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Introduction 

Social inclusion is defined by the World Bank Group as the process of improving the terms of 
individuals and groups to take part in society, and the process of improving the ability, 
opportunity, and dignity of those disadvantaged based on their identity to take part in society 
(1). Groups can be excluded based on several characteristics or life circumstances. These include 
poverty, gender, age, religion, ethnicity and disability, among others. Within a country context, 
social exclusion implies that excluded groups are not able to fully participate in their country’s 
political, economic, and social life and often are unable to fully benefit from programs and 
policies intended to benefit the population at large. As Indonesia’s economy continues to grow, 
it is essential that issues of social inclusion be considered in nutrition-related policies and 
programs. This is especially important as often socially excluded groups are those most at risk of 
health and nutrition problems.    

Indonesia has experienced a major economic transformation in the past decade. With an 
impressive growth in Gross Domestic Product (GDP) from $806 in 2000 to nearly $3,877 in 2018 
(2), the country has also been successful in reducing poverty levels to 9.8% in 2018. The benefits 
of such robust growth and prosperity however, do not always trickle down equally to all groups 
of the population.  

At a global level, Indonesia ranked 91 out of 146 countries in the 2018 Social Progress Index. The 
country also ranked 99 with a low score of 39 points on the inclusiveness sub-index; an index 
constructed using indicators such as lesbian, gay, bisexual, and transgender (LGBT) acceptance, 
equality of political power by gender, and discrimination and violence against minorities among 
others. Furthermore, Indonesia ranked 104 out of 160 countries in the 2017 Gender Inequality 
Index (GII) and 116 in the Human Development Index (HDI).  

At the national level, an assessment of maternal and newborn health disparities highlights that 
while Indonesia’s 2015 neonatal mortality rate was 14 deaths per 1,000 live births, this rate was 
double for the poorest households (28 neonatal deaths per 1,000 live births) compared to 9 
deaths per 1,000 live births among the richest households1. This could be due to disparities in 
maternal and newborn health coverage indicators across urban/rural areas and by household 
wealth. Only 58% of deliveries in the poorest households had a skilled birth attendant, compared 
to 97% of deliveries among the richest households2. Likewise, previous analysis of a large-scale 
survey revealed district and provincial level inequalities in nutrition outcomes and service 
utilization in Indonesia (3). Results showed that despite substantial improvement in several 
national-level indicators, outcomes were worse amongst the poorest and the least educated.  

Educational attainment is also an important proxy for the level of inequalities present in a society. 
For women aged 15-49 years in Indonesia, those that are older, who live in rural areas, and who 
live in the poorest households are more likely than others to have no education and are less likely 

 
1 United Nations Inter-Agency Group for Child Mortality Estimation (United Nations Children’s Fund (UNICEF), 
World Health Organization (WHO), United Nations Population Division and the World Bank). 
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to have completed secondary school or higher (4). This trend is similar for men aged 15-54 years. 
Female political representation at the Indonesia national parliament remain low at 20% despite 
experiencing a consistent rise from 2016 (5) while no data is available on the ethnic and religious 
make-up of the national, district, and provincial level governments.  

While these are only a few of the many indicators that can be used to assess the nature of social 
exclusion in Indonesia, it underlines the need for more socially inclusive policies, especially if 
Indonesia continues to grow economically. There will be a bigger need to ensure that policy 
makers and program stakeholders appreciate the nature and degrees of inequality and exclusion 
and understand how their programs and policies can impact women, people living in poverty, 
senior citizens, persons with disabilities and other groups that are traditionally excluded. 

Study objective 

In this review we aim to assess how, and to what extent, the National Action Plan for Food and 
Nutrition 2017-2019 of Indonesia, henceforth known as the “Action Plan,” has considered social 
inclusion. While social inclusion can consist of many categories, for the purpose of this review, 
we have focused on gender, poverty and disability. In addition to assessing how gender, poverty 
and disability were considered in the Action Plan, we also conducted a limited review of relevant 
policies from other Southeast Asian countries and elsewhere, to provide examples of how 
gender, poverty and disability have been considered in food and nutrition policies. The overall 
goal of this review is to assess where the Action Plan is, in terms of considering gender, poverty 
and disability and to provide some recommendations of how these things could be considered in 
future iterations of the Action Plan and/or associated policies and programs. 

Study context 

Linkages between nutrition and gender, poverty, and disability 

Positive associations between gender (more precisely, gender equality and women’s 
empowerment) and nutrition have been found across a range of health and nutrition outcomes, 
especially for women and children (6–11). For instance, a cross-regional study from Smith et al 
(2003) found women’s status, as measured by women’s decision-making power, was an 
important determinant of children’s nutritional status in South Asia, sub-Saharan Africa, and Latin 
America (6). Furthermore, women are among the most nutritionally vulnerable people and 
improving women’s nutrition is important in its own right. Women of reproductive age are 
especially vulnerable to malnutrition due in part to their extra nutritional requirements for 
pregnancy and lactation. Women’s vulnerability in nutrition can also be attributed to gender 
inequality especially at the household level, affecting a large portion of women in South Asia and 
Southeast Asia (12). 

Poverty and nutrition are also associated, both positively and negatively. Research has shown 
that poverty can hamper access to nutritious foods, resulting in high levels of food insecurity and 
poor dietary intake (13). Furthermore, poverty can hinder access to quality healthcare, and 
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contribute to poor water and sanitation infrastructure and practices, increasing the risk of 
infections and illnesses (14). Undernutrition in turn, can perpetuate poverty in several ways. 
Maternal undernutrition, in the form of maternal short stature or low body-mass index can lead 
to an increased risk of maternal death at delivery or lower birthweight of her child (15). Child 
undernutrition, in turn, can lead to developmental delays, poorer schooling outcomes and 
reduced earnings (15).  

