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Abstract

Background This study investigates the impact of low food diversity on the health status of children using the
Dietary Diversity Score (DDS) and Dietary Serving Score (DSS) in a sub-district with the highest percentage of poor
households. The economic burden of low food diversity was observed by analysing the cost of illness in the children
with low food diversity.

Methods Data from 329 children were collected. We determined the impact of DDS and DSS and other factors on
the health status of children aged 2-14 years, using a probit model. The cost of illness (e.g., typhus, stomach ulcers,
coughs, flu, and fever) due to low food diversity was calculated from medical registration fees, medical action costs,
transportation costs, and other costs.

Results The results shows that a 1% point increase in DDS or DSS potentially decreases children’s health complaints
by 10% and 8%, respectively. Given the current 26% prevalence of health complaints among children with low DDS,
the annual economic burden reaches US$75.72 per child per household. In addition, the current 41% prevalence of
children with low DDS resulted in an annual cost to the government of US$153.45 per child.

Conclusions The effect of inadequate dietary diversity on children’s health is potentially high and contributes to the

economic burden on households and the government.

Subject classification codes 115,110, 112
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Introduction

Globally, nearly 200 million children under 5 years of age
suffer from stunting, wasting, or both. At least 340 mil-
lion children experience vitamin and mineral deficien-
cies, while around 40 million children under the age of
5 are overweight or obese [1]. The condition of stunting
in Southern Asia and Sub-Saharan Africa as reported
by WHO in 2022 is quite alarming at 30.5% and 31.3%
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respectively [2]. Countries affiliated with the World
Health Assembly aim to reduce the stunting rate by 40%
by 2025 through the Scaling Up Nutrition (SUN) pro-
gram [3].

Indonesia has committed both nationally and globally
to ensure children’s health, including achieving the Sus-
tainable Development Agenda by 2030 [4]. However, the
National Socioeconomic Survey (SUSENAS) in March
2022 showed that 28.81% of children aged 0—17 years had
health complaints in the previous month that disrupted
their daily activities. Compared with the previous year,
there was a 4.13% increase in child health complaints in
2022. Child malnutrition is also a major issue in Indo-
nesia, with consistently high rates of stunting [4]. The
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prevalence of stunting in Indonesia has decreased from
27.7% in 2019 to 21.6% in 2022. However, this proportion
still falls short of WHO targets of less than 20% [4].

The main dietary nutritional problems affecting chil-
dren’s health in developing countries are mostly caused
by a lack of dietary diversity, with their diets mainly con-
sisting of plant-based foods and limited intake of fruits
and vegetables [5]. One of the dietary challenges for
developing countries is a reliance on cereal staple foods
with insufficient intake of animal protein, fruits, and
vegetables [5, 6]. Dietary diversity and dietary quality
themselves can be influenced by several factors, such as
cultural traditions, social and economic status, food prac-
tices, financial allocations, and food choices [7]. To assess
the quality of food diversity and adequacy, researchers
mostly use the Dietary Diversity Score (DDS) [8], which
is often interpreted as the main indicator of a quality diet
[8]. In addition, Krebs-Smith et al. have tried to use the
dietary serving score (DSS) to assess the quality of food
diversity [9].

Indonesia uses two food consumption guides: (1) A
rounded pyramid-like shape (Tumpeng Gizi Seimbang)
which is meant to represent the principles of balanced
nutrition (diverse food, food safety, physical activity,
and weight monitoring), including five food groups and
their recommended portions; and (2) a plate guide (Pir-
ing Makanku, Porsi Sekali Makan), which illustrates the
recommended proportions of food groups to be con-
sumed at each meal [10]. The Indonesia Demographic
and Health Survey (IDHS) data between in 2012 and
2017 [11] on the dietary diversity of children at the age
of 6-23 months shows that there is an increase in each
food group, such as the diversity of grains, roots and
tubers, and vegetables. Diversity also increased in the
meat and egg food group, but in the legumes food group
it declined by 3.4%. However, the consumption of protein
from eggs and meat is still relatively low when compared
with that of cereals. Overall, 60% of children had a bal-
anced diet, while 72% were given the minimum amount
of food appropriate for their age and 40% being provided
the minimum acceptable diet [11], leaving the rest 60% of
not receiving the minimum acceptable diet.

