cerebral palsy, muscle spasms
may occur
causing complications in the feeding process and risking insufficient food
intake for the child. In other infants and children with disabilities, undernutrition is not
directly related to their disability. For example:



Stigma and discrimination may mean a child with a disability is offered less food than
his/her siblings (intentionally not fed);
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A combination of physical and attitudinal issues may also be involved. For example, a child
with cerebral palsy may need additional time to be fed and mothers may be less willing or
able to devote this time to them, or may even be actively discouraged from breastfeeding or
feeding them solid food because of stigma and discrimination (a form of traditional
infanticide practiced in some communities against children with visible disabilities in
infancy).



There has been little research, particularly in the context of poverty and malnutrition, on the
effects of poor nutrition on children with pre-existing disabilities. It is often assumed that
these children do not grow and thrive because of their disability, but in fact, it is probable
that in some cases what is assumed to be disability-associated ill health and wastage in
fact may be connected with feeding problems or withholding of adequate nutrition
(particularly in households with scarce resources when it is assumed a child with a disability
will not live to adulthood in any case).

Finally, access to enough food and sufficient nutritious food is an issue that is often of concern to
adults with disabilities because of poverty and unequal distribution of resources within the
household. The issue of access to nutritious food for women with disabilities and their children is
consistently overlooked by many in both the nutrition and disability sectors, placing women and
their children at increased risk.
Potential Areas where the Global Partnership may Influence the Global Agenda


Awareness of the link between nutrition and disabilities among both the nutrition and
disability communities and governments at all levels.



Access for children and mothers with disabilities to nutrition services



Knowledge and understanding about the situation for children and mothers with disabilities
through data collection and research initiatives that drive programmes.



Approaches to nutrition campaigns and communications that are disability-friendly and
therefore do not lead to further stigmatization of people living with disabilities.



The need for a twin-track approach, which includes both disability mainstreaming and
setting up special services, where needed to reach children with disabilities and their
families or caretakers.
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