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ABSTRACT
The objective of this systematic literature review was to evaluate the efficacy of probiotic, prebiotic, and synbiotic interventions compared with
control on improving growth outcomes of children living in low- and middle-income countries (LMICs). Probiotics had a beneficial effect on ≥1 of
the growth outcomes in 5 out of the 11 included studies. Of these, 3 studies were conducted in undernourished children, 1 in healthy children, and
1 in children without a described health status. No effect of prebiotics on growth outcomes was seen in the 4 included studies. Synbiotics had a
beneficial effect on growth outcomes in 3 out of 4 studies. Although a limited number of studies with high heterogeneity indicate that probiotics
and synbiotics may have the potential to improve the growth of both undernourished and healthy children living in LMICs, more research is
needed to confirm the observed effects. This review was registered at www.crd.york.ac.uk/prospero/ as CRD42020212998. Curr Dev Nutr
2021;5:nzab124.
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Introduction

Child undernutrition is a major public health issue worldwide (1). In
2019, an estimated 144 million children < 5 y old were stunted and
47 million were wasted (1). Prevention of delayed growth in childhood
is critical, because it can have both immediate and long-term conse-
quences for health and developmental potential that are difficult to
reverse (2). In 2012, the World Health Assembly established Global
Nutrition 2025 targets, of which one aims to achieve a 40% reduction
in the number of stunted children < 5 y of age by 2025 (3). Stunting
is difficult to address, because it is related to many factors including
socioeconomic status, dietary intake of mother and child, infections,
and the environment (4). In addition, the gut microbiota—the bacteria,
archaea, and fungi living in the digestive tract—play a role in the
regulation of the energy harvesting from nutrients, growth hormone
signaling, colonization resistance, immune tolerance against pathogens,
and other pathways associated with healthy child growth (5). Infants’
gut microbiota are typically colonized by facultative anaerobes, fol-
lowed by obligate anaerobes including Bifidobacterium, Bacteroides,

and Clostridium during the first 6 mo of life. The diversity in microbiota
is narrow and dominated by species involved in human milk oligosac-
charide (HMO) metabolism in breastfed infants (6). In children from
6 mo to 2 y of age, the introduction of solid foods and exposure to
environmental microbes trigger the expansion of the gut microbiome’s
diversity. Because the gut microbiota drives a weaning reaction critical
for immune maturity and tolerance later in life, it is hypothesized that
gut microbiome maturation partially regulates growth during this time
period and dysregulation of the gut microbiome may contribute to
childhood stunting (5). Impaired development of the gut microbiota
causes stunted children to have an immature gut microbiota as com-
pared with nonstunted children of the same age. Gut immaturity is
measured by a lower microbiota-for-age z score (MAZ), characterized
by a lower α-diversity of the gut microbiota, and disproportionally
higher concentrations of Proteobacteria (7). The evidence for a causal
role of the gut microbiota in delayed growth is increasing (5). An im-
mature and less diverse microbiota, which is often present in children
with delayed growth, may reduce or prevent the success of nutritional
interventions aiming to promote growth (8). Therefore, in recent
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decades the scientific focus has shifted to interventions targeting the
gut microbiota such as probiotics, prebiotics, and synbiotics because
they may have the potential to address stunting effectively (5).

A probiotic contains live microorganisms which, when administered
in adequate amounts, confer a health benefit on the host (9). Probiotics
are strain-specific and can result in different health benefits (10). They
may improve child growth through modulation of the gut microbiota
and immune system, inhibition of pathogen growth, prevention of in-
fections, lowering diarrhea incidence, improvement of the absorption
of energy, and improvement of the absorption of several micronutrients
(11–14).

A prebiotic is a substrate that is selectively utilized by host microor-
ganisms conferring a health benefit (15). Prebiotics promote the growth
of ≥1 specific bacteria, mainly bifidobacteria and lactobacilli, leading
to among other things the production of SCFAs which inhibit pathogen
growth (16, 17). In addition, prebiotics enhance the uptake of micronu-
trients, delay gastric emptying, improve gut barrier function, and mod-
ulate the immune system (16, 17).

A synbiotic is a mixture comprising live microorganisms and sub-
strates selectively utilized by host microorganisms that confers a health
benefit on the host (18). The beneficial effects of prebiotics and probi-
otics taken separately may be enhanced further if combined (19).