Low dietary diversity is related to diseases due to mal-
nutrition, such as stunting, and other diseases such as
dyslipidemia, cardiovascular risk, and even metabolic
syndrome [12—14]. Children with varied food consump-
tion will increase food intake and have good metabolism,
and children with high dietary diversity are more likely to
have good health [12].

Indeed, a study in West Java, Indonesia (the most
populous province in Indonesia with around 50 million
of population, almost 20% of the population of Indone-
sia) showed that having a more diversified diet increased
the possibility of having normal nutritional status, while
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having inadequate dietary variety is most likely among
the causes that led to experiencing stunting and/or
become severely stunted [15]. Unfortunately, another
study found that the nutritional variety, as well as the
quality and quantity of diversity in West Java, Indonesia,
is low, especially among vulnerable populations such as
nursing women and small children [16, 17]. However, the
studies have not directly addressed the implications of
low food diversity on specific disease complaints and the
economic losses caused by low food diversity.

Given the issues that we have elaborated, this study
aims to address the following research questions. First,
what is the correlation between food diversity and the
health status of children? This research uses two methods
in calculating food diversity of children, namely DDS (for
quality of food diversity) and DSS (for quantity of food
diversity). To our knowledge, comprehensive research on
dietary diversity in developing countries using both the
DDS and DSS and focusing on children’s health is still
limited, if any. Second, what is the economic burden of
low dietary diversity of children as incurred by parents
and the government? Understanding such burden may
create better awareness to the public and the government
of the importance and severity of the issue. We expect
our study is able to show and support the importance of
the quality and quantity of food diversity in developing
countries, and can be used as a basis of further policy
development addressing this topic.

Material and method

Our analysis consisted of three parts. First, we calculated
the food diversity of children using both DDS and DSS
methods. Second, we investigated the impact of the sta-
tus of food diversity of children (using DDS and DSS) on
the health of children with low DDS and DSS score using
probit regression. Third, we calculated the economic bur-
den of low dietary diversity of children as incurred by
parents and the government. This study received ethi-
cal approval from the Universitas Padjadjaran, Bandung,
Indonesia (1081/UN6.KEP/EC/2022).

Study setting

This study was conducted in the Tamansari sub-dis-
trict, Tasikmalaya City, West Java, with a population of
79,392 people. The Tamansari sub-district has the poor-
est households, 13.48% of the total population, among
10 sub-districts in Tasikmalaya City. Tasikmalaya is the
city with the highest poverty percentage among other cit-
ies in West Java Province, reaching above 10% for three
consecutives from 2021 to 2023 [18]. One of the issues
that prompted this study to be conducted in Tasikmalaya
City is that the stunting prevalence rate is above the pro-
vincial average [19]. However, the stunting rate is related
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Table 1 Scores for each food group in DDS measurement
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Table 2 Scores and serving recommendations from each food

Food group Dietary diversity score group

Cereal 1 Food group Serving (B2SA) Assigned score
Diary and Cheese 1 Cereal 5 5
Meat/fish/egg 1 Diary and Cheese 1 1

Nuts 1 Meat/fish/egg 1 2
Vegetable 1 Nuts 1 1

Fruit 1 Vegetable 3 6

Total 6 Fruit 5 5

Source: B2SA Total 20

to children’s diet and nutrition [4]. We therefore assume
that Tasikmalaya City has a low level of food diversity.

Data collection

We used primary collected data obtained through a sur-
vey in the Tamansari sub-district, Tasikmalaya City, with
a population of 79,392 people. We collected data on six
food groups consumed by children within the last 24 h.
The six food groups are cereals, vegetables, fruits, whole
grains, meat/fish/eggs, and milk/dairy products [8]. The
number of children’s aged 2—-14 years is amount to 19,044
in the place of study. At 5.5% margin of error, a total sam-
ple of at least 325 children’s should be obtained based on
Slovin sampling methods. In the end, we surveyed the
parents of 358 children respondents aged 2-14 years.
After data cleaning, 329 respondents were included
in our analysis. The survey asked questions related to
sociodemographics, children’s health conditions in the
past month, food groups consumed, and costs incurred
by parents when their children were sick in the past
month. Written informed consent was obtained from
each participant after clarification of the study objectives
and activities.

