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EXECUTIVE SUMMARY

Despite significant accomplishmentn achieving the Millennium Development Goals, Bangladesh
continues to have a "high" prevalence of malnutrition, which threatens to hinder the attainment of
Sustainable Development Goals (SDGs). BRAC James P Grant School of Public Health (JPGSPH) under B
University, BRAC, Helen Keller International (HidlJ Bangladesh Bureau of Statistics (BBS) under the
Ministry of Planning have been carrying out food security and nutritional surveillance since 2008. This
surveillance system helped toonitor the healh  and nutrition situation of the country. This unique
initiative captured household soceconomic status, agriculture, food security, and child health/nutrition
information through a single surveillance system. Initially, it was ayfa project (January 2009 to
December 2013) in which the European Commission provided 90% of the funding, while JPGSPH provided
the remaining 10%. After this phase, the Government of Bangladesh has taken over the project and
provided funding for the continuation dhis surveillance in 2015 and 2018. As Bangladesh is passing
through an epidemiological and demographic transition, it was felt necessary to collect data on
adolescent, adult, and geriatric nutriti@ong with maternal and child nutritiorccordingly i the 2018

2019 round of surveillance, these populatigroups were included.

In this round, we listed 25,371 households in 82 clusters randomly selected from ruradlumorurban

and slum areas of Bangladesh. The clusters were selected to atigisienallyrepresentative data. From

the listed households, weandomlyselected17,323 with not morghan one participant from any of the
targeted age groups in any househalad collected data from themnin these households, we interviewed

the head of the households to collect data on seeamnomic status and other variables, including food
security, water, sanitation, and hygiene. Apart from the household heads, we collected data from and
carried out athropometric measurements of 30,005 respondents (5,033 u#dker children, 5,004
adolescent boys, 5,010 adolescent girls, 5,1152Fears old women, 4,951 B9 years old men, and
4,895 elderly people).

The key findings by data domain and populatioougs are given below.
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Household Characteristics

W Nationally, the mean household size was 4.5 members. Overall, 40% of the households had under
five children, with the smallest proportion recorded in the rural areas (40%) and the highest in the
slum areas (43%).

W More than onethird of household heads (40%) were uneducated, and only 7% had completed
education beyond SSC. The highest proportion of household kétddao formal educationvere
in slum areas (49%). There was a wide variation of dthua status of the household heads
across the division.

W Nearly 21% of households consume vitamin A fortified edible oil, while the percentage of

households using fortified edible oil containing vitamin D and E is 12% for both.

Nationally, 23% of the hesehold heads were found to be women.

Rural areas were much more impoverished timam-slumurban areasFor example, imon-slum

urban areas, 67% of households belonged to the wealthiest quihtileontrastjn rural and slum

areas, only 10% and 20%hafuseholds fall into the wealthiest quintile.

W Nationally, only 14% of households received remittances in A®18 ranging from 5% of
households imon-slumurban and slum and 14% households in rural.

2=

Food Security

W The number of households that reportealy eating rice due to lack of access to other food items
is 13.5%, the rate is about the same reported in FENS 2015 (11%).

W The proportion of households with no ability to purchase food from the market dropped from 51%
in FSNSP 2011 to 13% in FBINS 2015, which decreased a little more in the current study
(11.7%).

W The proportion of any members in the househaltho slept hungrily and skipped meals was
reportedby only2.3% and 3.3% of the households, respectivEhe proportion hadeclined from
the FSNSNNS 2015 survey.

W Nationally, 59% of households were food secure, and 12% of households had severe food
insecurity. The highest proportion of households with food insecurity was in Mymensingh (22%).

Water, Sanitation, and Hygiene

W Access to aimproved source of drinking water was almost universal (92%). The proportion of
households without a latrine was 4%

W 94% of the households used soap for bathing and 82% for washing clothes. However, only 8% of
them used soap for handwashing before prepariagd, and 12% used soap for handwashing
before eating.

Child Nutrition

12



W The prevalence of stunting (28%) and underweight (25%) decreased from the prevalence of
stunting (35%) and underweight (31%) reported in 2015 after a stagnation between FSNSP 2013
and FSNSNNS 2015.