Most previous reviews evaluating the effect of nutrition interven-
tions on growth outcomes in children in low-and middle-income coun-
tries (LMICs) concerned several (combinations of) micronutrients and
education (2, 20), but did not include probiotic, prebiotic, and synbiotic
interventions. In addition, they did not include any gut microbiota out-
comes (2, 21), even though the gut microbiota is important in growth re-
tardation (5). Other reviews on probiotics, prebiotics, and synbiotics fo-
cused mostly on infants < 1 y old without making a distinction between
developed and developing countries (22–24). To our knowledge, the re-
view of Onubi et al. (12) is the only review investigating the effect of pro-
biotics on growth in children older than 1 y without specific disease con-
ditions while making a distinction between developed and developing
countries. However, they did not focus exclusively on LMICs and more
recent studies have since been published. Onubi et al. (12) observed a
benefit of dietary intake of probiotics on weight and height gain in un-
dernourished children in developing countries and a possible benefit in
well-nourished children. In LMICs, the potential of probiotics might be
larger than in developed countries owing to the environment and other
related factors of the participating children. Further, the implications of
these adversities can go beyond physical outcomes to other areas of child
functioning and also need to be considered in evaluating treatment ef-
ficacy. Therefore, the objective of this review was to systematically eval-
uate the effects of probiotic, prebiotic, and synbiotic interventions in
comparison with standard care or control on several physical growth
outcomes of children aged 6–59 mo living in LMICs. The findings of
this review will help to develop effective and durable interventions for
children in LMICs by targeting the gut microbiome, which can poten-
tially improve the efficacy of nutrition-based treatments (25–27).

Methods

The study was registered at the International Prospective Register of
Systematic Reviews (PROSPERO) (CRD42020212998). For the report-

ing of this systematic review the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA) were used (28). Supple-
mental Table 1 shows the PRISMA checklist.

Inclusion and exclusion criteria
Parallel controlled trials, including cluster-randomized trials, involving
children aged 6–59 mo—although studies with a wider age range were
included—in LMICs as classified by the World Bank (29) published up
to 30 September, 2020 in the English language were included. The in-
terventions comprised probiotics, prebiotics, or synbiotics as defined
by the International Scientific Association for Probiotics and Prebiotics
(ISAPP) (9, 15, 18). Prebiotics other than oligosaccharides such as PU-
FAs were included, because they are recognized as prebiotics by the IS-
APP (15). Microbiota-directed complementary foods (MDCFs) were
included in the search scope as well, but no trials meeting the inclu-
sion and exclusion criteria were found. All the studies reported ≥1 of
the following outcomes: height, weight, height-for-age z score (HAZ),
weight-for-age z score (WAZ), weight-for-height z score (WHZ), stunt-
ing, underweight, or wasting. Stunting, underweight, and wasting were
respectively defined as an HAZ, WAZ, or WHZ < −2SD from the me-
dian of the WHO Child Growth Standards (30). Only interventions with
a duration of ≥3 mo were included to ensure that possible effects on
growth were measurable. A shorter period can be misleading for the
weight outcome of children aged >1 y (31). For the comparison with
the intervention, we included studies providing standard care, a control
such as a placebo, or no intervention.

Search strategy
Relevant articles were identified using PubMed, Scopus, and the
Cochrane Library. A list of relevant Medical Subject Headings words
and keywords was generated and reviewed by all authors. Supplemen-
tal Tables 2–10 show the search queries for the databases. Additional
articles were identified with hand searching using other reviews, cita-
tions, reference lists, and Google Scholar.

Data extraction
The identified articles were exported to an Endnote library and dupli-
cates were removed. If there were multiple reports of a primary study,
the most complete description of the data with the longest follow-up
was used. After title and abstract screening, the full text of articles was
assessed for eligibility using the inclusion and exclusion criteria. Data
on participants, study characteristics, interventions, outcomes, and re-
sults were extracted from the final subset of eligible studies. If outcome
data were lacking in the articles, authors were contacted to request ad-
ditional information. The screening and extraction were performed in
duplicate by 2 reviewers independently, and any discrepancies were re-
solved through discussion with a third author where necessary.

