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Executive summary
The 2021 Lancet series on Adolescent Nutrition recommended actions to “strengthen and extend national 
data collection systems to include standardised indicators and determinants of adolescent nutritional status, 
and coverage of interventions among both adolescent boys and girls”. Currently, the lack of standardised 
nutrition surveillance systems for children and adolescents aged 5–19 years limits our understanding of 
their nutrition challenges and how to address them. It also explains why very few nutrition targets exist 
for this age group and perpetuates the deprioritisation of routine data collection. 

In this report, we: 
•   Summarise current international targets relevant to nutrition of children and adolescents aged  

5–19 years
•   Present the results of a wide stakeholder survey to identify which indicators should be prioritised for 

inclusion in national data systems for children and adolescents aged 5–19 years 
•   Make recommendations for global and national targets for children and adolescents aged 5–19 years 

based on existing targets and priority indicators from the stakeholder survey 

Relevant international targets
•   Sustainable Development Goals (SDGs): These mention addressing the nutritional needs of 

adolescent girls, but the only indicator is for anaemia prevalence in women and girls aged 15–49 years.
•   World Health Assembly (WHA) targets: These include a target of 50% reduction in anaemia in women 

and girls aged 15–49 years.
•   Global strategy for women’s, children’s and adolescents’ health: This mentions anaemia prevalence 

for older adolescent girls, and the prevalence of insufficient physical activity among school-aged 
adolescents aged 11–17 years.

•   World Health Organization (WHO) global action plan for the prevention and control of non-
communicable diseases (NCD-GAP): This aims to achieve a 10% relative reduction in the prevalence of 
insufficient physical activity (defined as less than 60 minutes of moderate to vigorous intensity activity 
daily) and to halt the rise in obesity in adolescents.

•   WHO guideline for implementing effective actions for improving adolescent nutrition: Many 
recommendations lack specific targets. The following are mentioned: a reduction in the intake of free 
sugars in adults and children, with a recommended target of <10% of total energy across population 
groups; and a reduction in sodium and potassium intake based on adjustments to the adult guideline. 

•   WHO antenatal care (ANC) and postnatal care (PNC) guidelines: While the recommendations are relevant 
to pregnant and postpartum adolescent girls, there are no targets or indicators tailored to their needs.

•   United Nations Children’s Fund (UNICEF) programming guidance for nutrition in middle 
childhood and adolescence: This incudes a target of 90 doses of point-of-use multiple micronutrient 
powder over a six-month period for children aged 5–12 years in settings where the prevalence of 
anaemia in children under the age of five is 20% or higher.

•   Nutrition-Friendly Schools Initiative (NFSI): Schools are mandated to develop a written nutrition-
friendly school policy within a recommended framework, but no indicators or targets are specified.

•   Nutrition for Growth (N4G) Summit commitments (2021): Fifty-six commitments from 45 unique 
countries/organisations were made relating to school-aged children, adolescents and/or women and 
girls aged 15–49 years, but many of these lack specificity or are not measurable. 
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Priority indicators based on stakeholder survey results
Respondents were asked to score a long list of 38 potential indicators according to their public health 
importance, the practicality of collecting the raw data and their current availability from national surveys. 
Indicators received scores ranging from 1 (very low) to 5 (very high) for each category, which were then 
summed to reach a total score out of 15. The survey was completed by 66 respondents in June 2022.

•   The following indicators were ranked of greatest public health importance for children and adolescents 
aged 5–19 years, and should be considered for inclusion in national data collection systems: the 
prevalence of anaemia, thinness and high salt consumption; the percentage of children and 
adolescents with low age at first pregnancy and low reported quality of life, the percentage 
affected by anxiety and depression, and the percentage receiving iron and folic acid (IFA) 
supplements; and the proportion of schools providing school meals and delivering weekly iron 
and folic acid supplementation (WIFAS) to adolescent girls. 

•   The following measures, while of public health importance, were deemed impractical and research may 
be needed into more innovative methods that are simpler, cheaper, and/or more accurate proxy measures: 
the prevalence of anaemia, thinness (based on body-mass index (BMI)), anxiety and depression. 

•   Many of the intervention coverage indicators were deemed important, practical and currently  
available. The nutrition community, both global and national, needs to work more closely with the 
education and health sectors to better utilise existing data on school nutrition programmes and 
adolescent pregnancies.

•   The prevalence of stunting and gross school enrolment rates should be deprioritised in national data 
collection plans, particularly where they replace other important indicators. 

Recommendations for global and national targets 
The following recommended targets are compiled or adapted from existing global targets and 
recommendations, and should be more widely advocated for:

•   Anaemia: Extend the current target (50% reduction in 15–49-year-olds) to early adolescents (aged 
10–14 years) and to boys.

•   Overweight: Extend the current target (no increase in childhood overweight) to adolescents.

•   Physical activity: Achieve a 10% relative reduction in the prevalence of insufficient physical activity 
(defined as less than 60 minutes of moderate to vigorous intensity activity daily).

•   Thinness: Align with the target for young childhood (6–59 months) and therefore have a target to 
reduce and maintain thinness in children and adolescents aged 5–19 years [a BMI-for-age z-score (BAZ) 
of <-2 or a mid-upper arm circumference (MUAC) equivalent to moderate wasting; suggested cut-offs 
for severe wasting are MUAC <129mm in children aged 5–9 years; and a MUAC of <160mm in children 
aged 10–14 years] to less than 5%.
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•   School nutrition policies: Ensure that all schools in all countries have a written nutrition-friendly 
school policy that addresses all components of the NFSI framework. Related subtargets should include:

  –  Coverage of school WIFAS programmes should reach at least 80% of schools (primary and 
secondary) in high-burden contexts (>20% anaemia prevalence).