W The prevalence of wasting decreased slightly to 10% from 11% in 2015.

Nutrition Status of Adolescent Girls
W Only 2.9% of adolescent girls were uneducated

W Among the adolescent girls, 71% already experienced menarche, and the mean age of onset of
menstruation was 12.5 (x1.0) years. During menstruation, 37% of adolescent girls used sanitary
napkins, and the rest of the girls useldths or other materials.

11.3% of adolescent girls were currently married.
Compared to boys, adolescent girls consumed less diversified diets.

Nationally 56% of girls were underweight. The prevalence of underweight is lower isluron
urbanareasthan in rural areas.

=z =z

Nutrition Status of Adolescent Boys

Only 2.9% of adolescent boys were uneducated
Nationally, 4.5% of adolescent boys were workasglay labores.
Compared to girls, adolescent boys consumed more diversified diets.

Nationally 67% of adolescent boys were undeigit. The prevalence of underweight is lower in
non-slumurban than in rural areas.

=z

Nutrition Status of Adult Women
W Nationally, 55% of women consumed an inadequately diverse diet. This rate is higher for rural
women.
W The proportion of overweight (35%3nd obesity (14%) was more than the proportion of
underweight women (11%).

W A little more than onethird of the women who gave birth in the past 2 years (39%) received four
or more antenatal care visitdt hasshown a substantial improvement frorthe last FSNSNNS
2015 surveillance (29%).

Nutrition Status of Adult Men

W Nationally, about 54% of the occupation of adult men in this study falls into the categories of
farmer, unskilled labor, or business.

W Nationally, more than half (50%) of adult males consumed an inadequately diverse diet. This rate
is a little bit higher mong nonslum urban males than their rural counterparts.

W  All anthropometric indicators were higher among the adult male population living in theshon
13



W

urban areas compared to rural and slum areas.

The prevalence of underweight is higher among the aahalle population in slum and rural areas,
whereas the prevalence of overweight and obesity is higher inghom urban areas.

Nutrition Status of Elderly Population

w

W
W

The mean age of elderly persons was 68.7+8.1 years. The mean agesifimourban and sia
elderlies is a little bit lower than the elderly persons living in rural areas.

64% of elderly people were illiterate; only 4% of them had education above SSC.

Nationally, 59% of elderly persons consumed an inadequately diverse diet. This rate & highe
among elderly persons living in slum areas (69%).

Nationally, 27% of elderly people were underweight, 46% had normal BMI, 22% were overweight,
and 5% were obese. The rate of overweight and obesity was highest islumonurban areas
compared to rural ad slum areas.

Nationally, the mean = SD of systolic BP is 130.8 + 23.5 mithelgneant SD of diastolic BP is
79.5+12.4 mm Hg.

Nationally,the selfreported prevalence of heart diseases, asthma, kidney diseases, diabetes,
stroke, cancer, and mentakhlth problens prevalence was 16%, 14%, 3%, 9%, 7.5%, 0.5%, and
1% respectively. The prevalence of hypertension, heart disease, asthma, kidney diseases,
diabetes, and mental health problems was higher in-slum urban areas.

A comparison table of the major indicators from this study and the recent national surveys has been
added as Annexl.
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CHAPTER 1: INTRODUCTION
State of Food Security and Nutrition in Bangladesh 2018

Improvements in the nutrition situation of Bangkgh require that critical planning and significant
investments be made in nutritieapecific interventions, as well as other related sectors that ultimately
impact food and nutrition security. As described in Figure 1.1, these investments span materohildnd

health services, care for women and children, sanitation and hygiene, educatidlivelihoods.

