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ABSTRACT
The influence of social norms on child feeding is recognized, but guidance is lacking on how to address norms and related perceptions that hinder
or support positive nutrition practices. We reviewed recent peer-reviewed and grey literature to summarize social norms relevant to
complementary feeding (CF), intervention approaches that address norms, and their impacts on social norms and CF outcomes. Many reports
described various norms, customs, and perceptions related to appropriate foods for young children, parenting practices, gender, and family roles,
but rarely explored how they motivated behavior. Community engagement and media interventions addressed norms through facilitated
discussions, challenging negative norms, portraying positive norms, engaging emotions, and correcting misperceptions. Evaluations of
norms-focused interventions reported improved CF practices, but few assessed impacts on social norms. Although multiple contextual factors
influence CF practices, evidence suggests the feasibility and effectiveness of addressing social norms as one component of programs to improve
CF practices. Curr Dev Nutr 2021;5:nzab001.
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Introduction

Complementary feeding (CF) is the period of dietary transition from
6 mo to 2 y of age when exclusive breastfeeding is no longer sufficient
to meet all nutritional requirements and children need to consume in-
creasing amounts of a variety of appropriate foods. Adequate CF is es-
sential for child growth and cognitive development, with long-term im-
plications for productive adult lives (1). However, in low- and low–
middle- income countries overall, only 1 in 5 children this age receive
minimally adequate diets; even lower proportions of children consume
adequate diets in parts of South Asia and sub-Saharan Africa (2).

There is widespread consensus on key dimensions that determine
the appropriateness of “what young children eat” and “how and when
they are fed” (1), as well as global guidance on recommended CF prac-
tices (3). Less is known about how to design and deliver effective pro-
grams and facilitate sustained uptake of practices that improve the

amount, frequency, and diversity of foods consumed by young children
in accordance with changing nutrient and developmental needs from
6 to 24 mo of age, and encourage responsive feeding, and hygienic stor-
age and preparation of complementary foods.

Despite decades of effort to identify and address barriers and pro-
mote improved CF, success lags behind widespread promotion of exclu-
sive breastfeeding (4, 5). The relative neglect of CF in nutrition research
and programming may reflect perceptions that these practices are com-
plex and difficult to improve, and a lack of consensus on effective inter-
ventions. CF involves a constellation of behaviors, reflecting multiple
determinants. As with other caregiving practices, it involves not only
mothers or primary caregivers, but others who can create “enabling en-
vironments” such as families, health workers, community leaders, and
policy makers (6–8).

One mechanism by which family and community members influ-
ence behaviors is through communicating, upholding, or questioning
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social norms (9, 10). Social norms are “beliefs about which behaviors
are appropriate or typical within a given group” (11). Attitudes based
on individual knowledge and beliefs about the value of a behavior are
commonly recognized behavioral determinants, but there is less atten-
tion to how group or community norms influence key behaviors around
food and care. In contrast to written laws and policies, social norms are
informal rules that govern behavior in society and evolve as the “un-
planned result of individuals’ interaction” (12). Social norms related to
perceptions of what most people do are referred to as descriptive norms,
and expectations about what people should do are injunctive norms
(11, 13). The influence of norms is often assessed by asking individu-
als about their perceptions of behavioral expectations; however, social
norms are characteristic of groups rather than individual attributes. The
unstated, informal nature of social norms makes them difficult to mea-
sure, or even to identify and distinguish from the individual beliefs and
behaviors they influence.

While it is intuitive that social norms influence behavior, this is not
a simple, direct relation. Cialdini and Trost (13) note that social norms
have been conceptualized in various ways, and their power depends on
the social and cultural context. Examples of relevant factors include the
similarity, proximity, and status of the influencer who models or com-
municates the norm; perceived rewards or sanctions associated with a
behavior; and the degree to which individuals have integrated the norm
into their personal values and expectations. Normative influence may
depend on the degree to which behaviors are public or connected to cul-
tural identity (14) and on individuals’ perceptions of control over their
own behaviors (10).

Normative change interventions include strategies to involve com-
munities in reflecting on and challenging existing social norms that
influence individual behaviors (15, 16). Such interventions may focus
on community-level values, appeal to emotions, address power imbal-
ances, encourage critical reflection, and create enabling environments
for social norm change through advocacy, diffusion, social support, and
community engagement (11). Working with subgroups most likely to
adopt a change can provide a mechanism for diffusing and sustaining
new norms and behaviors to larger groups (17). Although norms are
included in conceptual frameworks of determinants of child nutrition
and development (18, 19) and there is general recognition that cultural
beliefs, traditional practices, and norms influence CF behaviors (20),
social and behavior change (SBC) approaches to CF often overlook so-
cial norms, targeting individual attitudes and beliefs (or focusing solely
on structural-level factors) without addressing community rules and
shared beliefs. Social norms may hinder or facilitate positive child feed-
ing behaviors; hence, we use the term “norms-focused” for interven-
tions that aim to either shift or build on existing norms.

CF involves an array of behaviors ranging from producing or pur-
chasing food to preparing and feeding it to the child. Nutrition-specific
and nutrition-sensitive interventions support different dimensions of
improved CF, including dietary diversity, adequate frequency and daily
intake, food hygiene, responsive feeding, and parenting practices. Be-
yond messages specific to what to feed young children, interventions
to improve CF could address norms related to early child development;
family dynamics; water, sanitation, and hygiene (WASH); agriculture
and food security; food processing; and marketing. Many cultures have
norms prescribing gender-based roles and responsibilities in these ac-
tivity areas, so the influence of gender norms and women’s status and

empowerment cuts across all aspects of this multisectoral approach to
CF. To increase awareness of influential social norms and related strate-
gies used to improve young child feeding, we summarized the range of
norms-focused approaches relevant to multisectoral nutrition interven-
tions to promote recommended CF practices.

We reviewed the published and unpublished literature to gauge the
scope of social norms relevant to CF and the approaches and effective-
ness of CF interventions addressing social norms, in low- and lower–
middle- income countries. We considered CF broadly, as a household-
level activity influenced by sectors beyond health and nutrition, and
summarized challenges, gaps, and implications for future research and
SBC programming. The following objectives guided this scoping re-
view:

Objective 1: Illustrate the scope of social norms described as rel-
evant to adoption of multisectoral nutrition actions needed
to achieve recommended CF practices.

Objective 2: Identify approaches used in nutrition-specific or mul-
tisectoral interventions to foster social norms and normative
perceptions that support recommended CF practices.

Objective 3: Summarize evidence on the effectiveness of social
norms-focused interventions in influencing outcomes re-
lated to social norms or CF.

Methods

Scoping reviews address broad questions by including the full range of
relevant literature, rather than focusing on a narrow research question
using strict study design and quality criteria (21, 22). To meet the 3 ob-
jectives outlined above, we conducted a scoping review of peer-reviewed
publications and unpublished program documentation (e.g., reports,
evaluations) that identified social norms that potentially influence CF
practices such as adequate intakes, dietary diversity, responsive feeding,
and hygienic food preparation, etc., and/or described CF interventions
that addressed social norms. We then reviewed results of qualitative,
quantitative, and mixed-methods evaluations of CF interventions that
included at least 1 component designed to address social norms or re-
lated constructs, as explained below.

Inclusion and exclusion criteria
The inclusion and exclusion criteria we used to determine eligibility for
inclusion in this review were based on Peters et al. (23) framework of
population, concept, context, and studies.

Participants.
We included reports or studies focused on CF practices for children
aged 6 to 23 mo old. Participants could be caregivers, family members,
or community members expected to engage in or influence CF prac-
tices.

Concept.
Studies were included if they focused on describing or shifting social
norms related to an aspect of CF for children 6 to 23 mo old. We
framed CF as including timely introduction at 6 mo; adequate fre-
quency, amounts, and diversity of foods; safe and hygienic preparation;

CURRENT DEVELOPMENTS IN NUTRITION



Social norms and complementary feeding 3

and responsive feeding (24). Social norms were considered relevant if
directly related to the “what, when, and how of CF” (1) or influencing
time demands, resources, roles, and autonomy needed to adopt recom-
mended CF and care practices, such as social norms related to gender,
family roles, and household allocation of food.