Outcome variables
Height, weight, HAZ, WAZ, WHZ, stunting, underweight, and wast-
ing were the primary outcome variables. The mean ± SD changes in
height, weight, HAZ, WAZ, and WHZ were extracted. If they were not
presented, medians [IQRs] or the baseline and final means ± SDs were
extracted. For stunting, underweight, and wasting the proportions [n
(%)] were extracted. If present, the risk ratios, prevalence ratios, or
ORs with 95% CIs were extracted as well. Where available, secondary
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FIGURE 1 Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2009 flow diagram for probiotics, prebiotics,
and synbiotics. LMIC, low- and middle-income country; RCT, randomized controlled trials.

outcome variables were extracted including markers of gut health and
microbiota, such as MAZ, α-diversity, IgA, and the lactulose:mannitol
ratio.

Quality assessment
The quality of the individual trials was evaluated using the Cochrane
Risk of Bias tool. Random sequence generation, allocation concealment,
blinding of participants and personnel, blinding of outcome assessment,
incomplete outcome data, selective reporting, and other sources of bias
were judged as “high risk,” “unclear,” or “low risk.” The certainty of the
evidence was assessed using the Grading of Recommendations Assess-
ment, Development and Evaluation (GRADE) approach. By evaluating
the risk of bias, imprecision, inconsistency, indirectness, and publica-
tion bias, the certainty of the evidence was judged as “very low,” “low,”
“moderate,” or “high” (32). When no summary effect measure was ob-
tained, the GRADE approach for rating the certainty in evidence in the
absence of a single estimate of effect was used (33). The quality assess-
ment was performed in duplicate and any discrepancies were resolved
through discussion with a third author where necessary.

Data analysis
When available, missing values were extracted from graphs using the
online application WebPlotDigitizer version 4.3 [done on 1 occasion
(34)]. Where medians [IQRs] were reported, they were converted to
means ± SDs according to the formulas outlined in the Cochrane Hand-
book (35). The mean differences (MDs) were calculated by subtracting
the baseline mean from the final mean. The related SDs were imputed
according to the equations by Follmann et al. (36). For these SD imputa-
tions, we assumed correlation coefficients of 0.995 and 0.990 for weight
and height, respectively (37). For HAZ and WAZ of the intervention
group we assumed correlation coefficients of 0.91 and 0.86, respectively,

and 0.89 and 0.82 for the HAZ and WAZ of the control group, respec-
tively (38). The correction factor for WHZ was estimated as the mean
of the correction factors for HAZ and WAZ.

Owing to the lack of comparability of the study populations and
the probiotic, prebiotic, and synbiotic interventions, no summary effect
measures were computed. Nevertheless, a forest plot without overall ef-
fect size was compiled for illustrative purposes, for which the standard-
ized mean differences (SMDs) with 95% CIs were computed for each
study separately using Hedges’ g (bias-corrected SMD) and the inverse
variance method. To reduce the probability of a type 1 error and to avoid
multiple counting of the control group in trials with multiple interven-
tion groups and a single control group, the sample size of the control
group was divided equally between the number of intervention groups,
while retaining the mean change and its SD (39). All analyses were con-
ducted with R version 4.0.3 (R Core Team) using the packages “meta”
and “forest plot.”

Results

Figure 1 shows the PRISMA flow diagram of the inclusion of studies. A
total of 20 articles, all published in the last 2 decades, were included in
this systematic review.

Probiotics
Eleven studies with probiotics met the inclusion criteria (34, 40–
49). Table 1 shows the study characteristics. In total, the trials analyzed
the data of 5776 children. An equal number of 4 studies included healthy
children (40, 42, 44, 49) and undernourished children (41, 43, 45, 46).
In 3 studies the health status was not well described (34, 47, 48). The
interventions included different species, mostly from the Lactobacillus
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(34, 40, 45, 47–49). The administered dosage ranged from 5 × 107 to
1.61 × 1010 CFU/d. The control group received most often a placebo
(34, 40–42, 44, 47–49) but an isocaloric replacement (46) or nothing
(43, 45) was also used.

