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Background: Today, an estimated7.3% (50million) of all children<5 y of age suffer fromwasting,withmore bur-
den in African countries including Guinea. Investigating inequalities in childhood wasting is essential for design-
ing efficient programs and interventions, but no related evidence exists in Guinea. This study aimed to examine
the trends in the prevalence of childhood wasting and the extent of sex, socio-economic and geographic-based
disparities in Guinea.

Methods: Data from the 1999, 2005 and 2012 Guinea Demographic and Health Surveys and the 2016 Guinea
Multiple Indicator Cluster Survey, with a total of 16 137 children <5 y of age were included for analysis. For in-
equality analysis, we used the 2019 updatedWorld Health Organization Health Equity Assessment Toolkit (HEAT)
software. Inequality was measured using four summary measures (difference [D], population attributable risk
[PAR], ratio [R] and population attributable fraction [PAF]) for five equity stratifiers (economic status, education,
place of residence, sex and subnational region). We computed 95% confidence intervals (CIs) around the points
estimates to measure statistical significance.

Results: The findings revealed a pro-rich (R=1.68 [95% CI 1.11 to 2.24]), pro-urban (PAR=−1.04 [95% CI −1.90
to −0.18]) and subnational region (D=8.11 [95% CI 4.85 to 11.36]) inequalities in childhood wasting across
all surveys. Except in 2005, education-based disparities (PAF=−18.2 [95% CI −36.10 to −0.26]) were observed
across all survey years, but not sex-based disparities. An approximately constant inequality pattern was seen
across all dimensions.

Conclusions: This study showed inequalities in childhood wasting in Guinea with a disproportionately higher risk
of wasting among children from disadvantaged subpopulations/mothers, including uneducated, poorest/poor,
rural residents and regions. Policies that target disadvantaged populations need to be considered in order to
ensure social protection, access to a wholesome diet and universal and quality health services.
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Background
Childhood undernutrition, including wasting, is an important
contributing factor to childhood illness and mortality in low-
and middle-income countries.1,2 Globally, approximately half
of all mortality in children <5 y of age has been linked to
undernutrition.3

In 2019, globally, 47million children<5 y of age were wasted,
of which 14.3 million were severely wasted.4 Sub-Saharan Africa
(SSA) accounts for one-quarter of the global childhood wast-
ing burden,4 which is a major public health concern in the re-
gion.5,6 Guinea has not made much progress towards wasting,
with 9.2% of children <5 y of age affected, which is higher than

© The Author(s) 2022. Published by Oxford University Press on behalf of Royal Society of Tropical Medicine and Hygiene. This is an Open Access
article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
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the average for the African region (6.0%)7 andmost sub-Saharan
African countries, including Rwanda (0.9%), South Africa (0.5%),
Zimbabwe (3.0%), Uganda (4.1%), Mozambique (4.2%), Kenya
(4.5%), Zambia (4.8%), Togo (6.2%), Nigeria (7.6%), Ghana (7.8%)
and Ethiopia (8.8%).4
Undernutrition increases children’s risk of dying from common

infections4 and it also increases the frequency and severity of
these infections.4 There is some evidence that undernutrition
may have a long-term adverse effect in later life,8–11 including
cognitive impairment as well as poor intellectual and physical de-
velopment.12,13 Several factors, including community, household,
environmental and cultural issues, are associated with children’s
undernutrition in low-andmiddle-income countries.14 Child char-
acteristics such as sex, age and birthweight, as well as parental
characteristics including education status, mothers’ body mass
index, household economic status, residence and region, are
significant factors associated with childhood undernutrition.15,16
Many efforts have been made in the nation to reduce child-

hood wasting, such as joining nutrition initiatives. For instance,
in 28 May 2013, the Republic of Guinea joined the Scaling Up
Nutrition movement with a letter of commitment from three
ministers: Health, Agriculture and Social Welfare.17 In January
2016, the civil society alliance for nutrition in Conakry, Conseil
National des Organisations de la Société Guinéènne, launched
an awareness-raising initiative for nutrition.18 The initiative rec-
ognizes that women have an important role in sharing key nu-
trition messages that complement nutrition messages amplified
through various media channels.18
However, the country has not made progress. Therefore, be-