We then identified the status of food diversity of chil-
dren’s using both DDS and DSS. DDS was chosen given
the following considerations, firstly, is that indicators like
MDD-C (for children) are recommended by the WHO
for tracking and assessing the nutritional status of cer-
tain populations [20]. In which Breastmilk is one of the
eight dietary categories included in the MDD-C, which
covers infants from 2 to 24 months. However, the chil-
dren in our research range in age from 2 to 14 years. We
used DDS due to the applicability of DDS in diverse set-
tings. Secondly, our study uses DDS approach to calcu-
late dietary diversity using six food groups (See Table 1)
[8]. The six food groups in DDS are in line with Indo-
nesia food guide program which is a rounded pyramid-
like shape (Tumpeng Gizi Seimbang) and refer to the
Pedoman Gizi Seimbang (PGS) or Balanced Nutrition
Guidelines through the principles of Beragam, Bergizi,
Seimbang dan Aman (B2SA) or the Diverse, Nutritious,
Balanced, and Safe menu.

Source: B2SA

We used DSS in measuring food diversity since
DSS considers both quality and quantity of food serv-
ing. In our study we considered the number of meals
as this is in line with the Indonesia Balanced Nutri-
tion Guidelines/Pedoman Gizi Seimbang (PGS) that
encourage consuming food groups with a set number of
servings. The calculation refers to the portion recom-
mendation for each food group that is given a certain
score. The recommendations for meal portions refer to
the Pedoman Gizi Seimbang (PGS) or Balanced Nutrition
Guidelines through the principles of Beragam, Bergizi,
Seimbang dan Aman (B2SA) or the Diverse, Nutritious,
Balanced, and Safe menu [10]. The scoring method takes
into account the same six major food categories as in the
DDS calculation, with each food group receiving a maxi-
mum score of 20 (see Table 2). Cereal and fruit groups
received a maximum of 5 points for each five recom-
mended servings. The dairy & cheese and nuts groups
received a maximum of 1 point for each one recom-
mended serving, whereas one recommended serving
of meat received a maximum of 2 points. Three recom-
mended servings from the vegetable group received a
maximum of 6 points.

The children’s health status was identified based on the
children health complaints within the last month, includ-
ing typhus, stomach ulcers, coughs, flu, and fever.

Regression analyses

We used two probit model regressions to identify the
factors that cause children’s health complaints. The first
model used DDS as an independent variable, while the
second model used DSS. Variables used in the estima-
tion method can be seen in Table 3. In general, the pro-
bit model equation can be represented by the following
equation:

P =f(Y)
=f(Bo+ 51X+ -+ B,Xp) (1)

From the above equation, the function can be trans-
formed into a linear form as follows:
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Table 3 Variable description

Variable Description Unit
Health Health complaints experienced 1=Yes
Complaints by children with low food 0=0Otherwise
diversity (typhus, stomach ulcers,
coughs, flu, and fever).
DDS (Dietary  The food diversity score is divided  1=Above the aver-
Diversity into two parts, namely below age (>3.863222)
Score) average and above average 0=Below the aver-
age (<3.863222)
DSS (Dietary  The dietary serving score is 1=Above the aver-

Serving Score)  divided into two parts, namely
below and above average

age (> 16.74468)
0=Below the aver-
age (< 16.74468)

Food intake ~ The frequency of meals the child  Intervals ranging
eats in one day from 1to 5
Age child Age of children Year
Gender child  Child gender 1=Boy
0=Girl
Vaccine Completed COVID-19 vaccine 1=Yes
0=0Otherwise
Motherage  Age of mother year
Housewife Mother’s employment status 1=Work
0=Housewife
HH income Household income is divided 1=Above the aver-
into two parts, namely above and age (>Rp. 2.290.237)
below average of all sample 0=Below the aver-
age (<Rp. 2.290.237)
HH member ~ Number of family members Person
Distance Distance from home to health T=More than 1 km
care facility 0=0Otherwise
FHP) = Bo+ BiXpi + -+ + B Xy 2)

Where P, is the probability of success in the i-th model,
while f~!(P;) is a normal cumulative distribution func-
tion (CDF), B and Xj; respectively are the coefficients
of the regression model parameters and independent
variables with k=1,2, 3..., p.