Included reports went beyond focusing on individual attitudes and
behavior to consider or address traditional or cultural beliefs; used ap-
proaches to reach or mobilize groups or communities and engage peo-
ple in discussion or reflection on perceptions of appropriate behavior,
shifting social norms, perceptions, and expectations; or built positive
norms. As shown in the search strategy (Supplemental Box 1), we in-
cluded additional terms related to social norms and did not require ex-
plicit mention of norms. Inclusion decisions based on full-text review
considered theoretical frameworks, stated goals and rationale, as well as
intervention strategies.

Context.
Studies were included if conducted in a country meeting the World
Bank 2010 definition of low- or lower middle-income economy (25).

Studies.
We did not limit based on study design because we were interested in the
scope of norms discussed in formative and descriptive “reports” (Ob-
jective 1), as well as “intervention” design (Objective 2) and “studies”
or “evaluations” of effectiveness (Objective 3) of norms-focused inter-
ventions. We included grey literature and program evaluations and did
not wish to limit the scope of what was included, given the dearth of lit-
erature on social norms and CF. We included publications and reports
from the last 10 y (i.e., dated 2010 or more recently).

Exclusion criteria.
Publications or reports were excluded if not available in English or
dated prior to 2010. Interventions that exclusively used individual
or family counseling in clinics or home visits, used group meth-
ods only to disseminate information rather than to address social
norms, or provided insufficient information about norms-focused com-
ponents were excluded. We did not include studies solely focused
on rehabilitative feeding, continued breastfeeding, or micronutrient
supplementation.

Literature search strategy
Our broadly inclusive search strategy was designed to be compre-
hensive within the peer-reviewed literature. We conducted a struc-
tured search of 4 databases—PubMed, Scopus, Web of Science, and
CINAHL—in August 2020. The search strategy in Supplemental Box
1 was used for Scopus, and formatting was adapted for searches in other
databases.

To identify unpublished grey literature, we sent requests for pro-
gram documentation to the following electronic mailing lists: CORE
Group Nutrition Working Group (26), CORE Group Social and Behav-
ior Change Working Group (27), and Breakthrough ACTION Spring-
board online community (28). A search was also conducted through the
US Agency for International Development’s (USAID’s) Development
Experience Clearinghouse (29), their online repository for all publicly
available program materials.

Additional snowball searching was conducted using relevant cita-
tions in articles included in our review and other literature reviews, and
by reaching out to targeted organizations and programs.

Study selection
For published peer-reviewed articles obtained through database search,
the review process was managed in Covidence Online Software (https:
//www.covidence.org) and abstracts were independently screened by
2 authors (JKM, FMC). Any conflicts during screening were resolved
through discussion with KLD. The selected full-text articles were as-
sessed on inclusion and exclusion criteria by at least 1 reviewer (JKM,
FMC, KLD), with any uncertainty resolved as a group. The grey lit-
erature search identified program evaluations, reports, process docu-
mentation, manuals, and briefs for consideration. Using the same in-
clusion and exclusion criteria, full-text documents were reviewed (KL,
JKM) and selected if they described CF-related social norms or a norms-
focused intervention. Uncertainty on inclusion and extraction for grey
literature was resolved in discussion with the group.

Data extraction and synthesis of results
Articles identified through the search were categorized as relevant to
objective 1 (descriptions of social norms), 2 (CF interventions designed
to influence social norms), and/or 3 (evaluations of interventions). Data
extracted into spreadsheets included the authors’ stated objectives, re-
search methods, study population, theories and models referenced, rele-
vant norms, and degree of attention to social norms. We noted program
components (e.g., entry point, activities) for studies that included inter-
ventions to address social norms. When comparative trials or quantita-
tive or qualitative program evaluations were conducted, relevant results
were extracted. Multiple documents on the same study or project were
reviewed together and results were combined.

Results

The number of peer-reviewed publications and grey literature reports
identified, screened, excluded and reviewed are shown in the flowchart
in Figure 1, as well as the number of documents and the number of
studies or projects included for each objective. Results are summarized
below, by objective.

Objective 1: Illustrate the scope of social norms described
as relevant to adoption of multisectoral nutrition actions
needed to achieve recommended CF practices
For Objective 1, we identified the social norms, cultural beliefs, and
perceptions of appropriate or accepted behaviors reported to influence
CF, extracted from 25 peer-reviewed publications and 15 unpublished
or “grey literature” reports. While few reports discussed social norms
per se, many described perceptions and beliefs related to child feed-
ing that we deemed indicative of social norms—for example, behav-
iors viewed as appropriate or “what most people do” or behaviors ex-
pected or sanctioned by influential people. Findings are summarized
below in relation to the UNICEF programming guidance dimensions of
what children should eat (i.e., provide diverse and nutrient-dense foods,
animal-source foods (ASFs), and fruits and vegetables and avoid foods
with low nutrient value); when and how children are fed (i.e., timely
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Abstracts excluded
(n = 28)

Documents excluded
(n = 15)

Full-text articles
excluded (n = 26)

Peer-Reviewed Publications

database searching (n = 186)

Records after duplicates
removed (n = 94)

Abstracts screened
(n = 94)

Full-text articles assessed
for eligibility (n = 66)

Articles included in
review (n = 40)

Grey Literature

grey literature search and
outreach (n = 38)

Documents screened
(n = 38)

Documents included in
review (n = 23)

63 grey literature documents and peer-reviewed publications included for data extraction across 3 objectives

Objective

1. Illustrate the scope of social norms reported to  
 be relevant to complementary feeding practices

2. Identify norms-focused approaches used in   
 complementary feeding interventions 

3. Summarize evaluation results of norms-focused  
 complementary feeding interventions

Peer-reviewed
publications

25

17

16

Grey literature
documents

15

11

9

Number of discrete
studies or programs1

40

18

17

• Did not discuss social
 norms (n = 15)
• Review or viewpoint
 papers (n = 6)
• Did not address
 complementary feeding
 (n = 3)
• No full text (n = 1)
• Not in LMIC (n = 1)

• Did not discuss social
 norms (n = 9)
• Did not address
 complementary feeding
 (n = 3)
• Duplicated published
 studies (n = 3)

FIGURE 1 Flow diagram of search results for peer-reviewed publications and grey literature on social norms related to complementary
feeding practices, intervention approaches, and evaluations of norms-focused complementary feeding interventions. LMIC, low- and
middle-income country.

introduction; age-appropriate meal frequency, amount, and consis-
tency; responsive feeding, and hygienic food preparation and use) (1);
plus a dimension related to who is responsible for child feeding that
emerged as a theme in our analysis. A few examples are described in
the text to illustrate the range of norms, and Table 1 summarizes all the
social norms and related perceptions extracted from the documents re-
viewed.

Many of the social norms or perceptions of acceptable CF prac-
tices were nutrition-specific and related directly to child nutrition and
physical health and well-being. Other norms identified were related to

nutrition-sensitive sectors such as cognitive development and socializa-
tion, culture or religion, sanitation and hygiene, as well as family dy-
namics and gender roles.

The most commonly identified norms were about what children are
fed, notably pervasive norms identifying the most appropriate com-
plementary foods as soft, dilute cereal-based gruels because young in-
fants were perceived to be unable to chew and liable to choke (30–35).
These primarily descriptive norms that everyone feeds infants easily
chewed and digested foods shaped practices such as avoiding or de-
laying animal-source and other nutritious foods (30–34) or, in Laos,
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TABLE 1 Summary of social norms reported to influence CF, across nutrition-specific and nutrition-sensitive sectors1

Dimensions of CF2 Social norms or perceptions of norms relevant to child feeding

What should children eat?
Nutrient density, dietary diversity,

and provision of ASFs, vegetables,
and fruits

� Dilute cereal gruels with low nutrient density are normative for infants in many settings, e.g.,
Ethiopia, Cambodia, Kenya, Nigeria (30–34), with a shift toward commercial cereals in some
urban areas (6)

� Concerns about young children not being able to chew, liable to choke (30, 35)
� Norms against feeding meat, fish, or green vegetables to young children transitioning to

complementary foods, e.g., Cambodia, Nigeria, Kenya, Ethiopia (30–34)
� Premasticated meat fed to young children in Laos (36)
� Nomadic cultures place prestige on ownership of livestock, can limit slaughter of animals and

consumption of meat by all family members, e.g., Kenya (37)
� Eggs make the tongue “heavy,” delay speech development, Kenya (32, 33)
� Feeding eggs and other ASFs associated with becoming thief, Nigeria (38)
� Others’ approval influences intention to feed orange-fleshed sweet potato to young children

in Kenya (39)
� Caregivers report basing CF food choices on perceptions of what is viewed as “healthy” in