yond these initiatives, it needs further investigation of other
factors, including inequalities. Prior research showed that child-
hood wasting varies significantly by socio-economic status (SES),
including household wealth status14–17 and maternal educa-
tion.8,13,19–22 Socio-economic disparities in childhoodwasting are
prevalent in SSA,8,13,19–22 but little is known about gender and ge-
ographic disparities in childhood wasting. In addition, there is a
dearth of evidence about inequalities related to childhood wast-
ing in Guinea. Therefore, measuring inequalities between sub-
groups may inform policies, programs and practices to promote
better health among the disadvantaged.23,24
Thus the aim of this study was to examine themagnitude and

trends in the prevalence of childhood wasting among subpop-
ulations by economic status, education, place of residence, sex
and subnational regions in Guinea from 1999 to 2016. Further-
more, we assessed the dynamics of socio-economic, sex and ge-
ographic inequalities in childhood wasting in Guinea from 1999
to 2016.

Methods
Data source
The data for this study were from three waves of the Guinea De-
mographic and Health Survey (GDHS; 1999, 2005 and 2012) and
one wave of the Guinea Multiple Indicator Cluster Survey (GMICS;
2016). The GDHS and GMICS were conducted by the National In-
stitute of Statistics of theMinistry of Planning in collaborationwith
the United States Agency for International Development (US-
AID) and the United Nations Children’s Fund, respectively, with

technical assistance from Inner-City Fund International. GDHS
and GMICS are highly comparable nationally representative data
sources that permit direct comparison between them25–27 and
samples of men and women in their reproductive age, and they
provide an adequate representation of urban and rural settings.
The surveys also covered all eight administrative regions (Boké,
Conakry, Faranah, Kankan, Kindia, Labé, Mamou and Nzérékoré).
Both the GDHS and GMICS employed a two-stage stratified

cluster sampling technique. First, clusters or enumeration areas
(EAs) were selected across the entire nation from a list of EAs es-
tablished in the most recent census. The second stage involved
household sampling, where 25–30 households were selected in
each cluster.28–30 The analysis was carried out on 16 137 children
<5 y of age preceding the respective surveys.

Variables and measurements
Wasting was the outcome variable and was measured as the
weight-for-height z-score (WHZ) <−2 standard deviations (SDs)
from the median of the World Health Organization (WHO) child
growth standard.3,4 For children <5 y of age, a WHZ <−2 SDs
from the WHO reference population was coded 1 and a WHZ be-
tween −2 SDs and +5 SDs was coded as 0.3,4 Children with WHZ
<−5 SDs or>+5 SDs were considered as having invalid data and
were excluded from the analysis. Children who were not weighed
and measured and children whose values for weight and height
were not recorded were excluded. Children whose month or year
of birthwasmissing or unknownwere flagged and excluded. Chil-
dren whose day of birth was missing or unknown were assigned
day 15. Children who were flagged for out-of-range z-scores or
invalid z-scores were excluded.31,32
Inequality in wasting was measured using five equity strat-

ifiers: economic status, education, place of residence, sex and
subnational region. Economic status was approximated by a
wealth index.33 The selection of these five dimensions of inequal-
ity (equity stratifiers) was because these equity stratifiers repre-
sent common sources of discrimination and can be widely ap-
plied to populations in low- and middle-income countries.34 In
the GDHS and GMICS, the wealth index is usually computed us-
ing durable goods, household characteristics and basic services,
following the methodology explained elsewhere.34,35
The constructed wealth index was further categorized into

five quintiles: from poorest (quintile 1) to richest (quintile 5). Ma-
ternal education status was classified as no education, primary
education and secondary education or more. Place of residence
was classified as urban or rural and child sex was categorized
as male or female. The subnational region included the eight
regions in the country (Boké, Conakry, Faranah, Kankan, Kindia,
Labé, Mamou and Nzérékoré).

Statistical analyses
The analysis was conducted with the latest version of the WHO
Health Equity Assessment Toolkit (HEAT) software. This software
is used to investigate health inequalities within and between
countries for >30 reproductive, maternal, newborn and child
health indicators.36,37 A detailed discussion of the software
is available elsewhere.36,37 We used this equity assessment
toolkit to examine socio-economic and geographic inequalities
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in childhood wasting following two steps. First, the prevalence of
wasting was disaggregated by five equity stratifiers (economic
status, education status, place of residence, sex and subnational
region) across different subpopulations. Second, inequality was
assessed using four measures of inequality: difference (D), pop-
ulation attributable risk (PAR), population attributable fraction
(PAF) and ratio (R).
R and PAF are relative measures, while D and PAR are absolute