Calculating economic burden

To answer the investigation number three, we analysed
the economic burden of low food diversity. We included
the illness experienced by children with low food diver-
sity. The cost of child illness is calculated using direct
medical costs and cost to the government. According to
Norgaard et al., direct costs can be calculated using med-
ical expenses such as medical registration fees, medical
action costs, transportation costs, and other costs [21].
We included these costs in our survey to obtain costs
from the patients’ perspective. The calculation of direct
costs in this study refers to the research of Rein et al. and
represents medical costs and transfer fees from the gov-
ernment. The formula used in calculating direct medical
costs (assuming one visit per month, 12 visits per year) is
as follows [22]:

Page 4 of 8

Medical cost = Prevalence x Population x Direct Costx12 (3)

Prevalence is the proportion of children experiencing
health complaints, population is the total number of
respondents, and direct medical cost is the amount spent
by parents when children experience health complaints.
Meanwhile, the formula used to calculate the economic
burden borne by the government due to low food diver-
sity is as follows:

Gov_Cost = Prevalencex PopulationzGov_Assistancex12 (4)

The economic costs borne by the government are calcu-
lated based on the prevalence of children who have low
food diversity multiplied by the total number of respon-
dents receiving assistance from the government. Bantuan
Sosial Non Tunai (BSN'T) or Non-Cash Social Assistance
is used as an indicator of government assistance provided
to the lower middle class, where the amount of assistance
given if it is monetized is as much as $23.32 (Rp. 200,000)
monthly, one aim of which is to improve child nutrition.
We are using BSNT as a proxy for government costs
because the aim of this program is to improve coverage
of food and nutritional needs in the community. In addi-
tion, this program is one of the government’s efforts to
alleviate stunting.

Results
Table 4 summarizes the characteristics of the respon-
dents, including those of the parents, households, and
children.

The average age of the mothers was 35 years, with
an average household monthly income of 2.29 million
rupiah. Around 70.82% of respondents lived more than
one kilometre from a health-care facility. On average,
respondents lived with five family members. More than
25% of children experienced health complaints during
one month, and most children had three meals a day
(52.89%). There are almost equal numbers of boys and
girls in our sample. Around 98.78% of children did not
complete their COVID-19 vaccination. Among all chil-
dren in the study, 58.66% had below average DDS and
around 34.95% had below average DSS.

Table 5 shows the result of probit regression of the
DDS and DSS models. Using DDS as a proxy for dietary
diversity, the first model shows that children with a high
level of dietary diversity may not experience health com-
plaints. Children with below average DDS and less fre-
quent food intake are more likely to experience more
health complaints.

As children grow older, they are more likely to expe-
rience a 0.4% point increase in health complaints (male
children experience 10% point health complaints). Chil-
dren from higher-income households have a 0.14% point,
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Table 4 Summary statistics (n=329) Table 5 Estimation results of DDS and DSS model
Variables Min Max Mean Standard Variables (1) (2) (3) (4)
Deviation Health Mar-  Health Mar-
Mothers age 20 53 35 585 complaints® ginal  complaints® ginal
Households 1,000,000 30,000,000 2,293,313 2,950,760 effect® effect”
income DDS (1 =above -0.353*** -0.104
Distance (1: > 0 1 0.26 045 average)
1 km, 0: otherwise) (0.165) (0.048)
Households size 2 8 4.50 1.04 DSS (1 =above -0.302% -0.089
Health Com- 0 1 025 043 average)
plaints (1: yes, O: (0.172) (0.050)
otherwise) Food intake 0458+ 0135 -0408** -0.120
Food intake 1 5 257 0.61 (0.152) 0.043)  (0.160) (0.046)
Child age 2 14 8.55 3.19 Age child 0.015%** 0004 0025 0.007
Child gender (1: 0 1 051 0.50 0.027) (0.008)  (0.266) (0.008)
boy, 0: girl) Gender child 0.344% 0101 0367* 0.108
Vaccine (1: 0 1 0.01 0.10 (1=boy)
completed, 0: (0.163) 0.047)  (0.163) (0.047)
otherwise) Vaccine 0.776 0228 0623 0.184
Dietary Diversity 0 1 0.58 049 (1=completed)
Score (DDS) (1:
above average, 0: (0.644) (0.189)  (0.655) (0.193)
below average) Mothe rage -0010 -0003  -0.008 -0.002
Dietary Serving 0 : 034 047 0015 (0005)  (0.015) (0.005)
Score (DSS) (1: Housewife (1 =work) -0.100 -0.029 -0.108 -0.031
above average, O: (0.190) (0.056) (0.191) (0.056)
below average) HH income 0.490* 0144  0417* 0.123
(0.189) (0.055)  (0.186) (0.054)
or 14%, higher probability of experiencing health com- 1 nember 0041 0012 0043 0012
plaints than children from lower-income households. (0.091) 0460)  (0.091) 0.027)
Children live with a distance of more than 1 km from  pistance (1=>1km) 0310 0091  0323% 0.095
health facilities have a 0.012% point, or 1.2%, higher (0.180) 0.052)  (0.180) (0.053)
probability of experiencing health complaints compared  pseydo R? 0.087 0.083
with children who live closer to health facilities. R-squared 329 329