Ghana (40)
� Positive traditional practices: e.g., including groundnuts in infant diets and using

fermentation to reduce contamination in Nigeria (41)
� Rice and chilies viewed as promoting physical development, Laos (42)
� Honey not given due to adverse effects on speech development, Ethiopia (43)
� Young children should be fed foods perceived as “light” rather than “heavy” foods thought

to interfere with motor development, Nigeria (34)
� Cultural norms related to hot and cold humoral typologies, e.g., Pakistan, Nepal, Cambodia

(44–46)
� Religious practices such as fasting impact child feeding via family diets in Ethiopia (43, 47, 48)
� Cultural or religious dietary restriction limiting fish or meat consumption, e.g., Uganda (49)

Avoiding processed, energy-dense,
non–nutrient-densefood

� Packaged biscuits and other sweetened snacks perceived as healthy or at least not unhealthy
and may be given as a way to show love to children or placate them, e.g., Indonesia,
Afghanistan, Egypt, Cambodia, Nepal (6, 30, 44, 50–52).

When and how are children fed?
Timely introduction � Norms define age when children need foods in addition to breast milk, e.g., Bangladesh,

India, Tanzania, Sierra Leone (35, 51–53)
� Grandmothers’ determine when to introduce first foods based on their sense of mother’s

breast milk production and child “readiness” e.g., Mauritania (54)
� Grandmothers reinforce norm of introducing thin porridges earlier than 6 mo, e.g., Senegal

(52)
Frequency of feeding • Women’s workload and sole responsibility for children limits time available for child care

and feeding, e.g., Nepal (44)
Responsive feeding, interaction, and

encouragement

� Lack of norms related to encouraging children to eat, e.g., Tanzania (35)
� Not forcing children to eat, if lacking appetite, e.g., Tanzania (35)
� Prioritizing autonomy and choices for child, e.g., Indonesia, Lao PDR (36, 55)

Hygienic preparation of foods for
children

� Perceptions of village and family practices and others’ approval shape food hygiene
behaviors, e.g., Malawi (56)

� Lack of norms for handwashing with soap before meal preparation, e.g., Bangladesh (57)
Who is responsible for child feeding?

Food preparation and feeding roles,
decisions about child feeding,
provision of food for household,
and food allocation

� Pressure to be a “good mother,” having sole responsibility for child well-being and the
stigma of child undernutrition make child feeding stressful for women (30, 45, 58)

� Strong cultural norms in many contexts make it difficult for mothers to reject the advice of a
mother-in-law, e.g., India, Kenya, Sierra Leone, Nigeria, Mauritania (32, 38, 51, 52, 54, 59)

� In many settings, women are responsible for food preparation and feeding, but men are seen
as responsible for provisioning food and making household decisions, e.g., Tanzania,
Mauritania, Kenya, Afghanistan, Sierra Leone (6, 32, 52, 54, 59–61).

� Women expected to provision fruits and vegetables for the household and men typically
provide starchy foods and ASFs in Kenya (59)

� Poor spousal communication and limited joint decision making influence nutrition practices
in Ethiopia (31)

� Social norms and sanctions against male involvement in child feeding occur in many settings,
e.g., Mauritania, Ethiopia (31, 54)

� Males are served first, and served the most valued foods, e.g., Kenya, Ethiopia (33, 43)
� Community norms influence food access, e.g., interhousehold food sharing during lean

season or cultural events and among children who live and play together in Malawi (58)
1ASF, animal-source food; CF, complementary feeding, PDR, People’s Democratic Republic.
2Dimensions of CF adapted from UNICEF Programming Guidance (1).
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premasticating meat and other foods before feeding to the child (36).
Willingness to adopt new behaviors that increase dietary diversity can
be constrained by social norms related to fear of being perceived as not
providing appropriate care or food to children, because certain foods
were thought to promote or interfere with physical development and
well-being (32, 33, 39, 41–43). Beliefs about how foods affect child psy-
chosocial development and behavior were also reported. For example,
concerns in West Africa that feeding eggs or meat to children makes
them liable to beg or steal (38) may reflect social norms against having
children become accustomed to desirable foods that may not be afford-
able.

Interviews of rural and peri-urban Ghanaian mothers found consen-
sus on ranking healthiness as the most important factor in CF decisions
and on many foods perceived as healthy (40). Interestingly, these care-
givers of children aged 6–8 mo tended to think they fed different foods
than others fed (i.e., that their practices differed from the norm), but
this lessened as children began to eat more family foods. Perhaps due to
prestigious images used in marketing, norms are shifting in urban areas
toward preference for commercial cereal–based foods (6) and energy-
dense packaged foods and snacks are often perceived as appropriate for
young children (6, 30, 44, 50, 55, 62).

While there were few mentions of religious or cultural norms linked
specifically to foods for young children, broader religious and cultural
norms may influence CF through their impacts on food preparation and
consumption in the larger household. In Ethiopia, for example, while
children are exempt from the Orthodox Christian fasting practice of not
consuming meat on Wednesdays, Fridays, and multiple religious holi-
days, few caregivers prepare ASFs for children on these days out of con-
cern for cross-contamination of family foods or being judged by neigh-
bors (43, 47, 48). Cultural or religious groups may adhere to a variety
of dietary norms such as limiting consumption of fish or meat (37, 49).
In some settings, particularly in Asia, social norms about appropriate
foods for young children reflect cultural hot and cold humoral typolo-
gies linking certain foods to diseases (44–46).

Fewer reports described norms related to when and how children
are fed. No norms related to feeding frequency were reported, beyond
noting the constraints on women’s time availability (44), discussed be-
low in relation to gender norms. Decisions about when to introduce CF
were reported to reflect norms around developmental readiness. This
is generally appropriate, except when a child needs more encourage-
ment to eat sufficient amounts. Norms around child autonomy relative
to parental directiveness vary across cultures and would be expected
to affect how children are fed, specifically responsive feeding practices,
but we found few mentions of norms related to responsive feeding. In
1 study in Tanzania, some mothers reported singing or talking to en-
courage children to eat, but responsive strategies were not the norm and
most mothers said they would not push a child who refused to eat (35).
Social norms related to valuing child autonomy may interfere with re-
sponsive feeding and become problematic as children become more in-
dependent or develop unhealthy preferences. For example, in Indonesia,
parents expressed that children should be given whatever they wanted
to eat, leading to children consuming packaged, sweetened foods
(55).

A few studies reported norms related to how children are fed, in
terms of hygienic preparation and serving of CF. In a doer/non-doer
study in Malawi, washing utensils with soap, keeping utensils on a raised

place, and handwashing with soap at key times were more strongly as-
sociated with perceiving these behaviors as practiced and approved by
influential others than with perceptions of risk (56). In Bangladesh,
food contamination was linked to visibly dirty hands and soap was not
available for handwashing prior to food preparation, indicating lack of
norms supporting this practice, despite the presence of soap in other
areas of most homes (57).

In addition to the dimensions above, we found ample evidence of
the influence of social norms related to who is responsible for various
aspects of child feeding. Social norms designating mothers as primary
caregivers are almost universal, and when mothers alone are responsi-
ble for child feeding and health, the stress and pressure to be “a good
mother” or caregiver, as reflected in children’s health and development
(30), and the stigma associated with child undernutrition and illness
may limit willingness to seek care (58). Traditional norms prescribing
family roles mean heavy workloads for mothers of young children, lim-
iting their ability to practice CF recommendations (44).

Across multiple contexts in Africa and Asia, social norms respecting
the wisdom and experience of elders, as well as the traditional power
dynamics within the family, sustain the role of grandmothers (mater-
nal or paternal) or other female elders as decision makers, advisors, and
monitors of child feeding (32, 38, 51, 52, 54, 59). This varies by cul-
tural context and household structure, but grandmothers often strongly
influence child feeding whether positively or negatively, directly and in-
directly.