summary measures. The selection of these simple and complex
summarymeasureswas based on evidence that supports the sci-
entific significance of using both absolute and relative measures
in studies involving a single health inequality.38 This is deemed es-
sential because of the likelihood of obtaining different and even
contrasting conclusions,38 which can lead to bias-informed deci-
sions.38 Details about summary measures and the methods for
calculating the summary measures and subsequent interpreta-
tion adopted in this study have been described elsewhere38,39
and are available in Supplementary file 1. Regarding the interpre-
tation of summarymeasures, if there is no inequality, D takes the
value zero. Greater absolute values of D indicate higher levels of
wasting inequality. Positive values of R indicate a higher concen-
tration of wasting among the disadvantaged and negative values
indicate a higher concentration among the advantaged. If there
is no inequality, R takes the value one. It takes only positive val-
ues (>1 or <1). The further the value of R from 1, the higher the
level of inequality. PAR and PAF take negative values for adverse
health outcome indicators such as wasting. The larger the abso-
lute value of PAR, the higher the level of inequality. PAR is zero
if no further improvement can be achieved, i.e. if all subgroups
have reached the same level of wasting prevalence as the refer-
ence subgroup. The trend of inequality for each summary mea-
sure was assessed by referring to the 95% confidence intervals
(CIs) for the different survey years. Inequalities exist if the UIs do
not overlap.40

Ethical considerations
Ethical approval was not required because the study used pub-
licly available GDHS and GMICS data. All DHS and MICS surveys
are approved by Inner City Fund (ICF) International as well as an
institutional reviewboard (IRB) in the respective country to ensure
that the protocols are in compliance with the US Department of
Health and Human Services regulations for the protection of hu-
man subjects.

Results
In this study, we examined the magnitude and trends in inequal-
ity in childhood wasting in Guinea from 1999 to 2016. Overall, a
total of 16 137 children <5 y of age were included in all four sur-
veys. Of these, 11 387 (70.6%) were rural residents. More than
three-fourths (76.3%) of the respondents had no formal educa-
tion and 7865 (48.7%) were female.
Appendix 2 shows the magnitude and trends of childhood

wasting across subpopulations from 1999 to 2016. We observed
a lower prevalence among advantaged groups, such as richest,
educated mothers, urban residents and from regions such as
Mamou (in 2016). For example, significantly higher proportions of

Figure 1. Prevalence of childhood wasting by wealth quintiles in Guinea:
evidence from GDHS (1999–2012) and GMICS (2016).

childhoodwastingwere found among children in quintile 1 (poor-
est) and quintile 2 (poorer) in 2012 and2016 comparedwith quin-
tiles 5 (richest) and quintile 4 (richer), respectively (Figure 1). The
pattern of wasting was also found to be constant across popula-
tions in all wealth quintiles. For instance, the prevalence of child-
hoodwasting among children in the poorest subpopulation group
was higher by approximately 4.8 percentage points (pp) (95% CI
0.92 to 8.82) in 1999 compared with children in quintile 5 (richest
wealth subgroup).
We observed no big difference in the prevalence of childhood

wasting across education subpopulations, particularly in 2005.
Nonetheless, wasting was common among children whose par-
ents have no education. Again, the pattern of wasting prevalence
across education groups was constant (Figure 2).
Although this study shows no profound difference in the

prevalence of childhoodwasting across the rural–urban subpopu-
lation, a higher prevalencewas observed among children from ru-
ral areas. For example, in 2016, the prevalence of wasting among
rural children was 8.6 pp (95% CI 7.54 to 9.85), compared with
7.0 pp (95% CI 5.93 to 8.33) among urban children (Figure 3).
Regarding a child’s sex, a slight difference in the prevalence of

childhood wasting was observed across all surveys. In 2016, for
example, wasting prevalence among male children was 8.6 pp
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Figure 2. Prevalence of childhood wasting by maternal education status
in Guinea: evidence from GDHS (1999–2012) and GMICS (2016).

Figure 3. Prevalence of childhoodwasting by place of residence in Guinea:
evidence from GDHS (1999–2012) and GMICS (2016).

Figure 4. Prevalence of childhoodwasting by child sex in Guinea: evidence
from GDHS (1999–2012) and GMICS (2016).