In the second model (Table 5, column 3), the relation-
ship between dependent and independent variables
remains consistent—with the exception of the agechild
variable, which has an insignificant effect on health com-
plaints. Children with lower DSS have a significantly
higher odds ratio for experiencing health complaints
than do children with higher DSS. Although the results of
these models have similar signs and magnitudes, several
differences appear, related to the probability. It is worth
mentioning that there are statistically significant differ-
ences in estimates for food intake, the child’s sex, house-
hold income, and distance from a health care facility.

Table 6 Fconomic burden of individual and government?

Robust standard errors in parentheses; *** p<0.01, ** p<0.05, * p<0.1; *Probit
result of DDS model; °Probit result of DSS model

Economic burden due to inadequate food diversity

As seen in Table 6, the average direct medical cost
incurred by parents when their children have a health
complaint is 98,696 rupiah (Rp) per visit. This cost rep-
resents 5% of the average income of households with
low dietary diversity. Therefore, a household that have
a child with low dietary diversity need to spend around
1,184,352 rupiah or $75.73 in to cover yearly direct medi-
cal cost (12 visits). Based on the 26% prevalence within

Individual economic cost of health complaints due to low food diversity

Prevalence Population Medical cost average

Individual cost (Annual) Economic cost

Health Complaint 26% 329 98,696 rupiah/$6.31

Government Economic Cost/Spending for Low Food Diversity

Prevalence Population Non-Cash Social Assistance (BSNT)

Low Food Diversity*  41% 329 200,000 rupiah/$12.79

1,184,352
Rupiah/$75.73

100,669,920
Rupiah/$6,436

Economic Cost
326,400,000 rupiah/$20,869

Individual Cost (Annual)
2,400,000
Rupiah/$153.45

*Total number of children with low dietary diversity, ®)we use exchange rate USD to IDR in January 2023
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the Tamansari sub-district, the overall direct medical
cost amount to 100,669,920 rupiah or $6,436 per year
(covering 85 households).

By using data on the incidence or probability of low
food diversity in the Tamansari sub-district area and cal-
culating the costs of the government program to prevent
low diversity, the Bantuan Sosial Non Tunai (BSNT),
government must bear the economic cost of 2,400,000
rupiah or $153.45 per child per year, or 326 million for
the Tamansari sub-district in a year.

Discussion

Our study has established the correlation between the
quality and quantity of dietary diversity on the children
health complains. We have also shown the subsequent
economic burden per children. Based on these findings,
the following observations prevail.

First, our estimation results found that lower DDS and
DSS score may potentially result in more children health
complaints. The DDS has been shown to be favourably
associated with nutritional adequacy, including appro-
priate macro- and micronutrient consumption, particu-
larly in children [23]. However, the relationship between
DDS and certain children health issues is not widely dis-
cussed in a previous study and emphasized on the over-
all relationship between DDS and nutritional status [24].
Despite the different contexts, the results we found has
the same direction, with dietary diversity contributing
negatively to children’s health complaints [25]. In terms
of quantity (DSS), we found that the closer a child is the
prescribed meal portions (Pedoman Gizi Seimbang/Bal-
anced Nutrition Guidelines), the better the health of the
child. Lee & Ryu stated that a person with a low level of
food diversity is more susceptible to disease [25]. Eating
frequency has an effect on reducing obesity and other
health problems in children, such as typhoid and diar-
rhoea [26-30].