Similarly, norms related to fathers’ roles were influential and varied
somewhat across contexts. Fathers’ involvement in child feeding (54)
counters social norms about male roles that are sometimes enforced by
mockery (31). Gender norms, including perceptions that male decision
making and exercise of power in the family are appropriate, reduce the
scope for shared parenting, joint decision making, and support for child
feeding and caregiving (60). However, in many cultures, men are viewed
as providers and hence feel responsible for making household decisions,
including ones that impact child feeding (6, 32, 54, 59–61), and may be
directly involved in child feeding when mothers are working away from
home or ill (61). Family roles and gender norms such as serving valued
foods to men (33, 43) also affect intrahousehold food allocation; thus,
social norms can influence access to food for children (37) even when
food security at the household level is largely determined by economic
status, agricultural production, and food systems.

Objective 2: Identify approaches used in nutrition-specific
or multisectoral interventions to foster social norms and
normative perceptions that support recommended CF
practices
The review identified 18 programs that included interventions with
at least 1 component addressing social norms (or cultural practices
and perceptions) related to CF: 9 implemented in sub-Saharan Africa
and 9 in Southeast Asia. Table 2 compiles the characteristics of all in-
terventions, and Table 3 summarizes additional details on target be-
haviors, basis for intervention approaches, and norms-focused activ-
ities, by intervention. Most studies aimed to impact a range of CF
practices, including dietary diversity, amounts consumed, and tim-
ing of introduction, by addressing norms-related beliefs on appro-
priate foods for children, cultural traditions and taboos, and family
and gender roles. This section describes how intervention activities
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TABLE 2 Summary of intervention characteristics, scope, and activities

operationalized norms-focused strategies, illustrating possible ap-
proaches. Some interventions were based on formative research and/or
conceptual models (Table 3). For example, an intervention addressing
hygiene behaviors in Malawi (56) used the Risk, Attitude, Norms, Abil-
ity, and Self-regulation model, including perceptions of usual or ac-
ceptable behavior, personal obligation, and how family and community
members view and value behaviors (63). Intervention targets were key
normative behaviors identified in formative research comparing doers
with non-doers (56).

An attribute of normative approaches is engagement of people at
multiple levels (11). In addition to mothers of young children, all but
4 interventions targeted other household members (e.g., fathers, grand-
mothers), the entire community, and/or community leaders. The 2 main
entry points were community engagement and various types of me-
dia. All of the interventions included multiple components, although
not all components addressed social norms. Many included interper-
sonal communication through home visits or facility-based group or
individual counseling focused on knowledge and attitudes. These activ-
ities were not usually designed to address norms so are noted in Table 2
but not described in detail; they complemented norms-focused commu-
nity and media activities by providing information and problem-solving
support.

Community engagement.
As shown in Table 2, all but 1 of the 18 interventions targeting so-
cial norms implemented components at the community level, engag-
ing community members to reflect on existing social norms and, in
some cases, promote supportive social norms for recommended CF
practices.

Community and religious leaders and, in some contexts, commu-
nity health workers (CHWs) may enforce existing norms or encourage
shifts in social norms through their influential roles and status. Nine
interventions trained community or religious leaders or health work-
ers to advocate, mobilize, and implement activities to influence CF be-
haviors and norms in communities (53, 59, 60, 64–76). For example,
the Kanyakla Nutrition Program trained CHWs to facilitate community
discussions and serve as community ambassadors promoting nutrition
practices through modeling and informal conversations (72, 73).

Facilitated group discussions among community members pro-
vide opportunities not only to disseminate information about op-
timal CF practices but also to create positive new norms. Ten in-
terventions used facilitated discussions during one-time or occa-
sional community gatherings to reflect on existing and/or potential
shifts in social norms related to CF. Most discussion groups engaged
mothers, fathers, and grandparents separately, but a few engaged the
broader community in dialogues or public forums. Some groups re-
inforced social norms supportive of CF practices, such as cultural
roles of grandmothers as advisors and caregivers, aiming to strengthen
grandmothers’ knowledge and self-efficacy (74). Others reflected on
how to shift social norms to be more positive—for example, improv-
ing grandmothers’ and fathers’ relationships and communication with
mothers (59, 71).

Six interventions (60, 70, 75–81) used community support
groups that met regularly—typically monthly—to discuss and pro-
vide mutual support on infant and young child feeding (IYCF)
behaviors, led by trained peer facilitators. Three were mothers-
only, one was fathers-only, and one had separate mothers’ and
fathers’ groups. A few added IYCF topics to ongoing group

CURRENT DEVELOPMENTS IN NUTRITION
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TABLE 3 Descriptions of norms-focused components of CF interventions1

Program, country (references) Target CF-related behaviors, intervention approach, and activities related to social norms

Alive & Thrive, Bangladesh (53, 57,
64–66)

Target behaviors: WHO CF practices, handwashing.
Large-scale, multilevel communication strategy guided by behavioral theories such as stages of

change, self-efficacy, and diffusion of innovations and tailored to the local context based on
formative research
� Community theater shows about IYCF and sensitization of community leaders to IYCF
� Advocacy and mobilization of community leaders to promote child nutrition and support

program scale-up; advocacy video on IYCF for local, regional, national decision makers;
seminars to reach opinion leaders (i.e., doctors, religious leaders, NGOs)

� IYCF television spots (3 on CF) targeted mothers, families, health workers, and local
doctors, to shape knowledge, self-efficacy, and beliefs about social norms and behavioral
outcomes and used dramatic stories to capture attention (7)

Alive & Thrive, Ethiopia (I & II) (67, 68,
82)

Target behaviors: WHO CF practices.Multisectoral approach to operationalize the National
Nutrition Plan, combining nutrition-

sensitive agricultural, community mobilization, behavior-change communication based on
formative research, and training health extension workers and volunteers
� Group education in village gatherings or community conversations; enhanced

conversations on IYCF in phase II
� Ethiopian Orthodox Church priests and leaders carried out sermons about child feeding

during fasting
� Child nutrition cards distributed that described recommended feeding behaviors (phase I)
� Radio and TV spots and regionally broadcast radio drama with jingles, testimonials, and

stories aligned with IYCF messages

Alive & Thrive, Vietnam (69, 83) Target behaviors: WHO CF practices, use of health services.
Social franchising model using brand name “Mt Tri Bé Thơ” to standardize and monitor quality

of IYCF counseling and ensure utilization and sustainability of health services; based on
formative research, reasoned action model, and ecological model (7)
� TV spots (promoting iron-rich food consumption beginning at 6 mo and use of health

services) in which “talking” babies provided advice to mothers on exclusive
breastfeeding (7)

� Smart phones app, “Mom Diary,” that allowed mothers to access and share news on child
nutrition (7)

Baduta Program, Indonesia (62, 84) Target behaviors: reduction of unhealthy snacking, dietary diversity.
Behavior Centered Design theory: used emotional drivers, such as affiliation, nurture, and

disgust, to motivate behavior change; based on formative research
� “Emo-demos” to create habits, associate emotions with desirable or undesirable

behaviors (pilot and scale up)
� Quran recital leaders discuss passages in the Quran refer to the importance of food

variety (pilot)
� Certificates, recognition event for program graduates who pledged to maintain target

behaviors and encourage other mothers
� TV spots with “Mrs. Gossip” judging others’ feeding practices while her own were

incorrect, to increase mothers’ awareness that their feeding practices may be judged by
peers

� Facebook groups in each community to help mothers feel part of a bigger movement
and share success stories (pilot)

Hygienic Family Intervention, Malawi
(70, 85)

Target behaviors: washing hands and kitchen utensils with soap, safe utensil storage, reheating
leftovers, feeding by caregivers.
Informed by risk, attitude, norms, ability, self-regulation model, and formative research on key

psychosocial behavioral drivers
� Series of “cluster meetings” facilitated by trained community volunteers in communal

spaces, on behavioral determinants of handwashing and food hygiene and included
activities such as dramas, songs, games, and cooking demonstrations

� Multiple follow-up home visits on alternate weeks to reinforce behavioral messages
discussed in group meetings

(Continued)
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TABLE 3 (Continued)

Program, country (references) Target CF-related behaviors, intervention approach, and activities related to social norms

IYCN project (father and grandmother
peer dialogue groups), Kenya
(59, 71)

Target behaviors: WHO CF practices.
Engaged fathers and grandmothers to support improved feeding practices, using a group

dialogue approach to building social support, based on formative research and the
socioecological model
� Separate facilitated group discussions with fathers and grandmothers; CHWs trained to

support group mentors and monitor group activities; aimed to promote the group
member’s roles in supporting recommended nutrition practices, improve relationships
and communication with mothers, and reflect on gender norms for fathers