While malnutrition and disability are major global problems and closely interrelated, they have 
been rarely linked in policy, practice and research (16–19). On one hand, malnutrition can cause 
or contribute to various types of disability throughout the lifecycle but can be particularly harmful 
during pregnancy and early childhood (17,20–22). On the other hand, people with disabilities 
(PWD) are at greater risk of malnutrition. Specific physical anomalies, medical conditions, or 
genetic syndromes (e.g. cleft palate, cerebral palsy, cystic fibrosis, mobility limitations) can 
directly lead to undernutrition (16,23,24). In addition, PWD are often less likely to benefit from 
health services and nutrition programs due to various reasons such as their mobility limitations 
to health facilities and service providers’ lack of knowledge on the specific nutrition needs of 
PWD (17). 

Gender in Indonesia 

Gender is a cross-cutting dimension which interplays with many social identities. For instance, 
women with disabilities, sexual minority women (such as transgender women or Waria), or 
women from ethnic or religious minority groups may experience double exclusion as women on 
the one hand and as with other vulnerable social identity on the other hand in Indonesia (25). 
For these women, their lack of legal identity can limit access to public services including basic 
healthcare and nutrition programs. Even if there is no or few explicit barriers to accessing these 
public services, stigmatization and other forms of social discrimination are still frequently 
encountered. Therefore, they tend to be economically vulnerable and remain at high risk of being 
malnourished and falling into poverty because of their social isolation and hence limited 
opportunities for health, education and livelihoods.  

The Government of Indonesia has acknowledged the importance of gender mainstreaming to 
development and has shown strong commitment to advancing gender equality through the 
establishment and enforcement of a range of laws and regulations, for example, the Presidential 
Instruction No. 9/2000 on Gender Mainstreaming with an aim to direct all government ministries 
and agencies to mainstream gender across development planning (26). Despite the strong 
commitments and mandates by the central government to incorporate gender into policy and 
programming, these efforts have not yet been fully realized largely due to limited resources, 
capacity and political will at the local level. Inadequate understanding of gender issues is another 
barrier as gender is often misunderstood as being the promotion of women only, rather than 
understanding and transforming relations among men, women, boys, and girls (27).     

While progress has been made in some areas such as education, wide gender gaps persist in 
many areas including health and labor force participation in Indonesia (26,28). According to the 
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Social Institutions and Gender Index, which measures 12 social institution variables from the 
Organization for Economic Cooperation and Development (OECD) database, such as women’s 
decision-making power, access to resources, violence against women, and women’s mortality 
due to sex selective abortions (0 corresponds to no inequality and 1 to complete inequality), the 
index value of Indonesia (0.128) is higher than all the other Southeast Asian countries except in 
the case of Malaysia (0.322) and Timor-Leste (data not available) (12). Similarly, United Nations 
Development Programme’s (UNDP) GII has been ranking Indonesia as one of the least “gender 
equal” countries in Southeast Asia, often after Cambodia, Laos, and Myanmar (29).  

In terms of women’s health and nutrition, Indonesia is lagging behind many of its neighbors. 
Indonesia’s maternal mortality rate remains one of the highest in Southeast Asia (126 female 
deaths per 100,000 live births), following Timor-Leste, Laos, Myanmar, and Cambodia (30). Many 
pregnant women have nutrition-related problems which can be attributable to various factors 
including poor maternal healthcare and early marriage and pregnancy, among others (31). 
Around 14% of Indonesian women are married before they are 18 years of age and the 
adolescent fertility rate is high with 48 out of 1,000 women having babies while they are still 
adolescents (32). While stunting is still widespread in Indonesia, overweight and obesity are rising 
rapidly, with nearly one in three women being overweight or obese (33). In addition, anemia is a 
major public health concern in Indonesia, affecting 22.7% of women aged 15-49 years (34). 
Accordingly, Indonesia, in the Action Plan, prioritized “adolescent health and prenatal nutrition 
for women” and “supplementary food distribution for pregnant women” as key nutrition-specific 
interventions to be implemented, among others.  

Poverty in Indonesia 

Indonesia has made tremendous strides to rebuild its economy after the devastation experienced 
during the Asian financial crises in 1997-98. Prudent macroeconomic policies coupled with good 
governance have underpinned Indonesia’s steady GDP growth to nearly 5.1% in 2019 (35). The 
poverty rate of Indonesia also fell gradually from 23.4 % in 1999 to less than 10% today, according 
to World Bank. 

Despite the economic progress, 4.6% of the Indonesian population continue to live below the 
$1.90 poverty line (36) and 21% of the population are at high risk of falling back into poverty (2). 
When disaggregated by urban and rural areas, 14% of the rural population were classified as 
poor, as compared to the 7.8% in urban areas. At the provincial level, poverty rates are far higher 
in Eastern Indonesia, as compared to the Island of Java (37).  

Inequalities have also been on the rise in Indonesia. The 2015 World Bank Report stated that 
despite the momentous economic growth, inequalities in Indonesia have been rapidly increasing. 
The GINI coefficient, a popular measure for inequality increased from 30 points in 2000 to 38.1 
points in 2017, an indication of an increase in unequal distribution of wealth between upper- and 
lower-income households (38). In addition, expenditures of the poorest 40% of the population, 
was below the richest 20% of the population in 2012 (39).  
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Indonesia has been committed to addressing poverty and inequality. At the global level, 
Indonesia pledged to implement the 2030 Agenda for Sustainable Development that promotes 
actions to end poverty and overcome inequality (Sustainable Development Goal 1; SDG 1). 
Consequently, the Indonesian President established a National Team for the Acceleration of 
Poverty Reduction (TNP2K) in 2010. Under this agency, several social assistance programs were 
administered as part of the accelerated efforts to alleviate poverty. These included Subsidized 
Rice for the Poor (Raskin)2, Health Insurance for the Poor (Jamkesmas), Cash Transfers for Poor 
Students (Bantuan Siswa Miskin or BSM), Conditional Cash Transfer Programme for Poor Families 
(Program Perlindungan Pekerja Anak or PKH), Child Assistance Programme – PKH, and other local 
social assistance programs. The agency also developed a unified database containing information 
on individuals and households that would be categorized as vulnerable to poverty. This database 
system was used by all social assistance programs for targeting respective beneficiaries (39).  