These results provide the basis for designing the proper
policy to support better quality and quantity of dietary
diversity. Fortunately, Indonesia has long promoted such
concept using the previously mentioned food guide pro-
gram (a rounded pyramid-like shape) and the balanced
nutrition guidelines. However, the implementation of
the program and guideline still remains a challenge as
pointed out by other studies in West Java provinces
showing the low quantity and quality of dietary diver-
sity [16, 17], requiring more active promotion interven-
tions. An approach adopted by Lao People’s Democratic
Republic (Lao PDR) can be considered, especially in a
resource limited context. The approach has managed
to improve child dietary diversity through educational
approaches to caregivers of children aged 6—59 months
and utilizing locally available food [31]. The interven-
tion also include maternal and child health services,
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educational and awareness activities related to food and
nutrition, and cooking demonstrations. As Indonesia
already has the monthly maternal and child health ser-
vices conducted at the community level at the integrated
healthcare post (posyandu) which includes education on
nutrition [32], incorporating further emphasize to utilize
local food and provide additional intervention such as
providing cooking demonstration may provide more pos-
itive results. Another approach is to utilize or enhance
the agroecological practices. A study shows that some
practices such as crop diversification, agroforestry, mixed
crop and livestock systems, and improving soil quality is
estimated to have positive outcomes on dietary diversity
[33]. As agriculture is one of a key sector in Indonesia,
this approach can potentially benefit the agriculture sec-
tor and improve dietary diversity (quality and quantity)
and health outcome. Future studies can further explore
this approach within the Indonesian context.

Second, our study has shown that the estimated annual
direct medical cost to treat health complaints of children
who has low DDS and DSS score amount to US$75 per
child. By adjusting exchange rate to USD 2023, previous
studies found that the annual cost of child health com-
plaints across low- and middle-income countries was
$31.15 [34]. Meanwhile, in developing countries such as
Bangladesh, a comparison of several studies conducted
found that the direct costs incurred due to health com-
plaints were $0.79 [35], $3.49 [36], and $21.23 [37] in
USD 2023 respectively. Direct costs for health complaints
in India range from $1.71 [38] to $21.27 [39]. While these
variation in costs may be due to the different methods
used across the literatures, our estimation falls at the
higher range. This further supports the importance of
increasing both the quality and quantity of food diversity
to be consumed by children in order to avoid such cost.

In addition, it appears that a child’s age, sex, income,
and distance to health care all have an impact on their
health complaints. According to Dafursa & Gebremed-
hin, the level of food diversity in children increases with
age: children approaching adolescence have diets with
greater food diversity than do younger children [40]. In
this study, our sample is the sub-district with the high-
est poverty rate in Tasikmalaya City, where we also found
in our sample data that 73.25% of household incomes
are below average. We do not expect that high parental
income will reduce the possibility of children experienc-
ing health complaints. This is indicated by the results of
household income estimates, which are positively cor-
related with health complaints. Currie & Goodman have
stated that income as a measure of socioeconomic status
(SES) has a relatively small effect on children’s health [41].

This study has some limitations. First, the data cover-
age, treatment, and population characteristics in each
region may be different. To be able to fully describe the
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condition of food diversity and the economic impact
caused by low food diversity, data must cover a wider
scale, such as at the city, district, or even provincial level.
Thus, our results should be generalized with caution.
However, our results do provide a snapshot of the situ-
ation in a poorer area in Indonesia. Second, the diseases
experienced by children may not be caused by low food
diversity. However, we tried to be careful to isolate the
diseases by selecting the characteristics of children who
experience health complaints and have low food diversity.

Conclusion

This study investigates the impact of low dietary diver-
sity on the health problems of children in the sub-district
with the highest level of poverty in Tasikmalaya City.
We used DDS and DSS as indicators to measure dietary
diversity in children. We found that food diversity in
Tasikmalaya City, as measured by the DDS, was relatively
low. Around 58.66% of children had food diversity below
average. Our results show that the lower the food diver-
sity, the more likely it is that children have health prob-
lems that potentially lead to a relatively high economic
burden. The economic cost of health problems due to
lower dietary diversity takes almost 5% of the average
income of households with low dietary diversity in the
sub-district where the poverty level above the average
in Tasikmalaya city. Policies to improve the quality and
quantity of dietary diversity is urgently required, espe-
cially in the poorer area in a resource limited-setting
country.

Abbreviations
DDS Dietary Diversity Score

DSS Dietary Serving Score

SUN Scaling Up Nutrition

MDD-7  Minimum Dietary Diversity

CDF Cumulative Distribution Function

PGS Pedoman Gizi Seimbang (Balanced Nutrition Guidelines)
B2SA Bergizi, Seimbang dan Aman (Nutritious, Balanced, and Safe)
BSNT Bantuan Sosial Non Tunai (Non-Cash Social Assistance

SES Socioeconomic Status

IDHS Indonesia Demographic and Health Survey
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