Changes in
vulnerability

to food and
nutrition
insecurity

Figure 1.1: Conceptual Framework

Despite significant accomplishmentn achieving the Millennium Development Goals, Bangladesh
continues to have a "high" prevalence of malnutrition, which threatens to hinder the attainment of
Sustainable Development Goals (SDGs). Factors behind the remarkable decline in maternal and child
mortality in Bangladesh include an overall improvement in the economy, decrgasestty levels
reduction in fertility rates, immunization, and increased access to health care and primary health services.
All these factors are expected to benefit nutritioMoreover, all these positive developments have
coincided with effective nutrition programming by the government and its development partners over the
past decades. What then is impeding accelerated improvements in nutrition in Bangladesh? By all
accouns, such a question can only be answered in the presence of a surveillance system that continuously
15



captures changes in health and nutrition indicators of all population groups, and a range of amdro
macrovariables is known to influence thenihe Banghdesh Government has considered a well
coordinated surveillance system to guide the program initiatives and their effectiveness in the Health,

Population, and Nutrition Sector investment plan.

From 1990 to 200he Institute of Public Health NutritionRHN) under Directorate General of Health
Service (DGHS), Ministry of Health and Family Welfare, Helen Keller International (HKI), and other partners
conducted food security and nutritional surveillance program (FSNSP) in all six divisions of Bangladesh.
Fdlowing this, the BRAC James P Grant School of Public idegithnBRAC Universitalong withBRAC,

HKI, and Bangladesh Bureau of Statistics (BBS) under the Ministry of Bleanirg out the surveillance

from 2008.Thesurveillance system has helpetiart the country's health and nutrition situatiofft has

yielded significant findings on the impact of urbanization, the factors associated with malnutrition, and
the fallout from natural disasters, among other key development isdneaddition, his wique initiative
captured household socioeconomic status, agriculture, food security, and child health/nutrition
information through a single surveillance system. It was ayfaar project (January 2009 to December

2013) The European Commission provid@d% of the funding, while BRAC provided the rest 10%.

While thefunding support from the European Commission ended in 2013, the government of Bangladesh,
its development partners, and other stakeholders recognized the need to ensure continuity of the
suneillance systemThey understand thahakinginformation accessible to a broad range of stakeholders

is vital forinformed decisiormaking and policy formulation at all levels of the government and society.
Accordingly, the Government of Bangladesh took tlead and provided fundingpo continue the
surveillance in 2015 and 2018. As Bangladesh is passing through an epidemiological and demographic
transition, it was necessary to collect data adolescent, adult, and geriatric nutritipmlong with
maternal and child nutritionAccordingly, the 20189 round of surveillancancludedpopulation groups

other than women and children. Therefodgta were collected on nutritional status and the determinants

of nutritional status in this roundincluding food security of the adolescent boys, adult men, and elderly
people, along with the undefive children, adolescent girls, and adult women. Below are the specific areas
addressed in the FSNSP 24138
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Food security

The poverty rate declined steadily, reaching 21.8% in 2018. This trend, along with the per capita GDP
growth rate, suggests that the estimated extreme poverty rate for 2019 is 9% (1). However, poverty and
food insecurity remairchallengingoroblems for Bargladesh. Ensuring food security is one of the priority
areas of work undertaken by the Government of Bangladesh. During 2015, 4% of Bangladeshi households
were food insecure, and to cope with the situation, women and adolescent girls of the households had
sacrificedat most (2). Household food insecurity influences diet, nutrition, and health of adults, infant
feeding practices, and child growth in rural Bangladesh (3, 4). Children ebémodedhousehold are

less underweight and stunted compared food-insecure householdsHousehold food securityis
associated witlehild growth,child development, the academic performance of school childievell as

early childhood language development (5).

Dietary diversity

Though Bangladesh achieved food ségyumBangladesh is yet to ensure dietary diversity. Inadequate
dietary diversity is a critical factor for malnutrition, especially for poor people. The diet of the Bangladeshi
population is ricebased, and inadequate dietary diversity is common; animadlypcts and fruits are not
consumed regularly, especially by pregnant and lactating women (6). Evidence suggests that a diversified
diet is associated with micronutrient adequacy among women of reproductive age in Bangladesh (7) and
among lactating mothersni Nepal (8). Nearly 60 percent of women in Bangladeshsume an
inadequately diverse diet (9). A diversified diet can not only contribute to the reduction of micronutrient
deficiencies but can reduce the prevalence of swommmunicable diseases throughedeased
consumption of energylense cereals and fatty foods and increased consumption of less edengg
vegetables and fruits. A low intake of fruits and vegetables is reported to be associated with non
communicable diseases (NCDs), such as cardidaasliseases, cancer, and diabetes, and with its risk
factors (10).