� Peer dialogue groups participated in cooking demonstrations, role plays,
problem-solving activities, and storytelling; grandmothers composed songs to promote
recommended practices

� Family bazaars—fathers and grandmothers showcased what they learned through songs,
skits, dances, and testimonials

� “Fathers Days” at local clinics to improve men’s understanding and comfort with maternal
and child health services; fathers accompanied wives and children to clinic and received
information and messages on child health and nutrition

Kanyakla, Kenya (72, 73) Target behaviors: dietary diversity, meal frequency, ASFs in diet, feeding children during and
after illness, improved food security.
Social network approach engaging family members to support IYCF in community

� Trained CHWs to engage mothers, fathers, and grandparents in nutrition education and
discussions on providing support for IYCF; participants encouraged to be community
ambassadors, promoting nutrition practices via modeling and conversations

Mamanieva, Sierra Leone (74) Target behaviors: minimum dietary diversity, minimum acceptable diet.
Family-centered approach that built on cultural roles of grandmothers as advisors and

caregivers; based on formative research
� Community-based facilitators led community praise sessions for grandmothers,

sponsored intergenerational forums, and led participatory dialogue sessions with
grandmother on maternal and child health

Mwanzo Bora, Tanzania (60) Target behaviors: minimum dietary diversity, minimum meal frequency, handwashing/safe food
handling.
Based on diffusion of innovations theory; aimed to promote positive nutritional behaviors at

household level
� Distributed kits composed of print materials for new parents with clear, feasible steps for

parents at each stage in children’s lives; promoted hygiene behaviors, joint household
decision making, and household food production and consumption

� Peer support groups

RAIN, Zambia (77, 78) Target behaviors: WHO CF practices.
Multisectoral gender-sensitive agriculture program and nutrition behavior-change

communication to improve norms on gender equality and women’s empowerment/status, to
lead to positive changes in child feeding practices.
� Spouses invited to facilitated discussions on gender-related topics
� Drama groups for community sensitization around gender equality and its importance for

improved nutrition
� Posters and brochures shared to promote the contribution of fathers to ensure good

nutrition of family members
� Gender program was broadcast on the local radio

SPRING, Niger (79) Target behaviors: dietary diversity, meal frequency, responsive feeding, handwashing.
Community-led video to strengthen spousal communication and male involvement in child

feeding; based on formative research
� Existing support groups (“husband schools”) discussed videos on involving men in key

IYCF behaviors; videos featured local women and men so viewers saw practices in
familiar contexts, as behaviors they could practice with available resources

� Project-organized facilitated discussions about the videos with men’s and women’s groups

(Continued)
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TABLE 3 (Continued)

Program, country (references) Target CF-related behaviors, intervention approach, and activities related to social norms

USAID Engine, Ethiopia (86) Target behaviors: dietary diversity, timely introduction of CF, ASF consumption, handwashing
and sanitation, responsive feeding.
Family-centered communication through community conversations to frame nutrition as “a

family affair”; informed by Household Agriculture-Nutrition Doable Actions Framework and
formative research
� Phase I: CCAs facilitated community conversations including mothers, fathers,

grandmothers, and grandfathers of children <2 y; sessions included nutrition talks,
stories, and discussions

� Phase II: Enhanced community conversations focused on transforming gender roles and
changing household and family environments; more interactive methods: role play,
break-out groups, audio recorded “Virtual Facilitators” to guide CCAs

� Role model testimonial cards to promote transformative gender roles in households;
cards illustrated positive examples of real people such as husbands helping with chores,
mothers-in-law encouraging pregnant mothers to rest and take IFA supplements, joint
decision making on spending or which crops to sell and consume

USAID NOURISH, Cambodia (75, 76,
80)

Target behaviors: feeding frequency, dietary diversity including ASFs (fish), hygiene and
sanitation practices.
Community systems strengthening and communication linked to marketing of services and

products, shaping social norms by targeting audiences at all levels, and fostering
empowerment, positive role models, and collective engagement
� Trained members of caregiver support groups (existing groups such as village savings

groups) to facilitate sessions on core feeding behaviors using games, stories, and
hands-on activities; incorporated empowerment and mentoring from elder women

� Local leaders and health volunteers led community dialogue where communities decide
together on actions to improve child growth and leaders publicly recognize families who
achieve, or help others achieve, positive nutrition behaviors

� TV commercials to create sense of family and community responsibility for child nutrition
and feeding a diverse diet

� “Curious Chenda” children’s books with modeling and messages on women’s
empowerment, fathers’ involvement in parenting and child feeding behaviors

USAID Nurture, Lao PDR (81) Target behaviors: minimum dietary diversity, minimum meal frequency, minimum acceptable
diet, handwashing and hygiene.
Communication and collective engagement, with improved quality of nutrition services and

marketing of soap and latrines
� Female nutrition facilitators led community support groups for mothers to help reinforce

child feeding and hygiene behaviors and promote regular use of nutrition services
including growth monitoring and promotion, care-seeking, and antenatal and postnatal
care

USAID Suaahara, Nepal (44, 87–89) Target behaviors: dietary diversity, handwashing, continued feeding during illness.
Multisectoral design, based on formative research, to influence enabling environment for

change and strengthen self-efficacy
� Community-based events were organized to celebrate key life events and recognize

“ideal families” that practice target behaviors in order to influence social norms during
the first 1000 days and empower women

� Radio drama series including call-in segment with testimonials and questions about
featured health and nutrition behaviors

1ASF, animal-source food; CCA, community change agent; CF, complementary feeding; CHW, community health worker; IFA, iron-folic acid supplements; IYCF, infant and
young child feeding; IYCN, infant and young child nutrition; NGO, nongovernmental organization; PDR, People’s Democrative Republic; RAIN, Realigning Agriculture for
Improved Nutrition; SPRING, Strengthening Partnerships, Results, and Innovations in Nutrition Globally; USAID, US Agency for International Development.

programming on agriculture, livestock, and reproductive health,
while others established new groups. Strengthening Partnerships,
Results, and Innovations in Nutrition Globally (SPRING)–Niger
produced and disseminated videos depicting male involvement in
key IYCF behaviors such as responsive feeding and dietary diversity,

challenging normative beliefs (79). Trained facilitators led fathers
belonging to established “Husband Schools” in discussions of videos
on maternal and child nutrition behaviors. In Malawi, the Hygienic
Family intervention included biweekly “cluster meetings” targeting psy-
chosocial determinants of handwashing and food hygiene, including

CURRENT DEVELOPMENTS IN NUTRITION
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social norms, alternating with home visits by community volunteers to
reinforce messages and strengthen descriptive norms and social capital
among caregivers (70, 85).

Ten interventions used community events to sensitize the public
and mobilize collective encouragement for CF behaviors through in-
teraction and information sharing and to organize diffusion of positive
norms (44, 59, 67, 68, 70, 71, 77–79, 87, 90). Activities included com-
munity dramas, movie screenings, demonstrations, messages during re-
ligious gatherings, and school activities. For example, Realigning Agri-
culture for Improved Nutrition held drama performances to improve
gender-equality norms and promote positive change in child feeding
(78).

Another approach was to create positive new norms by publicly rec-
ognizing people who practiced recommended behaviors and encour-
aged others to challenge norms or change their behavior (44, 59, 71, 84,
87–89). These interventions relied on “champions” or credible commu-
nity members to set the example and encourage shifts in social norms.
To influence social norms and empower women, Suaahara organized
community events celebrating key life events and recognizing “ideal
families” practicing target behaviors (87–89).

Media.
Thirteen interventions included some form of media (Table 2) to dis-
seminate information and potentially address norms at a large scale
through print, audio, and visual media. Approaches included radio dra-
mas, TV spots, mHealth, social media, and distribution of print materi-
als, to portray and promote positive norms, correct misperceptions, or
counter social norms seen as barriers to improving practices. All media
interventions were implemented in conjunction with community activ-
ities, engaging with target audiences at multiple levels.