(95% UI 7.61–9.73) compared with 7.5 pp (95% CI 6.50 to 8.73)
among female children (Figure 4).
Furthermore, we found significant differences in the preva-

lence of childhood wasting across subnational regions in all sur-
veys. For example, in 2016 the prevalence of wasting among chil-
dren living in the Nzérékoré region was higher by 8.1 pp (95% CI
4.85 to 11.36) when compared with children living in the Mamou
region. The pattern of wasting prevalence varied over time across
regions. In Kankan region, for instance, the prevalence of wasting
decreased from 17.9 pp (95% CI 14.94 to 21.24) in 2012 to 6.8 pp
(95% CI 5.27 to 8.72) in 2016. Meanwhile, in the Boke region, it
remained fairly constant, as 8.5 pp (95%CI 6.03 to 11.72)was ob-
served in 2012 and 9.2 pp (95% CI 7.53 to 11.22) was observed
in 2016 (Figure 5). For more detailed information on childhood
wasting prevalence across different subpopulations, see Supple-
mentary file 2.

Magnitude and trends of socio-economic disparities
Table 1 shows socio-economic and geographic disparities in child-
hood wasting across subpopulations in Guinea from 1999 to
2016.

Economic inequality
Significant absolute and relative wealth-driven disparities in
childhood wasting were observed in 2012 and 2016 using all four
measures: D, PAF, PAR and R. The patterns of disparities from2012
to 2016 were fairly constant. For instance, the PAR measure in
2012 (−2.66 [95% confidence interval {CI} −4.77 to −0.56]) and
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Figure 5. Prevalence of childhood wasting across subnational regions in
Guinea: evidence from GDHS (2005–2012) and GMICS (2016).

in 2016 (−2.48 [95% CI −3.74 to −1.23]) indicated significant
absolute economic inequality in childhood wasting, with a fairly
constant pattern over time. Similarly, the Rmeasure in 2012 (1.76
[95% CI 1.06 to 2.47]) and 2016 (1.68 [95% CI 1.11 to 2.24]) in-

dicated substantial relative wealth-driven inequality in childhood
wasting over time.

Education inequality
The result showed substantial absolute and relative education-
related disparities by the complex measures (PAF and PAR), ex-
cept in 2005. The simple measures (D and R) did not show ed-
ucation inequality across all surveys, except D in 1999. Gen-
erally the overall pattern of education inequality over the last
17 y was fairly constant, although the inequalities disappeared
in 2005.

Place of residence inequality
Complex measures (PAF and PAR) showed an urban–rural dispar-
ity in childhood wasting in 2012 and 2016. For instance, the PAF
measure in 2012 and 2016 (−29.5 [95% CI −45.04 to −13.95]
and−12.95 [95%CI−23.55 to−2.34], respectively) indicated rel-
ative disparities in childhoodwasting. Moreover, the PARmeasure
in 2012 and 2016 (−2.82 [95% CI −4.30 to −1.33] and −1.04
[95% CI −1.90 to −0.18], respectively) indicated absolute resi-
dence disparities in childhood wasting.

Sex-based inequality
The findings revealed no sex-related absolute or relative inequal-
ity in childhood wasting. For instance, the PAR measure in 1999,
2005, 2012 and 2016 (−0.99 [95% CI−2.12 to 0.12],−0.86 [95%
CI−2.07 to 0.35],−0.25 [95% CI−1.25 to 0.74] and−0.54 [95%
CI −1.19 to 0.10], respectively) supported the absence of sex-
related absolute disparities across all the survey years.

Table 1. Trends in socio-economic and area-based inequality in childhood wasting in Guinea: evidence from GDHS (1999–2016)

Dimension of
inequality

Summary
measure 1999, estimate (95% CI) 2005, estimate (95% CI) 2012, estimate (95% CI) 2016, estimate (95% CI)

Economic
status

D 4.87 (0.92 to 8.82) 3.03 (−1.39 to 7.46) 5.30 (1.85 to 8.74) 3.81 (1.53 to 6.10)
PAF −14.24 (−34.94 to 6.46) −19.07 (−44.46 to 6.30) −27.86 (−49.86 to −5.86) −30.73 (−46.22 to −15.25)
PAR −1.44 (−3.54 to 0.65) −2.13 (−4.97 to 0.70) −2.66 (−4.77 to −0.56) −2.48 (−3.74 to −1.23)
R 1.56 (0.98 to 2.13) 1.33 (0.75 to 1.91) 1.76 (1.06 to 2.47) 1.68 (1.11 to 2.24)