Figure 2 shows the calculated SMDs with 95% CIs for the probiotic
studies. Five out of the 11 studies showed a beneficial effect of the pro-
biotic on ≥1 of the growth outcomes. Of the 4 studies including healthy
children, only 1 showed beneficial effects. For the studies including un-
dernourished children, this was 3 out of 4. Of the 3 studies in which
the health status was not described, 1 showed beneficial effects. Incre-
ments in height and weight were found for the probiotics Lactobacillus
rhamnosus GG, Lactobacillus casei strain Shirota, and Lactobacillus aci-
dophilus in undernourished children as compared with no treatment or
an isocaloric replacement with 2 biscuits. Three studies measured un-
derweight, stunting, or wasting. No significant changes were observed
in underweight or stunting after L. casei strain Shirota or Lactobacil-
lus reuteri DSM 17938 supplementation (40), in wasting after Bifidobac-
terium animalis ssp. lactis and L. rhamnosus GG supplementation (41),
or in underweight after L. casei strain Shirota supplementation (48).

Analysis of the microbiota composition was described in 2 of the
included studies. In the study of Hemalatha et al. (42) which included
healthy children, the overall counts of total bacteria, lactobacilli, and
bifidobacteria in the stool samples were similar in the groups receiving
Lactobacillus paracasei Lpc-37, B. animalis ssp. lactis HN019, and con-
trol before and after the intervention. However, after 6 mo of supple-
mentation, L. paracasei Lpc-37 was significantly higher in those supple-
mented with L. paracasei Lpc-37, and B. animalis ssp. lactis HN019 was
significantly higher in those supplemented with B. animalis ssp. lactis
HN019, than in the other groups. Nevertheless, the latter was no longer
observed at the end of supplementation (9 mo) when B. animalis ssp.
lactis HN019 was found to be similar in all 3 groups. After 9 mo, fe-
cal IgA was significantly decreased in the intervention group receiving
B. animalis ssp. lactis HN019 compared with the placebo group. Fecal
IgA was not significantly changed in the intervention group receiving L.
paracasei Lpc-37 compared with the control group (42).

Sur et al. (48) detected no differences in bacterial, viral, and parasitic
agents between the probiotic and control groups of children with diar-
rhea, except for Aeromonas spp. and Cryptosporidium spp., which were
significantly higher in the control group.

Kusumo et al. (44) measured a significantly higher fecal secretory
IgA in the placebo group than in the experimental groups receiving Lac-
tobacillus plantarum IS-10506. Kara et al. (43) and Surono et al. (49)
observed no significant differences in the change of fecal IgA between
the control and probiotic groups receiving either L. rhamnosus GG or
Enterococcus faecium IS-27526.

Prebiotics
Six studies with prebiotics met the inclusion criteria (38, 50–54). Table 2
shows the study characteristics. In total, the trials comprised 1207 chil-
dren. All included children were healthy, except for those in the study
of Jones et al. (51) in which undernourished, on-site outpatients were
included. In 4 of the studies, oligosaccharides were used as the
prebiotic, namely fructo-oligosaccharides (FOSs), galacto-
oligosaccharides (GOSs), or a combination of GOSs and polydextrose.
The oligosaccharide dosages ranged from 0.5 to 7.5 g/d (38, 52–54).
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FIGURE 2 Forest plot of the SMDs with 95% CIs for probiotic studies. No summary SMD is calculated owing to heterogeneity and the
small number of studies. HAZ, height-for-age z score; nc, number of children in the control group; ne, number of children in the
experimental probiotic group; SMD, standardized mean difference; WAZ, weight-for-age z score; WHZ, weight-for-height z score.

The other 2 studies used n–3 long-chain (LC)-PUFAs from fish oil and
α-linolenic acid (18:3n–3) from flaxseed oil as a prebiotic with a dosage
of 79–285 mg/d (50, 51). All control groups received a placebo.

Figure 3 shows the SMDs with 95% CIs for the growth outcomes of
the prebiotic studies. No significant effects of the prebiotics were seen.
Paganini et al. (53) reported as well that they did not observe significant
differences in the change of underweight, wasting, or stunting between
the groups. Argaw et al. (50) did not report any measure of variance but
described that they found no significant effect on HAZ and a small but
significant positive effect on WHZ. The change in the number of stunted
and wasted children was 15 (16.6%) and −2 (−2.2%) in the intervention
group compared with 12 (14.4%) and 1 (1.11%) in the control group,
respectively.

Analysis of the microbiota was only performed by Paganini et al.
(53). They observed that in the GOS + iron group there were higher
abundances of bifidobacteria and lactobacilli, significantly lower abun-
dances of Clostridiales, and significantly lower abundances of virulence
and toxin genes (VTGs) of pathogens than in the iron group (53).