Ten interventions used TV or radio to reinforce messages on op-
timal CF behaviors (Table 2), and a few targeted mass media to
challenge social norms directly or support positive norms. Suaa-
hara I radio dramas had call-in segments featuring a mother-in-law
character who modeled and praised optimal nutrition behaviors in
the first 1000 days. In Indonesia, TV spots featuring “Mrs. Gossip”
aimed to tap into peer influences and emotional drivers of behavior
(55, 62, 84). Three interventions used social media or mobile applica-
tions for discussion and peer support, capitalizing on these normative
influences to correct misperceptions and reinforce optimal practices.
In Vietnam, a mobile app for smartphones allowed mothers to access
and share news on child nutrition (7) and other programs used online
groups to help mothers feel part of a movement adopting new practices
(62, 84).

Mid-media approaches (i.e., media with more limited reach than ra-
dio and TV) (91) depicting positive CF practices to family or commu-
nity audiences were often based on formative research on social norms.
Nine interventions used mid-media materials, including brochures pro-
moting fathers’ role in ensuring good nutrition for family members (77,
78), reminder and invitation cards (69, 75, 80), and kits for new par-
ents with print materials on optimal nutrition practices by stage of in-
fancy (60). NOURISH developed a series of “Curious Chenda” chil-
dren’s books with engaging illustrations and inspirational stories about
protecting children’s health and future, appealing to families on an emo-
tional level and conveying key messages on parenting and ASFs (75, 76,
80). In Ethiopia, USAID Engine promoted transformative gender roles

in households by distributing role model testimonial cards with pho-
tographs and stories of real people (86).

Objective 3: Summarize evidence on the effectiveness of
social norms–focused interventions in influencing outcomes
related to social norms or CF
Of the 18 interventions reviewed for Objective 2 and described in
Tables 2 and 3, 17 had some type of evaluation (8 mixed methods,
8 quantitative, 1 qualitative). Notably, very few studies assessed social
norms outcomes or how norms-focused components were received.
The 2 studies (53, 70) that assessed perceptions of social norms are
summarized first, as they are most relevant to our objectives. Then we
present key qualitative findings from 5 studies that provided informa-
tion on barriers and facilitators of behavior change. Finally, we briefly
summarize evaluations of overall effectiveness, including impacts on in-
dicators of CF practices (92), CF knowledge, and prevalence of stunt-
ing (details in Table 4). The latter results shed light on the effectiveness
of interventions that include a norms-focused component but are less
directly relevant to Objective 3 because these evaluations assessed the
overall impacts of complex interventions without comparing compo-
nents that did and did not address norms.

Norms, perceptions, and diffusion of information.
Two studies explicitly evaluated perceived changes in social norms using
quantitative measures (53, 70) and both found changes in social and
cultural norms supportive of CF practices.

Alive & Thrive Bangladesh found a significantly higher propor-
tion of mothers in intervention areas said they knew other moth-
ers who had adopted optimal IYCF practices (e.g., descriptive norms)
at endline, compared with the nonintensive comparison area. There
was an increase from endline to 2-y follow-up in the proportion of
mothers in both the intervention and comparison areas who said their
peers supported appropriate CF practices such as feeding ASFs to chil-
dren >6 mo old, mashing cooked foods, and feeding children at least
3 times/d (injunctive norms). At endline, there was significantly more
IYCF knowledge-sharing by mothers receiving the norms-focused in-
tervention, compared with nonintensive areas; and then, by follow-
up, knowledge-sharing increased significantly in both groups. In path
analysis, increased knowledge-sharing, mothers’ social networks, and
changes in social norms explained 34–43% of total program impact on
CF (53).

In Malawi, the Hygienic Families intervention targeting WASH
practices related to CF found significantly greater improvements from
baseline to endline in intervention area caregivers’ perceptions of pos-
itive social norms—that is, others’ behavior in the household, others’
behavior in the village, and others’ approval for handwashing and food
hygiene (e.g., washing and storing utensils) behaviors (70). Multiple
mediation analysis, used to determine which factors were impacted by
the intervention and led to behavior changes, found that perceptions
of others’ behavior in the household mediated the effects of the inter-
vention on handwashing and washing utensils with soap. Perceptions
of others’ behavior in the village mediated improvements in storing
utensils in a safe place. While a range of risk, attitude, norms, ability,
and self-regulation factors were measured, these norms were among
the few factors found to significantly influence behaviors in mediation
models.
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Qualitative findings on norms, barriers, and facilitators of behavior
change.
Five programs described barriers to achieving program impact in their
qualitative findings (60, 72, 77, 79, 81), with 3 citing existing cultural
norms or traditional beliefs (44, 46, 72).

Mwanzo Bora in Tanzania found that gender norms and traditional
patriarchal beliefs were continuing challenges to changing cultural prac-
tices or increasing partner support and joint decision making (60).
Other programs cited social norms generally as barriers, along with
structural and individual-level barriers and environmental changes.

Three programs reported facilitators of program impact, includ-
ing existing community support and relationships, health and educa-
tion infrastructure, and access to resources (e.g., home gardens, ani-
mal husbandry, income, food) (59, 60, 72). Mwanzo Bora was unique
in citing how social norms changes—specifically, fewer food taboos—
facilitated improved nutrition practices (60). Analysis of focus group
discussions and key informant interviews identified changes in struc-
tural and household factors facilitating maternal and child nutrition,
including CF practices. Program participants attributed the elimination
of harmful cultural taboos to increased IYCF knowledge, although they
described general shifts in social norms rather than CF-specific norms.

Male engagement and joint decision making emerged as themes in
several qualitative evaluations. Participants in Mwanzo Bora described
increases in male support and involvement in IYCF practices, and this
change was attributed to SBC promotion activities and inclusion of
community leaders (60). Women respondents in the Kanyakla project
reported that greater men’s participation in nutrition programs led to
improvements in nutrition practices (73). SPRING-Niger also found
program participation led to increased discussion of child’s nutrition
and CF among some couples (79). In Kenya, fathers who participated
in dialogue groups and discussed gender norms then supported their
wives and children by providing nutritious foods, assisting with child-
care and chores, and accompanying or bringing them to the health cen-
ter (71). This infant and young child nutrition (IYCN) dialogue project
also reported increased grandmother involvement in child feeding prac-
tices, with grandmother group members reporting improved hygiene
and child feeding practices and recognition for “their role as infant feed-
ing advisors within their families and communities” (59).

Overall intervention effectiveness on CF outcomes: knowledge,
practices, and child growth.
As noted above, we did not find evaluations designed to compare in-
tervention arms that differed only by inclusion of norms-focused com-
ponents. This section summarizes evaluations of overall impacts on
CF and child nutrition outcomes of multifaceted interventions that
included some focus on social norms (see intervention descriptions
in Table 3 and section on Objective 2). To include a comprehensive
range of programs, we chose not to exclude evaluations based on re-
search design, and variation in quality must be considered in inter-
preting results. While 12 program evaluations used cluster-randomized
or quasi-experimental evaluation designs with comparison groups and
measured preintervention to postintervention change, 3 evaluations
had pre-post designs with no comparison groups (67, 75, 86) and
2 only compared intervention with nonintervention communities at
endline (60, 87). Not all quantitative studies reported rigorous statistical
analysis.

Five evaluations assessed changes in CF knowledge: 3 on mothers’
knowledge of CF practices (65, 66, 68, 78), 1 on grandmothers’ nutri-
tion knowledge (74), and 1 in community health volunteers’ nutrition
knowledge (73). All included comparison or nonintensive communities
and all but 1 study (65) found significant improvements in CF knowl-
edge.

Fourteen evaluations assessed at least 1 WHO indicator for CF (92),
including timely introduction of solid, semisolid or soft foods, mini-
mum dietary diversity, minimum meal frequency, minimum accept-
able diet, and consumption of iron-rich foods. Five evaluations assessed
other CF practices, including consumption of unhealthy foods, ASFs, or
fruit and vegetables. Less commonly measured outcomes included re-
sponsive feeding practices (1 study) and appropriate handwashing prac-
tices or use of soap and water (4 studies). Five programs measured stunt-
ing or height-for-age z score (HAZ) (73, 78). As described in more detail
in Table 4 and below, 13 of the 15 evaluations that measured CF prac-
tices reported improvements in at least some CF practices, with 2 re-
porting nonsignificant effects or a decrease in optimal practices. All but
4 evaluations (60, 67, 75, 81) compared treatment groups with a control
and conducted baseline to endline or follow-up difference-in-difference
analyses.