To further enhance targeting efforts in 2013, the Indonesian government began issuing social 
protection cards (Kartu Perlindungan Sosial or KPS) to beneficiaries of social assistance programs. 
Households with a KPS card were eligible for specific social assistance programs (such as the PKH 
program).  

Disability in Indonesia 

The number of people living with disabilities in Indonesia is unclear. According to United Nations 
Economic and Social Commission for Asia and the Pacific (UNESCAP) reports, the disability 
prevalence rate in Indonesia was merely 1.4% in 2012 and 2.5% in 2015 while WHO estimates 
that 15% of the world’s population is living with disabilities. Similarly, it is reported that 16% of 
people in Southeast Asia live with moderate disability (40–42). Poor data collection and the 
stigma attached to disability may have contributed to under-identification and under-reporting 
of PWD in Indonesia (25). 

As Indonesia ratified the United Nations (UN) Convention on the Rights of Persons with Disabili-
ties (CRPD) in 2011, it has been required to implement the CRPD to ensure domestic legislations, 
policies and programs are accessible to and inclusive of PWD. To date, some efforts have been 
made. Indonesia has repealed the existing Law No. 4 of 1997 and passed a new law on PWD (No. 
8/2016) to be more in concordance with the CRPD (43). In addition, Badan Pusat Statistik, the 
Central Bureau of Statistics (BPS, Statistics Indonesia), in collaboration with other relevant 
government agencies and international organizations, has piloted a new disability instrument 
survey and improved methodology in an existing survey (43). Nevertheless, the existing 
legislation is still lacking effective enforcement mechanisms, which contributes to a general lack 
of knowledge and awareness among policymakers about PWD in Indonesia (44).   

A number of care programs for children with disabilities (CWD) have been developed and 
implemented in the country to mainstream family-based care for CWD, as a response to the CRPD 
(45), which include: programs directly providing services to the affected children e.g. free 
physiotherapy, education, nutrition supplements for CWD; programs targeting families of CWD, 

 
2 Raskin is now called Rastra (Beras Sejahtera) 
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such as family training/counselling sessions on adequate care and parenting for CWD; and finally, 
those being implemented at the institutional-level, such as designing more comprehensive 
healthcare and monitoring systems. According to a qualitative study conducted by Fuaida and 
Sukmawati (2017), among the biggest challenges identified in implementing these programs are 
a shortage of human resources (community social workers), a lack of training and guidelines for 
social workers and thereby a lack of capacity among them, and insufficient knowledge of parents 
about disability (45). In this regard, the urgency of having community-based programs to not only 
support the families but also strengthen the capacity of institutions and personnel has been 
acknowledged.  

National Action Plan for Food and Nutrition 2017-2019  

The primary goal of the Action Plan is to nurture “intelligent, healthy, sustainably productive, and 
highly competitive human resources” (46). To achieve this goal, Indonesia aimed to increase food 
production and improve nutrition outcomes especially among women and children. The related 
activities to achieve these improvements are classified under five pillars within the Action Plan: 
1. Community Nutrition Improvement; 2. Increased accessibility of diverse foods; 3. Food quality 
and safety; 4. Clean and healthy living pattern and 5. Food and nutrition development 
coordination. 

Methods 

We reviewed the Action Plan through the lens of social inclusion as it relates to gender, poverty 
and disability. For this review we considered three primary components to assess how well 
gender equity and social inclusion were considered in the Action Plan in order to identify areas 
for improvement in the revision of the Action Plan. The first is whether issues related to gender, 
poverty or disability were mentioned in the Action Plan and if so, how often, to what extent and 
how specific the discussion of these issues was. Second, we assessed whether there was any 
indication that gender, poverty or disability were considered in each of the five pillars that 
comprise the Action Plan, how they were considered and identified areas in which greater 
consideration could be given to these issues. Lastly, we reviewed the performance indicators and 
assessed the extent to which gender, poverty or disability were taken into account and for which 
indicators are being tracked that can inform how well programs are targeted to these groups as 
intended and/or how well the programs are working to address inequities related to gender, 
poverty and disability.  

To help identify opportunities for greater consideration of gender equity and social inclusion in 
the Action Plan in Indonesia, we also conducted a select review of programs from other Southeast 
Asian countries (and elsewhere when evidence from Southeast Asia was limited) in which gender, 
poverty and/or disability have been meaningfully considered in nutrition-related policies.  
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Key findings 

General consideration of gender equity and social inclusion in the Action Plan 

Issues related to gender, poverty and disability were mentioned throughout the background of 
the Action Plan with an emphasis on reaching people and areas most affected by shocks, poverty 
and disability. In addition, there were several places in the Action Plan where the importance of 
targeting nutrition-specific and nutrition-sensitive programs to women, especially women of 
reproductive age and pregnant women were mentioned. Women’s empowerment was 
mentioned as one of the sectors where nutrition sensitive work should be pursued, but without 
any context or further elaboration. 

Consideration of gender equity and social inclusion in each of the five pillars of the Action Plan 
– targeting and assessment  

Although the importance of considering gender, poverty and disability in program design and 
targeting was mentioned throughout the Action Plan there was limited evidence to suggest that 
programs within the Action Plan are specifically designed to address or assess these issues. Across 
the five pillars poverty was the most often considered, specifically being highlighted in three of 
the five pillars (Table 1). Gender and disability, on the other hand, were only considered in the 
first pillar where gender was considered in two of the fifteen programs listed, and disability in 
one (Table 1).  