Synbiotics
Four synbiotic studies met the inclusion criteria (55–58). Table 3 shows
the study characteristics. In total, the trials analyzed the data of 1098
children. Two studies included healthy children (56, 57), 1 study in-
cluded children with failure to thrive (defined as either WAZ < 5th per-
centile or WHZ < 10th percentile) (55), and 1 study did not describe

the health status of participating children (58). All studies had a placebo
as a control. The intervention and control treatments were mostly pro-
vided as milk-based drinks (56–58), except for Famouri et al. (55) who
used a starch powder.

Figure 4 shows the SMDs with 95% CIs for the outcomes of the 4
synbiotic studies. In 3 out of 4 studies, the synbiotic beneficially affected
≥1 of the growth outcomes. The strongest effects were observed for
weight and WAZ in the studies of Firmansyah et al. (56) using Bifidobac-
terium longum BL999 + L. rhamnosus LPR + inulin + FOSs + LC-
PUFAs + arachidonic acid (20:4n–6) + DHA (22:6n–3), and of Sazawal
et al. (58) using Bifidobacterium lactis HN019 + prebiotic oligosaccha-
rides. In addition to the outcomes shown in Figure 4, Firmansyah et al.
(56) found no significant treatment effect on height gain, but they did
not report the quantitative data.

Analysis of the microbiota was only performed by Kosuwon et al.
(57). They showed that the change in proportion and absolute counts
of bifidobacteria were significantly higher in the synbiotic group re-
ceiving Bifidobacterium breve M-16 with short-chain (sc)GOSs/long
chain (lc)FOSs than in the control group. No significant changes were
seen for bacterial members belonging to the Eubacterium rectale–
Clostridium coccoides, Clostridium histolyticum, Clostridium litusebu-
rense, Bacteroides–Prevotella, Lactobacillus–Enterococcus, or Enterobac-
teriacaeae groups. The secretory IgA concentration increased in the
synbiotic group and slightly dropped in the control group during the
12 wk of treatment, but these changes were not statistically different.
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8 Heuven et al.

FIGURE 3 Forest plot of the SMDs with 95% CIs for prebiotic studies. No summary SMD is calculated owing to heterogeneity and the
small number of studies. ∗Mean difference because no SD was given. ALA, α-linolenic acid; FOS, fructo-oligosaccharide; GOS,
galacto-oligosaccharide; HAZ, height-for-age z score; LC-PUFA, long-chain PUFA; nc, number of children in the control group; ne, number
of children in the experimental prebiotic group; OF, oligofructose; PDX, polydextrose; SMD, standardized mean difference; WAZ,
weight-for-age z score; WHZ, weight-for-height z score.

Quality and certainty of the evidence
Supplemental Tables 11–13 show the quality assessment of the indi-
vidual studies as conducted with the Cochrane Risk of Bias tool. Sup-
plemental Table 14 presents the certainty of evidence as assessed with
GRADE. The certainty of the evidence for probiotics was judged as very
low owing to methodological limitations of the studies, inconsistency of
the results, and imprecision. The certainty of the evidence for prebiotics
was judged as low owing to methodological limitations of the studies
and imprecision. The certainty of the evidence for synbiotics was judged
as moderate owing to imprecision.

Discussion

In this review, 5 out of the 11 probiotic studies showed a beneficial ef-
fect of probiotics on ≥1 of the growth outcomes as compared with con-
trol, of which 1 out of 4 studies were in healthy children and 3 out of 4
studies were in undernourished children. Of the 3 studies in which the
health status was not described, 1 showed beneficial effects. No signifi-
cant effects of prebiotics on any of the growth outcomes were seen. Syn-
biotics appeared more beneficial than probiotics and prebiotics alone,
with 3 out of 4 studies showing a beneficial effect of the synbiotics on
the growth outcomes. More specifically, the probiotic strains L. rham-
nosus GG and L. casei strain Shirota showed consistent beneficial ef-
fects on the growth outcomes. In addition, the species L. acidophilus, B.
animalis ssp. lactis, and Bacillus coagulans showed overall beneficial ef-
fects in the probiotic and synbiotic studies. Furthermore, the prebiotics
GOSs, oligosaccharides (including oligofructose), and the combination
of linolenic acid, linoleic acid, arachidonic acid, DHA, inulin, and FOSs
showed beneficial effects on the growth of children living in LMICs.