In 8 studies, minimum acceptable diet was significantly higher at
endline for intervention as compared with reference groups or, if no
comparison, increased from baseline to endline (67, 75). Two excep-
tions found few, if any, significant impacts on CF indicators (73, 78).
Timely introduction of soft foods improved in most programs that mea-
sured this indicator. In contrast, minimum dietary diversity, consump-
tion of iron-rich foods, and minimum meal frequency did not signif-
icantly improve in about half of the interventions that measured these
indicators. Two studies measured consumption of unhealthy foods: one
reported a decrease (75) and the other no change (84). All 4 studies re-
porting ASF consumption found significant increases (62, 71, 75, 86).
In NOURISH, the only program to assess improvements in respon-
sive feeding, caregivers significantly improved in understanding and re-
sponding to children’s hunger and satiety cues between baseline and
endline (75).

Appropriate handwashing practices were significantly higher in all
4 of the studies that measured this indicator. Three programs reported
improvements in handwashing at critical times from baseline to endline
(70, 81, 86). The Hygienic Family project also found significantly greater
improvements in intervention versus control groups in washing kitchen
utensils with soap and keeping utensils in a safe place (70). NOURISH
found significantly increased presence of soap and water at handwash-
ing stations at endline (75) but Nurture reported no effect (81).

Five programs measured stunting or HAZ and all reported declines
in stunting from baseline to endline in both the intervention and con-
trol arms. Only one reported a significant intervention impact, finding
reduced stunting in intensive versus nonintensive intervention groups
(68).

Discussion

To explore normative influences on CF, we reviewed the scope of rel-
evant social norms, the ways they have been addressed in nutrition-
specific or multisectoral interventions promoting CF in low-income and
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low–middle-income country settings, and the evidence of intervention
effectiveness. Despite growing attention to how social norms impact
health behavior (16), there is limited evidence that social norms have
been integrated into research and programs focused on CF.

Increasing recognition of the influence of social norms on CF is
captured in a WHO framework on childhood stunting, which lists be-
liefs and norms among the social and cultural factors underlying inade-
quate CF and other determinants of stunting (18). Similarly, the Nur-
turing Care framework includes positive social norms as fundamen-
tal to enabling family and community environments that support ad-
equate nutrition and responsive caregiving of young children (8). How-
ever, as yet, we lack a specific framework that adequately addresses
how and to what extent social norms influence young child feeding
and how norms across the relevant sectors can be leveraged to im-
prove nutrition. We hope this review provides a starting point for un-
derstanding social norms and their influences on CF that would un-
derlie a more explicit model, but clearly, more real-world implementa-
tion research is needed to inform effective norms-focused intervention
approaches.

Key dimensions of CF practices identified by UNICEF pertain to
“what children should eat” (i.e., providing diverse and nutrient-dense
foods, ASFs, fruits and vegetables and avoiding foods with low nutrient
value) and to “when and how are children fed” (i.e., timely introduc-
tion, age-appropriate meal frequency, amount and food consistency, re-
sponsive feeding, and hygienic food preparation and use) (1). Many in-
fluential social norms are also related to family roles, decision making,
gender, and women’s status, which we categorized using the additional
dimension, “who is responsible for child feeding.”

To address our first objective, we summarized reports describing
social norms and perceptions related to any of these dimensions and
thereby likely to support or hinder adoption of recommended CF prac-
tices. Most of the reports we identified focused on what children were
fed, including views that only dilute cereal-based foods are appropri-
ate, and concerns about negative physical, developmental, and behav-
ioral impacts of ASFs. Norms related to child autonomy in choosing
foods can lead to provision of processed, sweetened foods. Strong reli-
gious and cultural norms influenced feeding in some contexts. Norms
and beliefs about “when” to introduce CF led to early introduction in
many contexts. Perceptions of social approval predict practices related
to hygienic food preparation. Few studies reported norms related to
“how” infants and young children were fed, with little information on
norms such as communal meals. The lack of attention to social norms
related to responsive feeding was notable, given the cultural complex-
ities in how parental sensitivity and responsiveness is expressed (93)
and the relevance of responsive feeding practices to child well-being
(94).

Beyond what, how, and when children are fed, social norms around
family relationships and gender pertain to “who” feeds children or in-
fluences CF via resource and time allocation and food provisioning.
Grandmothers’ roles in advising and decision making on child feeding
can be negative, creating a need to shift the norms they enforce, or pos-
itive, providing a promising intervention strategy. Gender norms affect
intrahousehold allocation of food, with implications for the availability
of nutritious foods for young children, and women’s workload, access
to resources, and time to prepare foods and feed children hygienically,
responsively, and nutritiously.

It is worth noting that reports rarely referred to social norms per se,
and limited depth of information made it challenging to differentiate ad-
herence to social norms from usual patterns of behavior reflecting food
availability, affordability, convenience, and familiarity. However, these
examples illustrate the variety of social norms and related beliefs to con-
sider and potentially address in SBC interventions on CF.

Our second objective was to describe how interventions aimed to in-
fluence social norms and related perceptions to improve CF. Most inter-
ventions we identified included multiple entry points, primarily com-
munity engagement and media, often complemented by facility-based
activities. In an overview of lessons learned in the Alive & Thrive inter-
ventions in 3 country contexts, Baker et al. (4) notes the need for IYCF
interventions to combine community mobilization to support positive
IYCF norms and mass media to reinforce messages and create enabling
environments, together with interpersonal communication and capac-
ity building. Activities that used drama, testimonials, facilitated discus-
sion, and support groups seemed intended to leverage norms-shifting
strategies (11). However, few reports provided explanation of the theo-
retical basis of interventions or how they were expected to address social
norms.

Objective 3 examined evidence that interventions with norms-
related components are effective. It is notable that very few studies mea-
sured outcomes related to social norms, perhaps a reflection of mea-
surement challenges and lack of validated indicators of social norms.
We identified 2 projects, Alive & Thrive Bangladesh (53) and the Hy-
gienic Family intervention (70) that developed quantitative measures of
individual perceptions of social norms and their influence, but there is a
clear need for further development of valid and contextually appropri-
ate measures. Qualitative research methods such as those used to evalu-
ate Mwanzo Bora (60) are also useful for understanding shifts in social
norms and influences that facilitate or hinder behavior change. The few
evaluations that measured impacts on social norms or how they medi-
ated effects on CF practices found evidence of effectiveness of norms-
focused interventions.

More broadly, many of the evaluations of interventions that included
social norms–focused activities found significant positive impacts on
CF behaviors and related outcomes, suggesting effectiveness of includ-
ing such strategies. An important caveat for interpreting these results
is that the interventions used multiple strategies to address numerous
drivers of CF practices and did not compare effectiveness with and with-
out norms-related components. As such, we cannot draw conclusions
on the relative contribution of the various components, norms-shifting
and otherwise, to behavior change. Some evaluation designs lacked ad-
equate comparisons to provide clear evidence that CF changes were due
to the program.

The 3 objectives that structured this review align with 3 priorities we
have identified as key steps needed to address social norms in nutrition
interventions: 1) conducting formative research to understand norms
in a given context, 2) designing interventions based on this formative
research and theoretical models of behavior change, and 3) developing
appropriate measures of social norms and evaluation and implementa-
tion research approaches to assess shifts in norms and perceptions that
influence behavior.

The first step, conducting formative and participatory research in
a given context, is needed to guide intervention design by identifying
what norms matter, how they fit within the local culture, who influences
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child feeding, and how to reach those who influence relevant norms.
To be useful, this research must go beyond asking about usual prac-
tices to explore behavioral drivers. An influential social norm can be
identified at the individual level when a person behaves in a certain way
out of fear of disapproval from elders or peers (injunctive norm) or be-
cause this is what is always done in their community (descriptive norm).
This captures individual perceptions of social norms and their impor-
tance, which may be what matters most for changing behavior. Nutri-
tion researchers can draw on resources in other sectors for insights on
formative research approaches for identifying and understanding social
norms and cultural beliefs (95–98).