  –  The proportion of adolescent girls aged 10–19 years receiving WIFAS should be >60% in high-
burden contexts (this will capture vulnerable out-of-school adolescents).

•   School meals: Ensure adequate coverage (>80% of primary schools) and quality of school feeding 
programmes (a minimum of 30% of total daily requirement of energy, protein, fat, carbohydrates, 
iron, vitamin A and zinc, with limitations set on the proportion of sugar, sodium and saturated fats) in 
countries with significant nutritional deficits (i.e., >20% anaemia prevalence).

  – Coverage targets and minimum standards should also be considered for secondary schools. 

•   Sugar intake: Reduce the intake of free sugars to less than 10% of total energy intake, or reduce the 
per capita sugar intake to less than 10kg/person/year (or approximately less than 50g per day for an 
adolescent). Since measuring the proportion of total energy intake may be impractical in national 
surveys, grams per day may be more realistic. 

•   Sodium intake: Since assessing sodium intake is logistically challenging in routine surveys, we suggest 
a target to reduce or maintain the average salt intake of children and adolescents to less than 5g/day. 

Based on our survey results, evidence-based targets for indicators describing low age at first pregnancy 
and child and adolescent mental health (including quality of life, anxiety and depression) are also 
needed. The following targets may be appropriate:

•   Fertility rate: Reduce the adolescent fertility rate (i.e., the percentage of girls aged 10–19 years who 
have a baby) to <5%. Alternatively, a target could aim to reduce or maintain the adolescent birth rate 
(births per 1,000 girls aged 15–19 years) to fewer than 10 births per 1,000. 

•   Mental health: Reduce the percentage of children and adolescents affected by depression or anxiety. 
This will require standardised tools and baseline data to quantify a figure. 

•   Quality of life: Reduce the percentage of children and adolescents with low reported quality of life. 
While standard tools do exist (e.g., the perceived quality of life scale), they need to be validated for 
adolescents across contexts, and global/regional baseline numbers must be ascertained to inform 
target setting.
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Introduction
The 2021 Lancet series on Adolescent Nutrition recommended actions to “strengthen and extend national 
data collection systems to include standardised indicators and determinants of adolescent nutritional status, 
and coverage of interventions among both adolescent boys and girls” [1]. Currently, the lack of standardised 
nutrition surveillance systems for children and adolescents aged 5–19 years limits our understanding of 
their nutrition challenges and how to address them. It also explains why very few nutrition targets exist 
for this age group and perpetuates the deprioritisation of routine data collection [2]. As obstacles such 
as unhealthy food systems, climate change, and conflict increasingly hamper global nutrition progress, 
addressing the needs of children and adolescents aged 5–19 years is more urgent than ever. 

In 2018, World Health Organization (WHO) and other key partners recognised the need for standardised 
and feasible measures of adolescent health more broadly. The Global Action for Measurement of 
Adolescent Health (GAMA) advisory group was developed to improve adolescent health measurement, 
with a focus on prioritising and harmonising indicators. In a recent stakeholder consultation process, the 
group recommended 52 priority indicators for adolescent health [3], including several nutrition-related 
indicators: overweight/obesity, thinness, food insecurity score, and anaemia prevalence. While extremely 
valuable, nutrition is only a small part of the initiative’s agenda, and warrants further investigation. In 
addition, since nutrition indicators aim to reflect varying degrees of functional or health risk within 
populations, it is important to consider the applicability of constructs behind indicators such as “thinness” 
to children over the age of five and adolescents, as well as the most appropriate cut-offs and references 
for this age group [2]. 

This report reviews current international targets related to the nutrition of children and adolescents aged 
5–19 years. It suggests priority indicators for routine surveys based on stakeholder engagement and 
suggests additional targets to assess progress at global and national levels.

Review of global targets related to child 
and adolescent nutrition
Sustainable Development Goals (SDGS)
While nutrition plays a role across all 17 SDGs, contributing to progress in health, education, employment, 
the empowerment of women and the reduction of poverty and inequality, it is specifically addressed in 
SDG 2: “end hunger, achieve food security and improved nutrition, and promote sustainable agriculture”. 
Adolescent girls are referenced in Target 2.2, which aims to end all forms of malnutrition by 2030. This 
includes achieving, by 2025, the internationally agreed targets on stunting and wasting in children under 
the age of five, and addressing the nutritional needs of adolescent girls, pregnant and lactating women 
and older persons. However, there are no adolescent-specific indicators for this target, with only older 
adolescent girls (aged 15–19 years) being included as part of Indicator 2.2.3: the prevalence of anaemia in 
women aged 15–49 years, by pregnancy status (percentage).
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World Health Assembly (WHA) targets
The development of the SDGs considered the targets laid out in the comprehensive implementation 
plan on maternal, infant and young child nutrition endorsed by the WHA in 2012 [4]. The WHA nutrition 
targets (2012–2025) are referenced in SDG 2, and similarly include older adolescent girls within the target 
to achieve a 50% reduction of anaemia in women and girls aged 15–49 years. 