Pillar 1 – Community nutrition improvement – It is the only pillar in which each of the three 
social inclusion dimensions under study in this review were considered. Poverty was the most 
often considered, followed by gender and lastly by disability. Under this pillar, all programs are 
intended to improve the overall health and nutrition of the community. These programs included 
nutrition-, health-, agriculture- and education-related programs, social protection programs and 
a few programs to manage religious affairs. The programs that considered social inclusion were 
implemented solely by the Ministry of Social Affairs and included: 

1. “Program Keluarga Harapan” (PKH) – a pilot conditional cash transfer program targeted 
to eligible households conditional on their participation in local health and education 
services. These conditions included pre-natal checkups by pregnant mothers, post-natal 
care and health checkups for newborns and young children, and school attendance by 
children aged from 6 to 18 years. The Government of Indonesia introduced this program 
to improve the socio-economic conditions of the poorest households3, improve 
educational status of children, enhance health and nutrition of pregnant women, 
mothers, and children under the age of 6 years old, and improve access and quality of 
education and services of the poorest households4. Poor households face numerous 

 
3 For further explanation on targeting, please see PKH Review 6 
4 World Bank. 2012. Program Keluarga Harapan (PKH) conditional cash transfer (English). Social assistance program 
and public expenditure; review no. 6; Public expenditure review (PER). Washington, DC: World Bank.  
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challenges in accessing basic education and health resources that prevent them from 
improving their overall quality of life. By improving their access, the program can improve 
their ability to participate in all dimensions of life, creating a more inclusive society.  

2. Management of underprivileged people – this involves the distribution of 15 kg of rice per 
beneficiary per month to the poorest households (Rastra) and a direct transfer of 
Indonesian Rupiah (IDR) 110,000 per month to the poorest households (Bantuan Pangan 
Non-Tunai; BPNT). There have also been recent efforts to transition from Rastra to BPNT 
fully.  

3. Social rehabilitation program – set out to fulfill the basic needs of people with social 
welfare problems in institution and or/agency and outside the institution. This program 
seeks to target PWD, children, elderly, people with social disabilities, and victims of 
human trafficking.  

Pillar 2 – Increased accessibility of diverse foods – This pillar focuses on increasing the 
production, quality, diversity, and sustainability of crops and animal source foods and promoting 
the growth of agro-industries. One program within this pillar mentions activities specifically for 
regions vulnerable to food insecurity with a high prevalence of stunting and for stabilizing food 
prices. Activities specifically targeted to vulnerable regions have the potential to improve food 
security in those areas. In addition, if agriculture activities are made nutrition-sensitive through 
the inclusion of additional complementary interventions, or through changes in targeting to 
ensure that the most vulnerable benefit, they also have the potential to improve nutrition 
outcomes such as diet quality. Instability in food prices is well-known to disproportionately affect 
the poor often limiting not only the amount of food they purchase, but also the quality of food. 
Thus, having specific activities to stabilize food prices, if effective, should mitigate the negative 
effects of food price fluctuations for the poor.  

Pillar 3 – Food quality and safety – Activities under this pillar revolve around ensuring the quality 
and safety of foods. Of the eight programs listed, none included targeting or performance or 
output indicators that explicitly consider issues related to gender, poverty or disability. Although 
these activities are industry focused, inclusion should be considered across these activities. For 
example, activities related to the growth of agro-industries could include interventions to ensure 
that women, those living in poverty and/or with a disability have the chance to participate in 
growth industries in equitable ways when possible. In relation to food safety issues, it would be 
beneficial to assess whether food safety issues disproportionately affect commonly excluded 
groups such as the poor or women in Indonesia. If they do, as is often the case for things like 
aflatoxin, which disproportionately affects poor farmer households (47), interventions could be 
designed to specifically target poorer regions or households with additional food safety and 
quality interventions.  

Pillar 4 – Clean and healthy living pattern – Housed under the Ministry of Health and Ministry of 
Public Works and Housing, programs are categorized into disease prevention and control, and 
the development and management of clean and efficient water, sanitation, and waste 
infrastructure. To facilitate disease control, programs include providing a complete package of 
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basic immunizations to children aged 0-11 months, improving integrated non-infectious disease 
control in community health centers, and implementing a clean and healthy living behavior policy 
in cities. For water and sanitation objectives, programs include expanding coverage and access 
to clean drinking water and better sanitation services, facilitating a drinking water supply system 
called the Jatiluhur Drinking Water Supply System (SPAM) in low-income communities, and 
increasing coverage of community-based wastewater infrastructures in regencies/cities and 
regions.  

Within this pillar the only program that explicitly considers social inclusion related to gender, 
poverty or disability is the SPAM program which aims to facilitate drinking water systems and has 
an output indicator that specifically focuses on assessing the number of developed networks in 
low-income community SPAM regions. Similar types of indicators could be considered across 
these activities to better understand how well these programs are reaching the poor and disabled 
and if there are any indications that there are inequities related to gender in the implementation 
or uptake of these programs. For example, the disease control programs may benefit the rich 
more than the poor or vice versa. Likewise, people living in poverty may have challenges reaching 
health services or thinking they can afford such services and thus may not benefit from programs 
such as the immunization programs put in place by the government.  

Pillar 5 – Food and nutrition development coordination – This pillar was designed to ensure 
effective administration and coordination of the activities laid out in the Action Plan by the 
relevant implementing agencies by having clear results reporting guidelines. It also seeks to 
improve civil registration processes and setting effective minimum service standards in health 
affairs. Of the four programs listed under this pillar there was no explicit mention of 
considerations for gender, poverty or disability. Although the focus of this pillar is on 
administration and coordination, and thus, it may not be obvious how social inclusion could be 
considered, not considering these issues is a missed opportunity especially as it relates to the 
registration of Indonesian citizens at birth and to coordination.  

Participating in registration processes is often the first step in establishing eligibility for benefits 
from the government. Thus, if the birth registration process is harder to participate in for socially 
excluded groups, like those living in poverty or with a disability, these groups may become further 
marginalized as they have more challenges in accessing services. Recent efforts by the World 
Food Programme (WFP) and others seek to address some of these challenges by creating 
harmonized registry services so that those that are most vulnerable can be more easily identified 
to receive programs and services. In addition to aiming to increase reach and coverage of 
programs and services, especially to the most vulnerable, the systems also intend to help reduce 
duplication of efforts by streamlining information about who is getting what services (e.g. SCOPE 
Conditional On-Demand Assistance or CODA) information system implemented by WFP). This is 
an approach that the Government of Indonesia may want to consider using in the future.  