Second, norms-focused interventions should be designed to fit the
local context (based on formative research and community input) and
also reflect theoretical models of social norms and how they work.
While some studies discussed the rationale for including specific strate-
gies, few identified theoretical underpinnings for their interventions.
Reports on Mwanzo Bora and Alive & Thrive Bangladesh cited “diffu-
sion of innovation” theory (99), which posits that a minority that adopts
innovations can spread new behaviors and eventually create new norms
for the broader community. Mukuria et al. (71) based the IYCN dialogue
project on Gottlieb’s (100) model of social support. Use of relevant theo-
retical frameworks is essential for designing stronger interventions and
appropriate measures for evaluating how perceptions and norms influ-
ence behavior (16).

The third essential step is to develop valid indicators of relevant
social norms and conduct implementation research to examine how
and why change results from interventions. Beyond measurement chal-
lenges, research designs that permit direct comparisons of norms-
shifting interventions with more traditional educational approaches are
needed to draw causal conclusions about effectiveness. Such designs
are not always feasible when implementing at scale; alternatively, care-
ful assessment of intermediate outcomes, implementation, and cover-
age can help assess pathways of impact. In this review, interpretation
was often constrained because evaluations did not collect data on in-
termediate variables expected to mediate between the intervention and
outcomes, or indicators of fidelity and participation (101). Measuring
change in social norms expected to impact behaviors would greatly en-
hance our understanding of whether and how norms-focused interven-
tions work. Qualitative implementation research capturing the perspec-
tives of those who deliver and participate in the programs, as well as
community members who influence adherence to norms, is also im-
portant for providing insights on how norms-shifting approaches are
viewed.

This review was not designed as a systematic review because we
aimed to illustrate the scope of recent work from a range of study and in-
tervention designs, rather than restrict our search to a single question or
limited set of studies. We used structured methods to comprehensively
search the published, peer-reviewed literature, but given the breadth
of our objectives and paucity of published research, we also searched
grey literature for examples of intervention approaches and evaluations
and used a broad set of terms to capture the full scope of relevant
work. Despite using search terms designed to identify projects across
the spectrum of multisectoral nutrition, we found few interventions that
assessed outcomes in areas such as early child development, WASH,
agriculture, and food security. Research in these nutrition-sensitive
fields on the impact of social, cultural, and gender norms (93, 102) but

not in direct relation to CF would not have been identified in our search.
However, a broader multisectoral review found results similar to ours
in that many programs acknowledged the importance of norms, but ex-
plicit intervention approaches for normative change were rarely evident
(103).

Limiting our search to reports since 2010 may have led to gaps in the
norms identified. For example, earlier research has highlighted norms
relevant to CF such as hand- or force-feeding (104, 105) and laissez-faire
feeding styles with limited responsiveness or encouragement for eating
(106). Perhaps such social norms were not relevant to CF practices in the
communities described in recent reports, were not highlighted because
they were reported in previous literature, or did not use terms that were
identified by our search. It is also possible for social norms to change
over time and become less salient for CF interventions.

One challenge was to identify when social norms were being ad-
dressed, even if referred to as traditions, cultural practices, or usual
behaviors. A helpful approach for identifying norms-focused interven-
tions was to consider whether the intervention strategies went beyond
individual education to include community outreach and mass media
activities that involved discussion, advocacy, dramatization, and mobi-
lization related to perceptions of appropriate behavior or expectations.

Traditionally, CF interventions have tended to have a “a nutrition-
centered perspective” (p. 4 in 107) with inadequate attention to cultural
beliefs, norms, and values that could influence child feeding practices
in specific contexts (107). The focus has been on individual knowledge,
beliefs, and attitudes as determinants of behavior change, overlooking
communal influences on behavior such as social norms even when es-
pousing social and behavior-change strategies. Attitudes and percep-
tions are closely connected with social norms, but knowledge-based in-
terventions are unlikely to change behaviors if motivations are rooted
in perceptions that recommended practices deviate from the “normal”
behavior of valued family or community members or could lead to dis-
approval or sanction from these reference groups (17, 97). It has also
been noted in sectors other than nutrition that “programming tends to
focus on changing individuals, with the assumption that the cumulative
change of enough people’s attitudes and beliefs will result in a change of
norms…. Power differentials, reproduction of social structures, identity
markers, misperceptions and other factors can enforce conformity even
when a majority of individuals are ready to welcome change” (97). There
is a need for more programming to influence social norms but Petit and
Zalk note that this has been limited by lack of knowledge about norms’
importance, perceived complexity of translating the theory into appli-
cation, difficulties in funding lengthy interventions that may be needed
to shift norms, and measurement challenges.

Social norms are closely linked to cultural and social identity, which
can raise concerns about the ethics of shifting norms. Some norms-
focused strategies involve shaming, which can be harmful, discrimina-
tory, or ineffective (108). These concerns reinforce the need for careful
formative research and strong local collaborations to ensure sensitivity
and contextually appropriate approaches, and attention to intracultural
diversity in influences on child feeding (40). Building on and strength-
ening existing positive norms is recommended, as deeply rooted behav-
ioral determinants can potentially improve lives beyond the focus of an
intervention and impact broader communities (97). Social norms re-
flect the wider culture, interconnected with beliefs, expectations, tradi-
tions, and relationships that encompass much more than nutrition and
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care practices (109). Norms related to CF are influenced by political,
economic, and food-system factors, as well as broader social norms such
as those related to communication, socialization, female education, la-
bor market participation, child marriage, domestic violence, and the
status of women (110–112).

As noted above, recent conceptual frameworks on factors contribut-
ing to child nutrition (18) and nurturing care (8) recognize the salience
of social norms as one part of a complex range of behavioral determi-
nants of CF. In concert with social norms, individual factors such as
attitudes, skills, and self-efficacy also determine intentions and behav-
iors, as do environmental and economic constraints, and complex be-
haviors cannot be changed using norms-responsive intervention strate-
gies alone (16). For CF, relevant determinants include food cost, food
access and seasonality, time and fuel for meal preparation and feeding,
and access to other resources. For example, we found multiple reports
of normative beliefs that led to avoiding feeding ASFs to young chil-
dren, but it is difficult to ascertain to what extent this actually reflects
adherence to social norms, given other important barriers such as cost
and availability (6, 113). This may contrast with breastfeeding promo-
tion, if social norms are the primary barrier to changing practices such
as delayed initiation or prelacteal feeds and time and expense are less
relevant. Reviews on engaging fathers and grandmothers to support ex-
clusive breastfeeding indicate that social norms are often addressed in
these breastfeeding interventions through community-based events, fa-
cilitated discussions, and support groups to help individuals accept and
support nonnormative practices (114, 115).

Thus, despite the important influence of social norms and the need
for more and stronger norms-focused research and interventions, indi-
vidual behaviors are based on multiple factors and it is critical to under-
stand the range of relevant behavioral determinants in a given context
before designing an intervention approach. As cautioned by Petit and
Zalk (97), “practitioners should not develop ‘social norms strategies’, but
behavior change strategies that properly consider, address and leverage
social norms.”

In conclusion, social norms and related cultural beliefs are recog-
nized as influential potential barriers or facilitators for adoption of
improved CF practices. Promising interventions are being developed
that consider social norms and the need for innovative and feasible
strategies that reach and mobilize key influencers. There is evidence
that interventions with norms-focused components can improve CF
practices. However, most research to date was not designed to mea-
sure change in norms and related perceptions so cannot assess the di-
rect effect of norms-focused components or gauge whether norma-
tive changes played a role in the pathway from intervention to CF
practices.

The interventions identified in this review used multiple approaches
to shift or build on social norms, primarily through community engage-
ment and mass media. Most interventions focused on CF practices iden-
tified in global guidelines, and many addressed norms related to family
and gender roles, as well as community perceptions of appropriate child
feeding. Results suggest that exploring and addressing social norms to
improve CF might have most leverage in areas such as exclusion of foods
based on health-related beliefs and typologies, responsive feeding, food
hygiene, gender norms, and family roles. Despite a search designed to
include multisectoral approaches, we found few norms-focused inter-

ventions linking CF to agriculture, parenting and early child develop-
ment, or other nutrition-sensitive sectors.

To better understand the role of social norms and how to tailor in-
terventions to harness their influence, there is a need for formative re-
search on existing norms and strength of their influence in the broader
cultural and community context, design of intervention activities based
on principles for normative change, and use of appropriate assessment
and evaluation designs. Insights on social norms and perceptions and
how they relate to CF outcomes can contribute to the creation of effec-
tive, multifaceted, and culturally relevant interventions.
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