Global strategy for women’s, children’s and adolescents’ health
The global strategy for women’s, children’s and adolescents’ health (2016–2030) [5] provides a roadmap 
for ending all preventable maternal, newborn and child deaths by 2030 and for improving overall 
health and wellbeing. Aligning with the SDG agenda, it provides guidance on multi-sector approaches 
for accelerated progress. The strategy includes a monitoring framework with a total of 60 (16 “key”) 
indicators, many of which are based on those specified in the SDGs (e.g., the prevalence of anaemia in 
women aged 15–49 years, by pregnancy status). One additional nutrition-related indicator is included for 
adolescents: the prevalence of insufficient physical activity among school-aged adolescents aged 11–17 
years. However, while SDG alignment would assume consistency with the relevant SDG and WHA targets, 
this is not specified, nor are targets for the additional indicators. 

WHO global action plan for the prevention and control of  
non-communicable diseases (NCD-GAP) 
The WHO NCD-GAP 2013–2020 [6] built upon a previous 2008–2013 action plan with a goal to reduce the 
preventable and avoidable burden of morbidity, mortality and disability due to non-communicable diseases 
(NCDs). The NCD-GAP has since been extended to 2030 to align with the SDGs and includes nine voluntary 
global targets. While the targets are not age-specific, in some cases, they include one or more indicators 
for adolescents. For example, Target 3, to achieve a 10% relative reduction in theprevalence of insufficient 
physical activity, specifies the following indicator: “prevalence of insufficiently physically active (less than 
60 minutes of daily moderate to vigorous intensity activity) adolescents”. Similarly, Target 7, to halt the 
rise in diabetes and obesity, incorporates an adolescent-specific indicator: “prevalence of overweight and 
obesity in adolescents (according to the WHO growth reference for school-aged children and adolescents)”. 

WHO guideline for implementing effective actions for improving 
adolescent nutrition
The WHO guideline for implementing effective actions for improving adolescent nutrition [7] was 
published in 2018 to support countries to select and implement actions to achieve global nutrition 
targets, with a focus on the need for effective coordination across sectors and stakeholders. The 
guideline consolidates WHO’s evidence-based recommendations to address all forms of malnutrition 
in adolescents, thereby ensuring healthy lives and wellbeing among this group. While the 
recommendations all impact either the whole, or a subgroup of, the adolescent population, many do not 
specifically target adolescents. For example, the WHO recommendations for iron/iron and folic acid (IFA) 
supplementation for anaemia reduction in various population groups (15–49 years, menstruating women 
and girls, pregnant and postpartum women, and school-aged children) according to anaemia prevalence 
are cited, but no targets are specified. Those recommendations with specifies targets include: 
•   The recommendation to promote healthy diets in adolescents specify “a reduction in the intake of free 

sugars in adults and children”, with a recommended target of <10% of total energy across population groups.
•   The recommendations for sodium and potassium intake suggest adjusting the adult guideline to an 

equivalent level for children.
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WHO antenatal care (ANC) and postnatal care (PNC) guidelines 
The WHO ANC (2016) [8] and PNC (2022) [9] guidelines aim to improve the quality of essential, routine 
ANC and PNC through person-centred approaches to improve maternal and newborn health and 
wellbeing. These guidelines are relevant to all pregnant and postpartum women and adolescent girls 
receiving ANC/PNC services in any healthcare or community setting and their unborn or newborn 
infants. Both guidelines provide recommendations, including for nutrition (nutrition education and 
macronutrient and micronutrient supplementation) and physical activity interventions. As with the WHO 
guideline for implementing effective actions for improving adolescent nutrition (see above), no targets or 
indicators are specifically tailored to the needs of pregnant and postpartum adolescent girls. 

UNICEF programming guidance for nutrition in middle childhood  
and adolescence
The UNICEF programming guidance for nutrition in middle childhood and adolescence [10] provides 
technical and operational guidance for the design, implementation, monitoring and evaluation of 
programmes to prevent all forms of malnutrition, in line with the 2020–2030 UNICEF Nutrition Strategy. 
The programming priorities include (1) nutritious foods and (2) healthy food environments, in schools and 
beyond; (3) micronutrient supplementation and deworming; (4) nutrition education in school curricula; and 
(5) healthy dietary practices. Evidence-based recommendations are proposed for actions and interventions 
to prevent all forms of malnutrition during middle childhood and adolescence, delivered through a 
multi-systems approach across food, education, health, social protection, and water and sanitation 
systems. These include school meals, micronutritent fortification and supplementation programmes, salt 
iodisation, the development and enforcement of policies to protect children and adolescents from 
unhealthy food and beverage marketing, food labelling and regulatory incentives/disincentives, nutrition 
education and skills-based learning, and social and behaviour change communication strategies. 

The guidance document recognises the lack of comprehensive and standardised monitoring frameworks 
for nutrition during middle childhood and adolescence, as well as the need to support governments to 
develop monitoring frameworks and review mechanisms to track progress across the priority areas. Global 
targets and indicators are largely not specified, with the exception of a target of 90 sachets/doses over a 
six-month period for point-of-use multiple micronutrient powder fortification programmes for children 
aged 5–12 years in settings where the prevalence of anaemia in children under the age of five is 20% or 
higher. An example of a national reporting and monitoring framework is also provided, suggesting key 
process, impact and outcome indicators of nutritional status and intervention coverage across the 5–19-year 
age range. While global targets for these indicators are needed for tracking progress at a global level, this 
document encourages the contextualisation of targets for national (and subnational) monitoring systems.