In relation to coordination, issues related to inclusion could be considered in terms of program 
reach and coverage, trainings and leadership opportunities. Assessing program reach and 
coverage along with indicators related to gender, poverty and disability is a clear opportunity to 
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assess how equitable program implementation and uptake is and to identify areas where changes 
in program targeting and/or additional interventions may be needed. While it is unclear from the 
Action Plan document how the trainings mentioned are targeted or who serves in leadership 
position for the coordination activities or how those leaders are selected, these are things that 
could be considered if there is a desire to more holistically focus on social inclusiveness across 
the programs and activities within the Action Plan.  
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Table 1: Proportion of programs listed in the Action Plan that target women, those living in poverty or with a disability and for 
which related indicators are tracked 

  Gender  Poverty  Disability 

Pillars Total 
programs 

Targeting Related 
outcomes 

 Targeting Related 
outcomes 

 Targeting Related 
outcomes 

1 – Community Nutrition Improvement 15 2/15 2/15  3/15 2/15  1/15  

2 – Increased accessibility of diverse foods 8    1/8 1/8    

3 – Food quality and safety 8         

4 – Clean and healthy living pattern 7    1/7 1/7    

5 – Food and nutrition development coordination 4         
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In addition to the limited evidence of specific consideration of gender, poverty and disability 
within the five pillars of the Action Plan, we found a few overarching gaps that limit the potential 
of the Action Plan to be inclusive in regard to gender, poverty and disability. These gaps include:   

1) Limited documentation on the definition of eligible beneficiaries and few programs 
specifically targeted to women, people living in poverty and/or with disabilities – the policy 
document does not provide adequate information on who they classify as “nutritionally 
vulnerable”, how they identify these vulnerable groups, and how they select eligible participants 
to target all the programs and activities outlined in the plan. In addition, very few programs 
specifically mention targeting women, people living in poverty or those with disabilities.  

2) Limited information about the policy landscape – the policy document does not explicitly 
mention other national/international policies or strategies that work in parallel to the food and 
nutrition sectors such as the Social Assistance Policy Working Group primarily working with low 
income populations and the UNDP Gender Equality Strategy and Action Plan for Indonesia. As a 
result, we were unable to assess if there was enough policy coordination across relevant sectors 
to enable inclusion of vulnerable groups in other nutrition policies and programs.  

3) Lack of clarity for some output indicators – The policy document does not always use well 
defined output indicators. For example, in the Social rehabilitation program, an output indicator 
being tracked is “Number of people with disabilities who receive basic needs fulfillment inside 
and outside the institution”. However, the document did not expand on what classified as basic 
needs and what was defined as an institution. This implies that while the policy document lists a 
few disaggregated indicators to track the level of program participation of poor households, 
women, and disabled persons, data may not be collected appropriately as the indicators are not 
clearly defined.  

4) Need to describe analyses plans and specify disaggregation across vulnerable groups such 
as women, people living in poverty and those with disabilities – There is much to learn as to 
how the programs mentioned in the Action Plan do or do not reach vulnerable populations and 
if and how they benefit from these programs. Collecting data on the relevant identifiers along 
with the performance and output indicators would allow for disaggregation of these indicators 
by vulnerable group, which would allow for a clear assessment of how inclusive these programs 
and policies are.  

5) Lack of qualitative data within the Monitoring and Evaluation (M&E) Plan – The policy 
document does not articulate on whether any qualitative data will be collected to better 
understand the experiences of program implementers and beneficiaries as well as those not 
reached by the programs. As a result, we are unsure if there would be data available that would 
help understand potential limitations of the programs and policies in the Action Plan for reaching 
and benefiting vulnerable groups.   
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Examples of how gender, poverty and disability have been considered in 

policies in Southeast Asia and beyond 

Gender 

In 2017 at the 31st Association of South East Asian Nations (ASEAN) Summit in the Philippines, 
ASEAN member states declared their commitment to ensuring all women and girls can reach the 
fullest of their potentials, in conjunction with the Sustainable Development Goal for gender 
equality (SDG 5) and the commitments laid out in the ASEAN Declaration on the Gender-
Responsive Implementation of the ASEAN Community Vision 2025 (48). ASEAN has been making 
efforts to mainstream gender in the food and nutrition sectors. The 2016 report on nutrition 
security in ASEAN identifies the promotion of gender equality and women’s empowerment as 
one of the key nutrition-sensitive intervention strategies (49). Among them, the report 
emphasizes the need to tackle the issue of early marriage, teenage pregnancy and early childbirth 
in the region given that the adolescent birth rate is very high in some ASEAN countries such as 
Indonesia.  

Most countries in Southeast Asia (including Cambodia, Indonesia, Laos, Malaysia, Myanmar, 
Philippines, Timor-Leste, Vietnam), in their national nutrition strategies and action plans, have 
acknowledged a high prevalence of anemia among women of reproductive age (WRA) as a public 
health concern, identified WRA, especially pregnant and lactating women, as nutritionally 
vulnerable groups, and thereby prioritized appropriate nutrition-specific interventions towards 
them, largely focusing on anemia prevention and mother-child care practices (46,50–56).  

However, a few countries in Southeast Asia have integrated a broader gender lens in the nutrition 
policies, going beyond just including women in a list of nutritionally vulnerable groups. The 
National Nutrition Strategy to 2025 and Plan of Action 2016-2020 (NNSPA 2016-2020) of Laos 
acknowledges that women have “extremely low food intakes at household level” and “burdens 
and workloads placed on women” affect the health and wellbeing of themselves and their 
offspring (51). Further, gender is one of overarching guiding principles that are aligned with the 
National Nutrition Policy and its core strategies and priority areas in the NNSPA 2016-2020. This 
principle not only places emphasis on women’s access to food and health services, it also 
emphasizes women and girls receive adequate education and training to participate in income-
generating activities and decision-making processes both at the household and community 
levels.  