Education D 4.05 (0.60 to 7.50) −0.22 (−7.20 to 6.75) 3.37 (−0.20 to 6.95) 1.93 (−0.04 to 3.90)
PAF −36.71 (−68.19 to −5.23) 0 (−53.83 to 53.83) −29.75 (−58.40 to −1.09) −18.18 (−36.10 to −0.26)
PAR −3.71 (−6.90 to −0.53) 0 (−6.01 to 6.01) −2.96 (−5.82 to −0.10) −1.47 (−2.92 to −0.02)
R 1.63 (0.79 to 2.47) 0.98 (0.37 to 1.58) 1.48 (0.75 to 2.20) 1.29 (0.92 to 1.65)

Residence D 1.53 (−0.83 to 3.90) 1.29 (−1.64 to 4.23) 3.79 (1.60 to 5.98) 1.58 (−0.06 to 3.24)
PAF −10.58 (−26.64 to 5.47) −9.07 (−29.15 to 11.00) −29.5 (−45.04 to −13.95) −12.95 (−23.55 to −2.34)
PAR −1.07 (−2.69 to 0.55) −1.01 (−3.25 to 1.23) −2.82 (−4.30 to −1.33) −1.04 (−1.90 to −0.18)
R 1.16 (0.87 to 1.46) 1.12 (0.81 to 1.43) 1.56 (1.12 to 1.99) 1.22 (0.96 to 1.48)

Sex D 1.93 (−0.20 to 4.07) 1.70 (−1.28 to 4.68) 0.49 (−1.72 to 2.72) 1.06 (−0.45 to 2.59)
PAF −9.85 (−20.99 to 1.27) −7.70 (−18.58 to 3.17) −2.67 (−13.15 to 7.80) −6.75 (−14.78 to 1.28)
PAR −0.99 (−2.12 to 0.12) −0.86 (−2.07 to 0.35) −0.25 (−1.25 to 0.74) −0.54 (−1.19 to 0.10)
R 1.21 (0.95 to 1.47) 1.16 (0.85 to 1.47) 1.05 (0.80 to 1.29) 1.14 (0.92 to 1.35)

Region D 6.47 (2.82 to 10.12) 11.33 (5.03 to 17.64) 11.36 (7.03 to 15.69) 8.11 (4.85 to 11.36)
PAF −22.87 (−38.62 to −7.12) −60.41 (−89.97 to −30.85) −31.92 (−50.44 to −13.40) −47.46 (−68.25 to −26.66)
PAR −2.31 (−3.91 to −0.72) −6.75 (−10.05 to −3.44) −3.05 (−4.82 to −1.28) −3.84 (−5.52 to −2.15)
R 1.82 (1.27 to 2.38) 3.56 (1.35 to 5.76) 2.74 (1.39 to 4.09) 2.90 (1.702 to 4.11)
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Subnational region inequality
Subnational region inequality in wastingwas observed from 1999
to 2016 using both simple (D and R) and complex (PAF and PAR)
measures, with a fairly constant pattern over time. For example,
the PAR measures in 1999, 2005, 2012 and 2016 (−2.31 [95% CI
−3.91 to −0.72], −6.75 [95% CI −10.05 to −3.44], −3.05 [95%
CI−4.82 to−1.28],−3.84 [95% CI−5.52 to−2.15], respectively)
indicated substantial absolute regional inequality in childhood
wasting, with a fairly constant pattern over time. Similarly, the
R measures in 1999, 2005, 2012 and 2016 (1.82 [95% CI 1.27 to
2.38], 3.56 [95% CI 1.35 to 5.76], 2.74 [95% CI 1.39 to 4.0] and
2.90 [95% CI 1.70 to 4.11], respectively) indicated significant rel-
ative regional disparities in childhood wasting, with a fairly con-
stant pattern over time.

Discussion
In this study, we assessed the prevalence of childhood wast-
ing across different subpopulations as well as trends in socio-
economic, sex and geographic inequalities in childhood wasting,
using nationally representative GDHSs and GMICSs from 1999 to
2016. Our findings showed a childhood wasting prevalence of
10.1%, 11.2%, 9.6% and 8.1% in 1999, 2005, 2012 and 2016, re-
spectively. Socio-economic and geographic inequalities in child-
hood wasting were found across all survey years, but varied on
summary measures.13,20
Consistent with previous findings from studies in Nigeria.13

Ghana,21 Mozambique22 and SSA,41 though the magnitude was
small, we found education-related inequality in childhood wast-
ing favouring children born to educated mothers. Parental edu-
cation, more specifically, maternal education, has been shown to
have significant effects on child health.22,42 Health-seeking be-
haviour and utilization for promoting child health, including the
nutrition status of children, are mostly practiced among edu-
cated mothers.43,44 Previous studies in Mozambique and Uganda
showed that maternal education is significantly associated with
childhood nutritional status.22,42 Maternal education may influ-
ence childhood nutrition in many ways, including decisions on
the allocation of resources for household food consumption and
other health-related issues.45
We further found pro-rich inequality in childhood wasting in