Nutrition-Friendly Schools Initiative (NFSI) 
The NFSI was developed in 2006 to provide a framework for ensuring integrated school-based 
programmes that address the double burden of nutrition through 26 essential criteria within five broad 
components: (1) school nutrition policies; (2) awareness and capacity building of school communities; 
(3) nutrition and health-promoting curricula; (4) supportive school environments for good nutrition; and 
(5) supportive school nutrition and health services [11]. Within the essential criteria for component (1), 
schools are mandated to develop a written nutrition-friendly school policy that addresses all aspects of 
the framework. Ensuring that all schools in all countries have such a policy would be a useful target to 
support the nutrition and health of most children and adolescents who attend school globally. 
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Nutrition for Growth (N4G) Summit commitments
The Tokyo N4G Summit was held in December 2021 under the leadership of the Government of Japan. It 
was the third global pledging moment within N4G’s “Year of Action”, and was designed to enhance action 
towards ending malnutrition and ensuring that everyone, everywhere, can reach their full potential. The 
N4G Summit came at a critical time, midway through the United Nations Decade of Action on Nutrition, 
with only five years remaining to achieve the WHA targets and 10 years remaining to reach the SDGs. The 
Summit resulted in 396 new nutrition commitments being made by 181 stakeholders across 78 countries. 
Of these, 56 commitments from 45 unique countries/organisations related to school-aged children 
(aged 5–9 years), adolescents (aged 10–19 years) and/or women/girls aged 15–49 years. A summary 
of the nutrition interventions (school meals, general nutrition, anaemia, dietary diversity, overweight/
obesity, micronutrient deficiencies, stunting, and/or youth inclusion) and target groups specified in 
the commitments is provided in Table 1. The majority (36%) of the commitments related to school-age 
children, followed by a similar proportion (32%) related to children and adolescents (aged 5–19 years). A 
total of seven commitments related to adolescent girls, while 11 targeted older adolescent girls within 
the 15–49-year age category. 

Some of the commitments are very specific and can therefore be monitored, for example reductions in 
anaemia prevalence, improving the proportion of women and girls with a minimum acceptable diet diversity 
score and reducing the prevalence of obesity. Other commitments will be more difficult to monitor, such 
as scaling up micronutrient interventions and ensuring that children and adolescents have opportunities 
to be protagonists in a change world. A full list of the relevant commitments and further analysis can be 
found here. Many of the commitments have been voluntarily registered on the Global Nutrition Report 
(GNR) Nutrition Accountability Framework website, but many have a low “SMARTness” score, meaning 
they have low specificity, measurability, achievability, relevance and timeliness. The GNR aims to help 
stakeholders improve the formulation of their existing commitments, thus improving SMARTness.

Table 1: Summary of the target groups and nutrition interventions mentioned in the 56 relevant 
commitments* made during the 2021 N4G Summit 

Adolescent 
girls (10–19 
years) 

Children and 
adolescents 
(5–19 years)

School-aged 
children (5–9 
years)

Women and 
girls (15–49 
years)

Total 

School meals 1 0 11 0 12 (21%)

Nutrition mentioned broadly 1 9 4 0 14 (25%)

Anaemia 2 2 7 11 (20%)

Dietary diversity 0 1 2 2 5 (9%)

Overweight/ obesity 0 3 2 1 6 (11%)

Micronutrient deficiencies 3 0 1 4 (7%)

Stunting 0 0 1 0 1 (2%)

Youth inclusion 0 3 0 0 3 (5%)

TOTAL 7 (12%) 18 (32%) 20 (36%) 11 (20%) 56 (100%)

*Relevant commitments are those related to school-aged children (aged 5–9 years), adolescents (aged 10–19 years)  
and/or women/girls aged 15–49 years.

https://www.ennonline.net/attachments/4559/Summary-of-Adolescent-Commitments-at-N4G2021.pdf
https://globalnutritionreport.org/resources/naf/tracker/
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Priority indicators related to nutrition, 
health and intervention coverage for 
children and adolescents
An indicator is a variable measured to monitor and report on progress and/or to ascertain what does 
or does not work [12]. We conducted a publicly available survey to identify priority indicators related 
to nutrition, health and intervention coverage for children and adolescents aged 5–19 years. A link to 
the survey was circulated via email to members of the Global Adolescent Nutrition Network, who were 
invited to partake in the survey and to forward it to relevant stakeholders. Respondents were asked to 
score a long list of indicators according to their public health importance, the practicality of collecting 
the raw data, and their current availability from national surveys. Indicators received scores between 1 
(very low) and 5 (very high) for each category, which were then summed to reach a total score out of 15. 
The indicator list was compiled from several sources, including the World Bank, the Healthy Behaviours 
in Schools survey, Demographic and Health Surveys, the WHO Health-Promoting Schools initiative, the 
UNICEF adolescent health portal and the “intake” global diet quality score. The survey was completed by 
66 respondents in June 2022. The long list of indicators and their scores are summarised in Table 2. 

Table 2: Long list of indicators scored by stakeholders according to public health importance, practicality 
and current availability

Q. Indicator Raw data 
needed

Public 
health 
importance

Practicality 
of collecting 
data 

Current 
availability  
of data 

Total 
score 
/15

Indicators of nutritional status and determinants in 5–19-year-olds* 

1
Percentage of children and 
adolescents with short stature/
stunting (height-for-age)

Height, age 3.18 3.04 2.16 8.4

2 Percentage of children and 
adolescents thin (low BAZ)

Height, 
weight, age 3.58 2.60 2.16 8.4

3 Percentage of children and 
adolescents overweight (high BAZ)

Height, 
weight, age 3.10 2.85 1.85 7.8

4
Percentage of children and 
adolescents wasted (low MUAC-for-age 
z-score (cut-off to be defined (TBD))

MUAC, age 3.40 2.69 1.92 8.0

5 Low birthweight incidence among 
pregnant adolescent girls

Infant birth 
weight, 
mother’s age

3.42 3.04 2.16 8.7

6 Weight gain during pregnancy for 
adolescent girls 

Weight during 
early and late 
pregnancy 
(timepoints 
TBD) 