Probiotics
The 11 studies gave little evidence that probiotics affect the growth of
children when compared with control. A higher percentage of studies
including undernourished children showed an effect than of studies in-
cluding healthy children. The certainty of the evidence for probiotics
was judged as low owing to methodological limitations of the studies,
inconsistency of the results, and imprecision.

A limitation of the probiotic analysis was that antibiotic usage was
not taken into account owing to the small number of included studies,
yet this could affect the outcomes. Antibiotics reduce gut colonization
and hence the efficacy of probiotics (59). Probiotics may be more effec-
tive in undernourished children than in healthy children, because they
may restore their dysbiotic microbiota, affecting growth (60, 61). No-
tably, the study by Nopchinda et al. (34) had large SMDs and although
B. animalis ssp. lactis + Streptococcus thermophilus increased HAZ and
WHZ, it decreased WAZ. Moreover, the control group had a decreased
MD in HAZ, but increased the MD in WAZ and WHZ after 6 mo of in-
tervention. One would expect an increase in weight before an increase
in height (62). This, together with the small sample size of the study,
raises questions about the quality of the study.

Compared with the review of Onubi et al. (12), we included 6 more
recent studies with an intervention duration of ≥3 mo, whereas Onubi
et al. (12) included studies with a duration of ≥14 d and located in ei-
ther developing or developed countries. In addition, Onubi et al. (12)
included 4 synbiotic studies and 1 study with yogurt (12), which were
excluded in our probiotic analysis. The systematic review of Onubi et al.
(12) observed a benefit of probiotics on weight and height gain in un-
dernourished children in developing countries and a possible benefit in
well-nourished children. Likewise, our review observed predominantly
a beneficial effect of probiotics on the growth outcomes in undernour-
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FIGURE 4 Forest plot of the SMDs with 95% CIs for synbiotic studies. No summary SMD is calculated owing to heterogeneity and the
small number of studies. For Firmansyah et al. (56) the least-squares mean was used. ∗Mean difference because no SD was given. AA,
arachidonic acid; FOS, fructo-oligosaccharide; HAZ, height-for-age z score; nc, number of children in the control group; ne, number of
children in the experimental synbiotic group; scGOS/lcFOS, short-chain galacto-oligosaccharide/long-chain fructo-oligosaccharide; SMD,
standardized mean difference; WAZ, weight-for-age z score; WHZ, weight-for-height z score.

ished children. This could be explained by the microbiota-modulating
effect of probiotics. Probiotics may ameliorate dysbiotic microbiota in
undernourished children, thereby affecting growth (60, 61). However,
in this review, undernourished children often received nothing or an
isocaloric replacement as control, whereas healthy children received a
placebo as control. For the interventions in undernourished children,
differences in macronutrient or micronutrient composition between the
intervention and placebo might be responsible for unequal effects on
growth. Nevertheless, Onubi et al. (12) included studies in which also
other components, like prebiotics, next to the probiotic differed between
the intervention and control groups. Because Onubi et al. (12) did ob-
serve the same distinction in the effect of probiotics on growth between
healthy and undernourished children, it is most likely that the benefi-
cial effect of probiotics in undernourished children and lack of effect in
healthy children is at least partially explained by the children’s health
status, which is also theoretically supported.

Prebiotics
The 6 identified studies in the current review did not show an effect of
prebiotics on any of the growth outcomes of children living in LMICs.
The certainty of the evidence for prebiotics was judged as low owing to
methodological limitations of the studies and imprecision.

To date, no reviews are available concerning the effects of prebiotics
on the growth of children living in LMICs. Most research is performed
on healthy infants living in high-income countries. In contrast to our
findings, in the meta-analysis by Mugambi et al. (23), prebiotics signif-
icantly increased weight gain of full-term healthy infants aged 0–1 y as
compared with control (MD: 0.97 g/d; 95% CI: 0.24, 1.70 g/d; P = 0.01),
but did not affect height gain (MD: 0.01 cm/wk; 95% CI: −0.01, 0.04
cm/wk; P = 0.34). Mugambi et al. (23) found that prebiotics increased
the abundance of bifidobacteria nonsignificantly (MD: 0.92; 95% CI:
−0.03, 1.86; P = 0.06), whereas no changes in the abundance of lacto-
bacilli and pathogens were found. In line with our findings, the system-

atic review by Skórka et al. (63) observed no growth effects of formula
supplemented with prebiotics in healthy term infants.