Similarly, improving the nutrition status of women and children is central in Cambodia’s National 
Strategy for Food Security and Nutrition (NSFSN 2014-2018) (50). In addition to having 
interventions directly targeting women’s nutritional wellbeing, the NSFSN 2014-2018 also 
recognizes the importance of improving women’s socio-economic status and ability to manage 
their time and resources as well as enhancing their decision-making power over intra-household 
food allocation and health expenditures. Moreover, the NSFSN 2014-2018 addresses how 
improving food security and nutrition can contribute to the achievement of each of the Cambodia 
Millennium Development Goals, one of which is on gender equality and women’s empowerment. 
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The Government of Timor-Leste has also prioritized support to women and children in the 
National Nutrition Strategy 2014-2019 (TL-NNS 2014-2019), with a narrowly-focused objective of 
“reducing malnutrition and micronutrient deficiency among children and women” (55). The TL-
NNS 2014-2019 recognizes that gender discrimination, women’s low status and high level of 
illiteracy in the patriarchal system have placed them in vulnerable positions and become 
underlying causes of malnutrition of women and children. To address this concern, the strategy 
suggests increasing both income generating opportunities and coverage of the social protection 
scheme provided to women, especially adolescent girls and young mothers in the poorest wealth 
quintile.  

While the Action Plan of Indonesia has listed some of the gender-specific nutrition interventions 
such as the provision of iron supplements for adolescent girls and pregnant women and 
recognized the importance of mothers’ roles as primary caregivers in the household, it lacks more 
comprehensive consideration of gender norms, relations, and women’s roles in agriculture and 
other income-generating activities beyond their roles as caretakers. Women’s empowerment 
was mentioned as a sector where nutrition-sensitive approaches can be included, but without 
further explanations or clear recommendations on how this can be done.    

Poverty 

Many of the Southeast Asian countries (i.e. Myanmar, Timor Leste, Laos, Philippines, Indonesia), 
in their national food and nutrition action plans, have used the UNICEF conceptual framework 
for malnutrition to identify the immediate causes of malnutrition (i.e. dietary intakes, disease 
control) and the social, economic, and political factors that play a part in determining nutritional 
improvement5. In particular, they briefly discuss the ways in which poverty can contribute to poor 
nutrition (46,51,53–55).  

Some countries have taken an extra step to explicitly state poverty alleviation or eradication in 
their vision, mission, or goal statements. The vision for the Philippine Plan of Action for Nutrition 
(PPAN 2017-2022) is “the achievement of Ambisyon 2040 by improving the quality of the human 
resource base of the country”(54). The Ambisyon 2040 is the long-term vision (ratified in October 
2017) that seeks to transform the Philippines into a “prosperous, predominantly middle-class 
society where no one is poor”. The NNSPA 2016-2020 for Laos adopts a vision specified by their 
8th Five-Year National Socio-Economic Development Plan (NSEDP 2016-2020) for a “prosperous 
country, with a healthy population, free from food insecurity, malnutrition and poverty.”(51). 
While poverty eradication falls under the mandate of social protection strategies or national 
economic plans, acknowledging the pathways between poverty and undernutrition within the 
policy vision sets the stage for poverty inclusion in nutrition programming.  

In addition to explicitly stating poverty alleviation as a vision, mission, or goal, many action plans 
classified poor households as nutritionally vulnerable, alongside pregnant and lactating women, 

 
5 This list excludes the Cambodia National Strategy for Food Security and Nutrition (NSFSN 2014 – 2018) and 
Philippine Plan of Action for Nutrition (PPAN 2017 – 2022) the which uses a food security framework rather than the 
nutrition framework to design their nutrition strategy.  
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the elderly, and persons suffering from infectious diseases, adolescent girls, and children within 
the “1000 day” window of opportunity (51,55). However, the majority of them fail to provide 
detailed information about how targeting of poor and vulnerable households is implemented in 
their respective countries. In the case of Indonesia, the TNP2K policy document talks about the 
development of a unified database containing information on vulnerable households that is used 
for selecting beneficiaries for all the social assistance programs (39). It is unclear if the same 
database is used to target the nutrition programs listed under the Indonesia Food and Nutrition 
Action Plan. Furthermore, the Action Plan does not detail a specific mechanism that is used to 
identify the nutritionally vulnerable groups and the target program beneficiaries. 

For Myanmar, the National Action Plan for Food and Nutrition (NPAFN 2011-2015) identified 
context specific problems such as child overweight, stunting, protein-energy malnutrition and 
assessed the urban/rural and wealth differentials in food poverty and nutritional status across 
the country (53). The plan also elaborates on conducting a set of vulnerability assessments using 
data from a joint government and UN living condition survey and a Food Insecurity and 
Vulnerability Information and Mapping System. While the action plan aims to use this data for 
targeting of disaster preparedness programs, resilience activities, and emergency relief, it is not 
clear if this analysis is also used for targeting of the nutrition-related programs towards poor 
households. 

Similar analysis was done by the National Nutrition Council Secretariat in the Philippines prior to 
the formulation of the PPAN 2017-2022 (54). They conducted a nutrition landscape analysis using 
a team of Filipino consultants. Document reviews focus group discussions, interviews, inter-
sectoral consultations and validation meetings were conducted using a diverse range of 
stakeholders. Results of these analyses were used to shape PPAN’s overall goals and targets, yet 
it is unclear if this data was used for selecting program beneficiaries.  

Solving malnutrition requires an enabling, nutrition-sensitive macroenvironment of different 
policies, strategies, legislations, laws, regulations, and international conventions working 
together. A few national nutrition action plans provide a comprehensive summary about their 
policy landscape. For example, TL-NNS 2014-2019 in Timor-Leste strongly enforces the notion 
that their plan will not work in a vacuum, but rather work in a consortium of other policy 
frameworks, global agendas, and plans. These include the 2010 Comoro Declaration against 
hunger and malnutrition, the Timor-Leste Strategic Development Plan 2011-2030, and the 
National Health Sector Strategic Plan 2011-2030 (55). In Myanmar, the NPAFN 2011-2015 
provides a detailed list of these policies and strategies that work in harmony with the nutrition 
plan such as the Rural Development and Poverty Reduction strategy, the National Health Policy, 
and Five-Year Strategic Plan for Child Health Development 2010-2014, among others (53).   