3.13 2.65 1.70 7.5

*    While we present potential indicators for the whole adolescent period, we would recommend that assessment be 
disaggregated into standard age categories: 5–9 years, 10–14 years and 15–19 years.

https://www.ennonline.net/ourwork/adolescentnutrition
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7 Prevalence of anaemia 

Haemoglobin 
levels 
measured by 
finger prick

3.65 2.43 1.62 7.7

8 Prevalence of vitamin A deficiency 

Blood levels of 
vitamin A, or 
clinical signs 
of deficiencies

3.36 2.65 2.44 8.5

9 Prevalence of iodine deficiency Urinary iodine 
concentration 3.41 2.40 2.00 7.8

10 Prevalence of iodine deficiency 
disorder

Palpable 
enlarged 
thyroid

3.00 2.93 1.64 7.6

11

Percentage children and adolescents 
achieving minimum diet diversity/
nutrient adequacy (classification 
method TBD)

24-hour 
recall or food 
frequency 
survey

3.35 2.93 1.98 8.3

12 Percentage consuming at least 80% of 
daily energy requirements 

24-hour 
recall or food 
frequency 
survey

3.00 2.27 2.02 7.3

13 Percentage consuming at least two 
meals per day

One survey 
question 3.36 2.46 1.75 7.6

14
Percentage of household with child 
and adolescents with expenditure on 
food <50% of total expenditure

Total 
household 
expenditure; 
household 
expenditure 
on food

3.00 3.00 1.92 7.9

15 Percentage of daily calories that 
consist of added sugar 

24-hour 
recall or food 
frequency 
survey

3.33 3.00 1.94 8.3

16
Percentage of children and 
adolescents consuming more than  
5g of salt per day 

24-hour 
food recall; 
spot urine 
collection 

3.46 3.10 1.83 8.4

17
Average times per week that fruit/
vegetables/sweets/soft drinks are 
consumed

24-hour food 
recall or 
one survey 
question each 

3.18 2.67 2.07 7.9

Indicators of health and wellbeing for 5–19-year-olds 

18 Mean age of sexual debut
Age; one 
survey 
question

3.23 3.15 1.88 8.3

19 Percentage low age of first pregnancy 
(age TBD)

Age; one 
survey 
question

3.55 3.00 2.46 9.0

20 Percentage low age at marriage (age 
TBD)

Age; one 
survey 
question

3.14 3.44 2.50 9.1
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21 Completion rates for secondary 
schooling

School-level 
data 3.35 3.51 3.04 9.9

22 Gross school enrolment rates School-level 
data 3.12 3.45 3.11 9.7

23 Female school enrolment ratio

Gross school 
enrolment 
rates of girls 
and boys

3.38 2.54 3.16 9.1

24
Percentage of children and 
adolescents with low reported quality 
of life

Standardised 
questionnaire 3.44 2.46 1.72 7.6

25
Percentage of children and 
adolescents with low perceived social 
support

Standardised 
questionnaire 3.23 2.59 1.60 7.4

26
Percentage of children and 
adolescents affected by depression or 
anxiety 

Standardised 
questionnaire 3.44 2.79 1.68 7.9

27
Percentage of children and 
adolescents with inadequate physical 
activity levels 

24-hour recall, 
observation 
or calorimeter

3.34 2.72 1.89 8.0

28
Percentage of children and 
adolescents who think their bodies are 
too thin/fat (i.e., poor body image)

One survey 
question 3.21 3.02 1.69 7.9

Indicators of intervention coverage in 5–19-year-olds 

29 Percentage of children and 
adolescents consuming iodised salt

24-hour 
recall or food 
frequency 
survey 

3.36 3.23 2.35 8.9

30
Percentage of children and 
adolescents consuming iron  
fortified foods

24-hour 
recall or food 
frequency 
survey

4.09 3.17 2.20 9.5

31
Percentage of children and 
adolescents consuming vitamin A 
fortified foods

24-hour 
recall or food 
frequency 
survey

3.91 3.91 2.27 10.1

32
Percentage of children and 
adolescents receiving iron/folate 
supplements

One survey 
question 4.42 3.94 2.60 11.0

33
Percentage of children and 
adolescents receiving deworming 
treatment

One survey 
question 4.14 3.90 3.00 11.0

34 Percentage of schools delivering 
WIFAS to adolescent girls

School-level 
data 4.15 3.77 2.46 10.4

35

Percentage of schools with a safe and 
clean space that can be used for recess, 
sports, physical education or other 
physical activity

School-level 
data 3.81 3.69 2.22 9.7

36
Percentage of schools with written 
nutrition policies/health-promoting 
policies 

School-level 
data 3.95 3.74 2.08 9.8
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37

Percentage of schools reporting 
that their curriculum encompasses 
nutrition and other aspects of physical 
health and wellbeing

School-level 
data 4.05 3.95 2.07 10.1

38
Percentage of schools providing 
school feeding (minimum nutritional 
content TBD)

School-level 
data 4.30 3.95 2.95 11.2

The top scoring indicators of nutritional status, health and wellbeing, and intervention coverage, based 
on public health importance, practicality and current availability, are presented in Tables 3–5. Of the 
nutrition indicators, anaemia prevalence scored highest for public health importance, followed by the 
prevalence of thinness and high salt consumption. However, neither thinness nor anaemia received 
a high score for practicality, although thinness scored in the top three for current availability of data. 
High salt consumption scored in the top three for importance and practicality. Interestingly, anaemia 
received a comparatively low score for current availability, despite anaemia prevalence being routinely 
collected in many surveys for women/girls aged 15–49 years and adolescent data being available from 
research studies (Table 6: results of the lowest currently available indicators) [13]. Perhaps this is because 
respondents felt that anaemia prevalence data should be even more widely available (not just for 
women/girls aged 15–49 years) and should be available for both sexes, or because current measurement 
methods are inaccurate (i.e., they do not generally use venous blood) and do not differentiate iron-
deficiency anaemia from other forms. 