The lack of effect found in our study may be explained by the small
number of included trials, by lack of power because the growth out-
comes were mostly secondary outcomes based on small sample sizes,
and because only healthy children were included. Furthermore, the
doses of 0.5–2 g of prebiotics used by Duggan et al. (38), Nakamura
et al. (52), and Ribeiro et al. (54) may have been too low to induce an ef-
fect, because most prebiotics require an oral dosage of ≥3 g/d to induce
an effect (15, 64). For inulin, an amount of even 8 g/d is needed (65).
A lower dosage may not ensure the selective effect of the prebiotic in
the gut and thus its beneficial effects on physical growth. For example,
studies in human adults show no bifidogenic effects for 2.5 g GOSs (66)
or 2.5 g short-chain FOSs (67), but do show bifidogenic and thus prebi-
otic effects for 5 g GOSs (66) and 5 g short-chain FOSs (67). Paganini et
al. (53) showed that 7.5 g GOSs + iron beneficially changed the micro-
biota of healthy children living in LMICs as compared with iron only.
The effect of prebiotics in healthy children might be different than in
undernourished children, because undernourished children have im-
mature, less diverse, and dysbiotic gut microbiota (5). No evidence for
the effect of prebiotics in undernourished children from a well-powered
study is present.

Synbiotics
The 4 included studies showed overall a beneficial effect of synbiotics
on growth outcomes, especially weight. The certainty of the evidence
for synbiotics was judged as moderate owing to imprecision.

Previous reviews investigating the effect of synbiotics on the growth
of children included studies from developed countries only. The re-
views by Mugambi et al. (23) and the European Society for Paedi-
atric Gastroenterology, Hepatology and Nutrition (ESPGHAN) both
included the same 3 European synbiotic studies in which combina-
tions of bifidobacteria and/or lactobacilli with GOSs and/or FOSs were
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investigated. In contrast to our findings, these studies did not show an
increase in height or weight of full-term infants (23, 68). This differ-
ence in outcome compared with our study could be explained by the
fact that our review only included studies in LMICs, where the poten-
tial of synbiotics might be larger than in developed countries owing to
the environment and other related factors.

Synbiotics are developed such that they can work in a synergistic
manner, in which the prebiotics are specifically and preferentially fer-
mented by the probiotic. This increases the opportunity for the pro-
biotic to adhere and grow in the gut (69). In theory, this could espe-
cially be true for undernourished children who have dysbiotic gut mi-
crobiota and increased colonization potential. Kosuwon et al. (57) did
not include an scGOS/lcFOS arm alone nor a B. breve M-16V arm alone,
and could therefore not conclude whether the effect was attributable to
either of the 2 components or a combinatorial effect. However, in the
study of Chua et al. (70), the same synbiotic was used as by Kosuwon et
al. (57), and they observed that the synbiotic caused earlier colonization
of the gut microbiota by bifidobacteria in infants with a compromised
microbiota at birth than when the prebiotic alone was administered to
the infants. Nevertheless, because there was no probiotic arm alone, no
conclusion could be made as to whether the effect was only due to the
probiotic, or whether the effect was due to a synergistic effect of both the
probiotic and prebiotic. Similarly, the other 3 included synbiotic studies
in our review were not designed to investigate whether the synbiotics
work complementarily or synergistically. Moreover, they did not give a
theoretical underpinning of the complementary or synergistic proper-
ties of their synbiotics (55, 56, 58).

Noteworthy is that Famouri et al. (55) used a very low dosage of FOSs
(0.1 g/d), whereas a daily dose of 2.5–10 g prebiotics is suggested to be
required to exert beneficial effects (71). So, B. coagulans is most likely
the major contributor to the beneficial effect on growth demonstrated
in their study including children with failure to thrive.

The gut microbiome
Only 5 probiotic studies, 1 prebiotic study, and 1 synbiotic study in-
cluded markers of gut health and microbiota. Of these studies, only 2
observed a clear beneficial effect on the markers of gut health and mi-
crobiota. Kusumo et al. (44) measured a significantly higher fecal secre-
tory IgA in the placebo group than in the experimental groups receiv-
ing L. plantarum IS-10506 and Paganini et al. (53) observed that in the
GOSs + iron group there were higher abundances of bifidobacteria and
lactobacilli, significantly lower abundances of Clostridiales, and signifi-
cantly lower abundances of VTGs of pathogens than in the iron group.
The 5 other studies might lack effects because they were mostly per-
formed in healthy children. Whereas healthy children have developed
a healthy microbiota, undernourished children have an immature, less
diverse, and dysbiotic gut microbiota which might be modified using
gut microbiota–targeted nutritional interventions (5).