In contrast to these examples, the Indonesia Action Plan designed an institutional approach to 
addressing undernutrition that consists of participating government ministries and agencies from 
other nutrition-sensitive sectors. However, the policy document does not explicitly mention 
other national policies or strategies that work in parallel to the food and nutrition sectors such 
as the Social Assistance Policy Working Group, or the TNP2K secretariat (46).  
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Disability 

Many Southeast Asian countries (i.e. Cambodia, Myanmar, Philippines, Timor-Leste) do not 
explicitly address PWD or their nutritional challenges in national nutrition policies and action 
plans. For instance, Cambodia and Timor-Leste  have called for paying greater attention to 
strengthening social protection system to increase its coverage and provide access to nutritious 
food for vulnerable groups, but they have remained vague about who fall under socially 
vulnerable or marginalized groups (50,53–55).  

The NNSPA 2016-2020 of Laos acknowledges malnutrition is “responsible for the disabilities of 
50% of disabled children under the age of four years worldwide” (51). In Vietnam’s National 
Nutrition Strategy for 2011-2020, “equality and equity in nutrition care for all people” was 
underscored with a greater attention given to poor and disadvantaged groups including children 
with special needs (56). Still, both plans fail to note how the nutrition strategies and plans will be 
designed to address such concern. The government of Malaysia, however, has provided more 
details on how nutrition programs will be implemented for CWD in the National Plan of Action 
for Nutrition of Malaysia (NPNM) III 2016-2025 (52). The plan has noted that nutrition programs 
targeting CWD have been implemented in health clinics and community-based rehabilitation 
(CBR) centers, including activities such as “monitoring of nutritional status of children with special 
needs” and “nutrition education and training on healthy catering for caregivers.” 

Yet, disability tends to be more visible in national development policies, or more specifically, 
social protection policies, as a vulnerable social identity and a cross-cutting issue. For instance, 
inclusivity has been a key principle in Malaysia’s national development agenda and is also the 
center of the Eleventh Malaysia Plan, the country’s five-year strategic development plan for 
2016-2020 (57).  The People with Disabilities Information System (Sistem Maklumat Orang 
Kurang Upaya or SMOKU) was put in place in 2011 to improve planning, implementation, and 
M&E of all programs for PWD. Approximately 322,700 PWD were registered in the system within 
three years since the launch. To integrate PWD into mainstream economy, the government has 
introduced a 1% employment quota for PWD in the public sector with other employment support 
services such as skills training. In addition, several pilot projects have been implemented to 
provide affordable childcare services for CWD, with a plan for establishing more childcare centers 
in partnership with Non-Governmental Organizations (NGOs) and the private sector. A volunteer-
based home care program was also implemented to assist the elderly and PWD living alone. Many 
other social protection programs are also designed to make the development strategy more 
disability inclusive, including: PWD-friendly physical environment, affordable public housing, 
education programs for disabled children, and agricultural technical vocational education 
program for students with learning disabilities. However, nutrition-specific programs explicitly 
targeted for PWD have not been found in the plan.  

Cambodia’s National Social Protection Policy Framework 2016-2025 identified three priority 
groups for social protection programs, one of which is PWD and the elderly (58). While the plan 
recognized an increased need for nutrition supplements and healthcare targeting the elderly and 
PWD, the current and future nutrition projects and cash transfer projects are designed to focus 
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on pregnant women and children under five. Instead, most of the programs targeting PWD are 
designed to help them secure employment and participate in economic activities. For instance, 
the People with Disabilities Fund, a government-affiliated institution that was implemented in 
2010, mainly provides labor rehabilitation, vocational training and employment services. It is 
estimated that approximately 28,000 beneficiaries have benefited from the Fund each year. 
Besides, the Ministry of Social Affairs, Veterans and Youth Rehabilitation is providing cash 
transfer programs to PWD in poor households in some provinces and assessing the feasibility to 
extend the scheme to other provinces. It is worth nothing that this can potentially contribute to 
improving nutritional status of PWD as cash transfer programs can be used as effective tools to 
promote food and nutrition security by helping households improving the quantity and quality of 
foods consumed. In addition, the government is currently assessing feasibility of expanding the 
coverage of the Health Equity Fund (which provides free health care to families holding ID-Poor 
Cards,) to include PWD as beneficiaries, which could improve their financial situations as well as 
overall health conditions by receiving adequate healthcare at no cost. A few challenges have been 
identified regarding integrating disability into social protection schemes, such as: a lack of 
harmonized and consistent way of identifying PWD, financial constraints managing CBR centers, 
and a sub-optimal level of capacity of staff in the CBR centers.  

The Government of Myanmar implemented a set of eight new core interventions (social 
protection “flagships”) under the National Social Protection Strategic Plan (2014) to provide 
short- and medium-term benefits to vulnerable populations, one of which is a cash allowance 
program for PWD at all ages (59). Following the enactment of the Rights of Persons with 
Disabilities in 2015, the Ministry of Social Welfare, Relief and Resettlement implemented the 
disability allowance program across the entire country. The benefit includes Myanmar Kyat 
(MMK) 16,000 per month per child and MMK 30,000 per month per adult, estimated to include 
a total of 266,000 children and 733,000 adults by 2024 and funding being equivalent to 0.35% of 
GDP. The plan includes an M&E plan, with an indicator of “% certified with disability receiving 
benefit” (target was set at 100% after the implementation of the allowance, from 0% in 2014). 
Besides the disability allowance scheme, the government also prioritizes labor market training 
for PWD, establishing more training centers and providing job training services. In terms of 
nutrition, the plan acknowledges the nutrition vulnerability of populations affected by natural 
disasters, especially the most vulnerable such as PWD, yet largely emphasizes the nutritional and 
health needs for mothers and young children during pregnancy and early childhood.  