Of the nutrition-related health and wellbeing indicators, the percentage of adolescents with a low age at 
first pregnancy was ranked of highest public health importance, followed by the proportion of children 
and adolescents with perceived low quality of life, and the percentage of those affected by anxiety 
and depression. None of these received comparatively high scores for practicality or availability. The 
percentage of children and adolescents affected by anxiety and depression received a comparatively low 
score for current availability. 

For indicators of intervention coverage, those perceived as of greatest public health importance were the 
percentage of children and adolescents receiving IFA supplements, the percentage of schools providing 
schools meals (with the minimum nutritional contents still to be defined (TBD)) and the percentage 
of schools delivering weekly iron and folic acid supplementation (WIFAS) to adolescent girls. Both the 
coverage of IFA supplements and the percentage of schools providing school meals received high scores 
for practicality and current availability. In general, the intervention coverage indicators received relatively 
high scores in all three categories. Some indicators, such as the prevalence of stunting and the gross 
school enrolment rate, received high scores for availability but relatively low scores for public health 
importance. 

Results are presented as a mean score out of 5, except the last column, which provides the sum of the three mean scores. 
Abbreviations: BAZ – BMI-for-age z-score; MUAC – mid-upper arm circumference; TBD – to be defined; WIFAS – weekly iron and 
folic acid supplementation
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Table 3: The highest scoring indicators of nutrition, health and wellbeing, and intervention coverage 
based on public health importance 

Table 4: The highest scoring indicators of nutrition, health and wellbeing, and intervention coverage 
based on the practicality of collecting data

Public health importance 1 2 3

Nutrition indicators Prevalence of anaemia 
(3.65)

Percentage of children 
and adolescents thin 
(low BAZ) (3.58)

Percentage of children 
and adolescents 
consuming more than 
5g of salt per day (3.46)

Health and wellbeing-related 
indicators

Percentage of low age 
of first pregnancy (age 
TBD) (3.55)

Percentage of children 
and adolescents with 
low reported quality of 
life (3)

Percentage of children 
and adolescents affected 
by depression or anxiety 
(2.46)

Intervention coverage indicators

Percentage of children 
and adolescents 
receiving iron/folate 
supplements (4.42)

Percentage schools 
providing school 
feeding (minimum 
nutritional content TBD) 
(4.3)

Percentage of schools 
delivering WIFAS to 
adolescent girls (4.15)

The number in brackets represents the mean score per indicator (out of 5). 
Abbreviations: BAZ – BMI-for-age z-score; TBD – to be defined; WIFAS – weekly iron and folic acid supplementation

The number in brackets represents the mean score per indicator (out of 5). 
Abbreviations: TBD – to be defined

Practicality of collecting data 1 2 3

Nutrition indicators

Low birthweight 
incidence among 
pregnant adolescent 
girls (3.3)

Percentage of children 
and adolescents 
consuming more than 
5g of salt per day (3.1)

Percentage of children 
and adolescents with 
short stature/stunting 
(height-for-age) (3.04)

Health and wellbeing-related 
indicators

Completion rates for 
secondary schooling 
(3.51)

Gross school enrolment 
rates (3.45)

Percentage of low age 
at marriage (age TBD) 
(3.44)

Intervention coverage indicators

Percentage of schools 
providing school 
feeding (minimum 
nutritional content TBD) 
(3.95)

Percentage of schools 
that report that their 
curriculum encompasses 
nutrition and other 
aspects of physical 
health and wellbeing 
(3.95)

Percentage of children 
and adolescents 
receiving iron/folate 
supplements (3.94)
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Table 5: The highest scoring indicators of nutrition, health and wellbeing, and intervention coverage 
based on current availability

Table 6: The lowest scoring indicators of nutrition, health and wellbeing, and intervention coverage 
based on current availability

When asked to suggest other key nutrition-related indicators that were not included in the long list, 
survey respondents provided the following suggestions: 
•   The percentage of children and adolescents with access to clean drinking water/other water, sanitation 

and hygiene practices 
•   Prevalence of H.pylori infections and the coverage of interventions to mitigate it
•   The percentage of children and adolescent with anaemia by venous blood (more accurate than current 

survey method: capillary blood)
•   The proportion of schools with established nutrition clubs 
•   The prevalence of alcohol and drug abuse 

Current availability of data 1 2 3

Nutrition indicators Prevalence of vitamin A 
deficiency (2.44)

Percentage of children 
and adolescents with 
short stature/stunting 
(height-for-age) (2.16)

Percentage of children 
and adolescents thin 
(low BAZ) (2.16)

Health and wellbeing-related 
indicators

Female school 
enrolment ratio (3.16)

Gross school enrolment 
ratio (3.11)

Completion rates for 
secondary schooling 
(3.04)

Intervention coverage indicators

Percentage of children 
and adolescents 
receiving deworming 
treatment (3.0)

Percentage of schools 
providing school 
feeding (minimum 
nutritional content TBD) 
(2.95)

Percentage of children 
and adolescents 
receiving iron/folate 
supplements (2.6)