Guinea over time. Previous studies in Ghana,21 Mozambique22
and SSA41 reported similar findings. Differences in household in-
come level, areas of residence, parental education and occupa-
tional status and type could explain variations in wasting based
on SES.21,22,46 Moreover, food security47 in the household, hygiene
and sanitation practices and healthcare service accessibility and
utilization46 are largely dependent on SES.46,47 This is supported
by previous studies in Latin America and Nigeria,48 where im-
provement in the SES of women in areas such as education, con-
ditional cash transfer, income level, food security and urbaniza-
tion has significantly reduced childhood malnutrition, including
wasting.48
Pro-urban inequalities in childhood wasting were observed,

consistent with a previous study in Nigeria.13 Inequalities in the
place of residence in childhood wasting have also been linked
with differences in SES.21,46 Low SES, including poverty, illiteracy

and unemployment, are more common in rural settings,4 and
residents may be at risk of ill health.41,49 A higher prevalence of
wasting among rural residents may therefore be seen as a dete-
rioration in health conditions and poor access to healthcare ser-
vices,13 consequently widening the urban–rural gap in health.13
Nonetheless, there is evidence that urban–rural disparities in child
health could be reduced when socio-economic inequalities are
addressed.50
Finally, we found significant regional inequality in childhood

wasting across all the survey years, consistent with a previous
study.51 The higher proportion of uneducated mothers45 and the
urban–rural nature of the provinces51,52 in the country may ex-
plain the variation in childhood wasting prevalence across re-
gions.13,45,52 There is evidence that wasting may be caused by
a reduced intake of food,53 therefore the regional difference may
be partly due to seasonal food insecurity that is related to nat-
ural disasters such as extreme poverty, crop damage by locusts
and shifts in the practice of agriculture.54,55 A study conducted
in Ethiopia confirmed a strong link between regional variations of
malnutrition and dissimilarity in cultivated areas.56 The issue of
food insecurity in Guinea is not surprising in light of the Ebola cri-
sis. In 2013, 1million of Guinea’s 11.75 peoplewere food insecure
and 2.85 million were borderline food insecure. Food insecurity in
Guinea varies between urban and rural residents, with rural resi-
dents being three timesmore likely to be food insecure. For exam-
ple, in Faranah, 40.6% of households are facing food insecurity.57
However, food security does not always guarantee nutritional

security, but it can be a precursor for nutritional improvements
so long as the household properly manages the available food.
Other factors such as infectious diseases might be another
reason for regional variations in the magnitude of childhood
wasting.58,59

Strengths and limitations
This study has both strengths and limitations. First, the study as-
sessed not only trends of inequality, but also trends of prevalence
across different subpopulations using nationally representative
data. Second, the study used the recommended WHO Health
Equity Monitor database through HEAT software to analyse in-
equality. Third, we used simple and complex as well as absolute
and relative summary measures to assess the inequality of
different dimensions. By this approach, policymakers can view
problems from different perspectives and provide appropriate
interventions. The main limitation of this study was the inability
to explore other factors related to disparities in wasting.

Conclusions
Our study provides the first evidence of trends in socio-economic,
sex and geographic-based inequalities in childhoodwasting.With
the exception of education-related inequality in 2005, we found
absolute and relative socio-economic and geographic-related
disparities in childhood wasting that favoured children from ad-
vantaged subpopulations, including rich/richest, educatedmoth-
ers and children living in urban settings and regions such as
Mamou in 2016. Although inequalities varied based on different
summary measures, the pattern generally remained constant
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over time. Policies targeting disadvantaged populations need to
be considered. This can help to ensure social protection, access to
a healthy diet throughout the life course and universal and qual-
ity health services, whichmay in turn reduce wasting by address-
ing drivers such as poor hygiene and sanitation and household
food insecurity thatmay be aggravated during emergencies, out-
breaks of communicable diseases and disasters. Moreover, pro-
grams and interventions against childhood wasting need to be
strengthened and prioritized for children of uneducated women,
those from poor homes, rural residents and those in disadvan-
taged regions of Guinea. Nutrition education for disadvantaged
mothersmay have to highlight the need for inexpensive balanced
and nutritious meals within their communities.
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