Finally, as part of a collaborative cross-regional effort by ASEAN member countries, the ASEAN 
Enabling Masterplan 2025 has been published (2018) to complement ASEAN’s inclusive and 
sustainable development agenda (represented as ASEAN Community Vision 2025) in 
mainstreaming the rights of PWD (60). Some of the key action points highlighted in the plan is to 
develop a strong universal healthcare industry, inclusive registration processes and nutrition 
information, and facilitate the mobility of healthcare professionals for PWD. Related to nutrition, 
however, the plan only recognizes the importance of having the nutrition labelling more 
accessible to people with low vision, blindness, or learning disabilities. Similarly, prior to this 
effort, the Bali Declaration on the Enhancement of the Role and Participation of the Persons with 
Disabilities (2011-2020) has been ratified and implemented in the ASEAN countries to promote 
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disability inclusive development (61). Again, the issue of malnutrition has not been considered 
central to the health priorities for PWD in this effort.  

In short, while both the national and regional development agenda and social protection plans 
tend to recognize the specific risks and vulnerabilities PWD face, they often call for an emphasis 
on improving access to economic opportunities and building capacity (through for instance, 
vocational training) for PWD, yet fail to recognize the important linkage between disability and 
malnutrition. In Indonesia, although PWD has been targeted in the social rehabilitation program 
and included as an indicator measuring performance of the program, the indicator lacks 
specificity including on how to define PWD and what is meant by receiving “basic needs 
fulfillment.” Similarly, as seen in other national plans, the Indonesia Action Plan doesn’t pay 
adequate attention to disability as an important factor that can affect nutritional outcomes.  

Recommendations 

To develop health and nutrition policy and programming in Indonesia that is inclusive of 
vulnerable groups of interest, we make the following recommendations. Some of these 
recommendations are common to gender, poverty, and disability inclusion and span from policy 
design to program implementation and evaluation. Some recommendations are specific to one 
vulnerable group.  

1. Assess and report the extent of inclusion/exclusion of women, people living in poverty 
and those living with disabilities in nutrition-related programs and policies  

a. Provide a clear definition of the term “nutritionally vulnerable” – this should 
include those most vulnerable to malnutrition.  

b. Cite statistics on nutritional outcomes that are disaggregated by wealth levels, 
gender and disability. This will provide a clear understanding of which groups of 
people are the most nutritionally vulnerable in Indonesia and in what specific ways 
they are vulnerable. This will provide guidance as to who to target with what types 
of programs.   

c. Report on best practices in implementation of programs to reach and include 
these vulnerable groups.  

2. Provide guidance on targeting of programs to nutritionally vulnerable groups 
a. Provide guidance as to when and how socially excluded groups should be targeted 

through nutrition-specific and nutrition-sensitive programs.  
b. Where appropriate, specify that similar strategies should be used by development 

partners implementing nutrition-specific and nutrition-sensitive programs in 
Indonesia.  

c. Streamline program registration – starting with the birth registration process. This 
can be done by leveraging an already existing targeting system (for example, the 
unified social protection database in Indonesia) to target the vulnerable groups or 
by investing in a new system such as SCOPE CODA being developed by WFP.  
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3. Raise awareness within the leadership about social exclusion and the importance of 
building a socially inclusive food and nutrition strategy.  

a. This could be achieved by administering an internal training or workshop on what 
social inclusion is, the benefits of social inclusion, and how it can be incorporated 
within the planning meetings. The trainings and workshops would best be 
facilitated by local organizations led by and representing socially excluded groups 
such as disability advocacy groups. 

b. Involve representatives from traditionally excluded groups in the planning of the 
food and nutrition strategy.  

4. Harness political and financial commitment from key participating ministries/agencies 
and other stakeholders to embed a social inclusion strategy within the multisectoral 
approach.  

a. Specify the government’s commitment to addressing social inclusion within the 
Action Plan. 

b. Operationalize this intent (both political and financial) within the overall goal of 
the Action Plan, as well as including it within the coordination and planning 
documents.   

5. Design new programs or improve existing programs where gaps exist 
a. Identify gaps in addressing the health and nutrition needs of women, people living 

in poverty and those with disabilities and design appropriate programs to address 
these needs. Note that some people, for instance, women with disabilities or poor 
people with disabilities, even have to face multiple discrimination and are more 
vulnerable to being socially excluded. 

b. Consider the use of nutrition-sensitive programs and addressing the underlying 
causes of malnutrition as well as the enabling environment. For example, include 
programs to improve women’s empowerment.  

c. For programs/interventions related to intra-household dynamics (such as time use 
and family care responsibilities), involve men and other household members such 
as grandparents and siblings alongside the women beneficiaries to ensure more 
equitable gender norms and responsibilities in nutrition and food security.  

d. Incorporate a nutrition-BCC (Behavioral Change Communication) intervention 
within existing nutrition-sensitive programs (such as the cash transfer programs) 
– Research has shown that linking a nutrition component to a social assistance 
program can lead to improvements in nutrition outcomes for the poorest 
households.  

6. Build new partnerships, or strengthen and deepen those which exist, with local NGOs 
and CSOs that already work on grassroot issues of social inclusion.  

a. Facilitate intersectoral coordination between all relevant stakeholders including 
Government, donors, NGOs (local, national, and international), CSOs promoting 
and supporting social inclusion, academia, the private sector, and the media, in all 
phases – from design and implementation to monitoring and evaluation of the 
Action Plan 
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7. Assess the reach, coverage, and impact of the programs within the Action Plan 
a. Develop well defined output indicators for each program that will encourage 

implementors to collect a set of indicators that will allow for uniform 
comparisons across provinces. 

b. Where possible, collect data on outcomes of all members of the households, not 
just the target group of the intervention.  

c. Collect qualitative data to supplement the already existing data collected 
through the M&E plan. This will allow policy makers and implementors to fully 
capture all dimensions of social inclusion and exclusion and track progress. 

d. More and better-quality data (disability-disaggregated data, in particular) should 
be collected to diagnose nutrition-specific challenges and strategize accordingly. 
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