*LOWEST* current availability  
of data 1 2 3

Nutrition indicators Prevalence of anaemia 
(1.62)

Prevalence of iodine 
deficiency disorder 
(1.64)

Weight gain during 
pregnancy for 
adolescent girls (1.7)

Health-related indicators

Percentage of children 
and adolescents with 
low perceived social 
support (1.6)

Percentage of children 
and adolescents affected 
by depression or anxiety 
(1.68)

Percentage of children 
and adolescents who 
think their bodies are 
too thin/fat (1.69)

Intervention coverage indicators

Percentage of schools 
that report that their 
curriculum encompasses 
nutrition and other 
aspects of physical 
health and wellbeing 
(2.07)

Percentage of schools 
with written nutrition 
policies/health-
promoting policies 
(2.08)

Percentage of children 
and adolescents 
consuming iron fortified 
foods (2.2)

The number in brackets represents the mean score per indicator (out of 5). 
Abbreviations: BAZ – BMI-for-age z-score; TBD – to be defined

The number in brackets represents the mean score per indicator (out of 5).
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•   The percentage of adolescents who feel they have some control over decisions that affect their lives 
(linked to the level of “youth engagement”)

•   School attendance, not just enrolment 
•   Hunger score/food insecurity score 
•   Parents’ level of education 
•    Food safety indicators 
•   Indictors of the drivers of food choices, e.g., costs of food, perceptions, availability, convenience and 

food knowledge
•   The percentage of adolescents enrolled in general food distribution/the proportion of general food 

distribution enrolees who are adolescents 
•   The prevalence of learning disabilities among children and adolescents 

Other considerations suggested by respondents included the need to capture data on vulnerable groups 
of adolescents, such as those out-of-school and those in the prison system. A point was also made 
that, while all the indicators could be considered important, there is a need to strengthen the sparse 
evidence base linking indicators to functional outcomes. Many of the indicators on the list, apart from 
the biochemical indicators, are proxy measures of nutritional status, and their functional implications 
are yet to be determined. Respondents also commented on the fact that the biochemical indicators, 
such as those assessing micronutrient status, are currently too expensive to implement and their use is 
impractical in many settings. Even in small-scale research studies, obtaining blood is challenging, and it is 
difficult to find a lab where blood can be reliably and accurately tested in many countries. Incorporating 
such assessments into national surveys and surveillance systems is therefore not likely to be feasible. 

Summary and recommendations following the priority indicators survey 
•   The following indicators were ranked of greatest public health importance for children and adolescents 

aged 5–19 years, and should be considered for inclusion in national surveys and streamlined across 
other research purposes: the prevalence of anaemia, thinness and high salt consumption; the 
percentage of children and adolescents with low age at first pregnancy and low reported quality of life, 
the percentage affected by anxiety and depression, and the percentage receiving IFA supplements; and 
the proportion of schools providing school meals and delivering WIFAS to adolescent girls. 

•   The following measures, while of public health importance, were deemed impractical and research 
may be needed into more innovative methods that are simpler, cheaper and/or more accurate proxy 
measures: the prevalence of anaemia, thinness (based on BMI), anxiety and depression. 

•   Research into the use of mid-upper arm circumference (MUAC) to assess thinness in children 
and adolescents aged 5–19 years, and the development and validation of simple mental health 
questionnaires for this age group, may contribute to addressing some of these issues. While the most 
appropriate MUAC cut-offs for children and adolescents aged 5–19 years are yet to be determined and 
validated, the following cut-offs have been suggested for the assessment of severe wasting: MUAC of 
<129mm in children aged 5–9 years; and MUAC of <160mm in children aged 10–14 years [14]. 

•   Many of the intervention coverage indicators were deemed important, practical, and currently available. 
The nutrition community, both global and national, needs to work more closely with the education and 
health sectors to better utilise existing data on school nutrition programmes and adolescent pregnancies.

•   The prevalence of stunting and gross school enrolment rates should be deprioritised in survey (and 
other) data collection plans, particularly where they replace other indicators deemed as having greater 
public health importance. 
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Suggested global and national  
targets to support nutrition, health  
and wellbeing in children and 
adolescents aged 5–19 years 
To promote, support and monitor progress, ambitious but realistic and evidence-based targets are needed. 
As mentioned above, while older adolescent girls are included in targets for anaemia reduction, a greater 
variety of adolescent-specific targets are needed to ensure that nutrition status and intervention coverage 
are improved for children and adolescents. The following recommended targets were compiled or adapted 
from existing global targets and recommendations and should be more widely advocated for:

•   Anaemia: Extend the current target (50% reduction in women/girls aged 15–49 years) to early 
adolescence (10–14 years) and to boys.

•   Overweight: Extend the current target (no increase in childhood overweight) to adolescents.
•   Physical activity: Achieve a 10% relative reduction in the prevalence of insufficient physical activity 

(defined as less than 60 minutes of moderate to vigorous intensity activity daily).
•   Thinness: Align with the target for young childhood (6–59 months) and therefore have a target to 

reduce and maintain thinness in children and adolescents aged 5–19 years [a BMI-for-age z-score (BAZ) 
of <-2 or a mid-upper arm circumference (MUAC) equivalent to moderate wasting; suggested cut-offs 
for severe wasting are MUAC <129mm in children aged 5–9 years; and a MUAC of <160mm in children 
aged 10–14 years] to less than 5%.

•   School nutrition policies: Ensure that all schools in all countries have a written nutrition-friendly 
school policy that addresses all components of the NFSI framework. This policy should ensure the 
availability of iron/IFA supplementation for school-aged children and adolescent girls in relevant 
contexts, with specific subtargets, such as: 

 –   Coverage of school WIFAS programmes should reach at least 80% of schools (primary and 
secondary) in high-burden contexts (>20% anaemia prevalence).