Increased attention has been paid to the colonization and develop-
ment of the intestinal microbiota and the genetic, biological, and envi-
ronmental influences. However, there are still many unknowns regard-
ing what characterizes a healthy intestinal microbiome and the underly-
ing mechanisms involved, especially within LMIC contexts. Referential
phenotypes of “mature” compared with “immature” microbiota should
be developed to better understand the pathogenesis of the intestinal mi-

crobiota (25). This is needed to determine the extent of the benefits of
the gut microbiota–targeted nutritional interventions.

Strengths, limitations, and further research
This is the first review that we know of to analyze and give a comprehen-
sive overview of the available research on several nutrition-based gut-
targeted interventions in children 6–59 mo old living in LMICs. It en-
compasses food-based, published, randomized, controlled intervention
studies with a duration of ≥3 mo, multiple growth outcomes, and gut
microbial outcomes, which give valuable insights on the mechanisms
for the effects of the interventions.

Overall, the evidence was too limited to draw firm conclusions about
the effect of gut-targeted interventions on growth outcomes in children
living in LMICs, because only a small number of studies per interven-
tion type was obtained and the included studies were heterogeneous in
study populations and treatments. Owing to the small number of stud-
ies, no subgroup analysis based on antibiotic use or health status could
be conducted. The dose, duration, and composition of probiotics, pre-
biotics, and synbiotics are likely to be specific for several factors such
as host microbiota, medication, habitual diet, and possibly yet-to-be-
identified host genetic factors (18). This partially explained the low cer-
tainty of the evidence. The certainty of the evidence for probiotics, pre-
biotics, and synbiotics was very low to moderate, mostly owing to im-
precision and methodological limitations of the studies. Moreover, there
could be potential publication bias because only published articles were
included.

More research is required to further investigate the efficacy of
gut-targeted nutritional interventions on growth in children living in
LMICs. Especially synbiotics showed potential. In such studies, gut mi-
crobiota composition should be analyzed to obtain a better insight into
the mechanisms. When doing so, the effects of antibiotic use on the rela-
tion between gut-targeted nutritional interventions and growth should
be explored.

Furthermore, it would be of interest to investigate the role of the ini-
tial health status of the children on the effects of the gut-targeted in-
terventions, because in our review effects of probiotics were primarily
seen in undernourished children, whereas synbiotics had positive ef-
fects in both undernourished and healthy children. Moreover, attention
should be paid to other community and societal factors such as health
care, education, society and culture, and agriculture and food systems.
These factors have an impact on growth and development of children
(72) and may influence the effectiveness of gut-targeted nutritional in-
terventions.

The potential of new and promising upcoming nutritional interven-
tions such as MDCFs (73) and postbiotics (74) should be investigated.
MDCF is complementary food made of locally available food ingre-
dients that can stimulate the proliferation of growth-promoting mem-
bers of the gut microbiota (75). Recently Chen et al. (76) showed ben-
eficial effects of an MDCF prototype on several growth outcomes as
compared with ready-to-use supplementary food in Bangladeshi chil-
dren with moderate acute malnutrition aged between 12 and 18 mo.
Postbiotics are preparations of inanimate microorganisms and/or their
components that confer a health benefit on the host (77). As a next step,
it would be of interest to include promising gut-targeted interventions
in combination with proven nutrition or water, sanitation, and hygiene
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(WASH) interventions (78–80) to assess whether these have additional
or synergistic effects on growth outcomes.

Conclusion

This review indicated that, to date, overall no firm conclusions can be
made about the effect of probiotics, prebiotics, and synbiotics on the
growth of children living in LMICs, owing to high heterogeneity, the
limited number of studies present, and the low certainty of the evidence.
Although promising effects of specific probiotic strains and synbiotics
on improving growth in both healthy and undernourished children
were demonstrated in approximately half of the studies, more large-
scale, well-designed controlled trials are needed to confirm the effect
of these gut-targeted interventions. Specific attention should be paid to
the role of the microbiota, antibiotic use, and the initial nutritional and
health status of the children.
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