 –  The proportion of adolescent girls aged 10–19 years receiving WIFAS should be >60% in high-
burden contexts (this will capture vulnerable out-of-school adolescents).

•   School meals: Ensure adequate coverage and quality of school feeding programmes in countries with 
significant nutritional deficits (i.e., >20% anaemia prevalence).

 –  In an analysis of the scale of need for school feeding programmes, Drake et al., suggest 80% as a 
conservative target for coverage of school feeding programmes, which will likely ensure that all 
children in need are reached [15].

 – Coverage targets and minimum standards should also be considered for secondary schools.
 –  While nutrition guidelines and standards need to be context-specific – considering the health 

and nutrition issues and priorities of the target population, food composition, and local 
agriculture production [16] – the Food and Agriculture Organization of the United Nations (FAO) 
recommend that they should provide a minimum of 30% of total daily requirement of energy, 
protein, fat, carbohydrates, iron, vitamin A and zinc, with limitations set on proportion of sugar, 
sodium and saturated fats. 
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•   Sugar intake: Reduce the intake of free sugars to less than 10% of total energy intake, as stated 
in the WHO effective actions for improving adolescent nutrition [7]; or reduce the per capita sugar 
intake to less than 10kg/person/year (or approximately less than 50g per day for an adolescent). Since 
assessing the proportion of free sugars in total energy intake may in impractical in national surveys, we 
recommend a practical target of reducing the average sugar intake of children and adolescents to less 
than 50g/day.

•   Sodium intake: Reducing sodium intake in children and adolescents is recommended. The 
recommended maximum level of intake of 2g/day sodium in adults should be adjusted based on 
the energy requirements of children relative to those of adults [7]. Since assessing sodium intake is 
logistically challenging in routine surveys, we suggest a target to reduce or maintain the average salt 
intake of children and adolescents to less than 5g/day. 

Based on our survey results, evidence-based targets for indicators describing low age at first pregnancy, 
and child and adolescent mental health (including quality of life, anxiety and depression) are also 
needed. The following targets may be appropriate: 

•   Fertility rate: Reduce the adolescent fertility rate (i.e., the percentage of girls aged 10–19 years who 
have a baby) to <5% (the global adolescent fertility rate is currently about 15%; some nations already 
have targets in place, such as the United States [17]). Alternatively, a target could aim to reduce or 
maintain the adolescent birth rate (births per 1,000 girls aged 15–19 years) to fewer than 10 births per 
1,000 [18]. 

•   Mental health: Reduce the percentage of children and adolescents affected by depression or anxiety. 
This will require standardised tools and baseline data to quantify a figure. 

•   Quality of life: Reduce the percentage of children and adolescents with low reported quality of life. 
While standard tools do exist (e.g., the Perceived Quality of Life Scale) they need to be validated for 
adolescents across contexts, and global/regional baseline numbers must be ascertained to inform 
target setting. 

 

Next steps
While the lack of indicators and targets for the nutrition of children and adolescents aged 5–19 years 
remains a critical gap, there are several initiatives underway to address it. The WHO GAMA focuses 
on improving indicators for measuring adolescent health. Actions to date have included mapping 
measurement initiatives, including adolescent health indicators; selecting priority areas for adolescent 
health measurement; mapping over 400 adolescent health indicators used by current measurement 
initiatives and selecting 36 recommended core indicators; and identifying a list of measurement gaps 
in adolescent health. There are plans to develop GAMA guidance for measuring the priority indicators 
for use by relevant stakeholders and countries. Nutrition is included as a small component of the 
GAMA activities. A new WHO Expert Consultative Group (2022) has also been set up to advance the 
measurement of adolescent wellbeing, which includes health and nutrition as one of the domains. This 
group will be collaborating with the Partnership for Maternal, Newborn & Child Health Accountability 
Working Group, the Adolescent Well-being Initiative Working Group, and the GAMA Advisory Group. 

http://depts.washington.edu/seaqol/PQOL
https://www.who.int/groups/the-global-action-for-measurement-of-adolescent-health
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UNICEF also has a critical role to play in this discussion, and have developed a new Adolescent Data Portal 
(2022) featuring a selection of key indicators on health and nutrition, education and learning, protection, 
and transition to work. UNICEF has also convened a Technical Advisory Group to articulate a monitoring 
framework for school-age children and adolescent nutrition: the School-Age and Adolescent Nutrition 
Metrics group. Simultaneously, Nutrition International is working on improving the assessment of 
nutrition education and behaviour change initiatives in schools, starting with a stakeholder survey. 

Other initiatives of note include the Research Consortium for School Health and Nutrition, hosted by the 
London School of Hygiene and Tropical Medicine, which houses a community of practice on “nutrition 
measurement”. This has several subthemes relevant to indicator development, including “Assessment of 
nutritional status and function”. Participatory approaches that include adolescent voices in the creation of 
priority nutrition indicators are also underway and vitally important. 

Going forward, better collaboration between existing initiatives is needed, as is a greater focus on 
nutrition by these initiatives. This mapping of priority indicators will contribute to the various monitoring 
initiatives, such as UNICEF’s School-Age and Adolescent Nutrition Metrics. Interim targets for child and 
adolescent nutrition should be set, alongside efforts to address the evidence gaps identified in this report. 
 

https://data.unicef.org/adp/
https://www.lshtm.ac.uk/research/centres-projects-groups/research-consortium-for-school-health-and-nutrition
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