Water, Sanitation, and hygiene
During the MDG era, Bangladesh has remarkably reduced child mortality. In the new era of SDGs, the
country needs to work further on the preventive apprbas to reduce childhood stunting (31% as per

BDHS 2017). Watesgnitation, and hygiene are essential as it is related to child malnutrition and stunting.
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In Bangladesh, around 98% of households have access to safe drinking water, and 41% have improved
toilet facilities (2). Improvement of nutritional status needs a multisectoral approach. Considering this, the
GoB undertookhe strategy for nutritional planning through national Food Policy (2006), the National
Food Policy Plan of ActigdFP PoA (2068015), and the national plan of action for nutrition (NPAN 2)
which was developed by 17 ministries. Ministries of Local Government, Rural Development-and Co
operatives; Health and Family Welfare; and Water development are working together to ensure safe wat

and sanitation.

Infant and Young Child feeding

Infant and young child feeding (IYCF) practices behaviors are not changing fast enough across families in
Bangladesh, making it challenging to reduce the rate of malnutrition. According to the BDHS 2014,
continued breastfeeding at 2 years rate was 87%, but early initiation of breastfeeding rate and exclusive
breastfeeding rate was as low as 51% and B&8sides, nly about onefourth of babies were fed a diverse

diet (28%) and methe minimumacceptable diet criteria (23%) (11).

Nutritional status of <5 children

In Bangladestthe low  birth weight rate declined from 36% (12) in 2005 to 20% in 203.213) and

23% in 2015 (14T.he tildhood stunting rate also decreased from 51% in2041% in 2011 and further
down to 36% in 2014 (14kven though these drops are outstanding, the burden of malnutrition is still
extremely high. Child undernutrition is associated not only with an increased risk of childhood mortality
and poor cognitionbut also with an increased risk of obesity and NCDs (15), including high glucose
concentrations, high blood pressure, higher susceptibility to gain central fat, and bad lipid profiles in

adulthood (16).

Adolescent nutrition

Twentynine percent of Banglashi adolescent girls are short for their ). Two-thirds of adolescent
girls in Bangladesh are married by 18 years of age, andhirkeare married by the age of 15 years (17).
Among adolescent married women, 45% experienced motherhood18/years of ageandaboutone-
third (31%) of these women were undernourished (BMI<18.5) (11). Medtla also reported a high

prevalence of anemia (28%) and vitamin A deficiency (32%) among adolescent pregnant women from
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north-western Bangladesh (1&vidence shows that malnutrition among young girls increases the risk of
delivering babieswith low birth weight who fail to flourish and become stunted. Female children
themselves become young and undernourished mothers, and so the intergenerational afycle
undernutrition continues. Child marriage is associated with early pregnancy and childbearilegastb

low birth weight and poor nutritional status of nelaorn (19).

Undernutrition among women of reproductive age

Malnutrition initiates a viciousyele, and it runs generatioafter generation. Only a healthy mother can
deliver a healthy child. Thereforthe mother and child dyad should be considered together, and the first
1000 days of lifarethe crucial period for child growth and developmenvo@inated maternal and child

nutrition services need to be in place to achieve this window of opportunity.

The proportion of underweight among reproductiaged women of Bangladesh has declined from 52%
in 1996, but still, one in five women (19%) werelarweight in 2014, but the prevalence of overweight is
on the rise (11).

Nutritional status of adult male and female

Bangladesh has a double burden of malnutrition, meaning both und#ition andovernutrition  exist

at the same time. The praption of underweight among reproductiveged women of Bangladesh has
declined from 52% in 1996 to 19% in 2014, but the proportion of overweight has risen from 3% to 24%
during the same period, displaying a higher prevalence of overweight than vmdetion among this

group (11). Victort al indicated that overweight individuals are predisposed to various health

problems, including cardiovascular disease, diabetes, and increased risk of pregnancy outcome.

NCDs account for momeath in Bantadesh than communicable diseases (about 60% of all deaths), with
cardiovascular and circulatory diseases responsible for 17% of deaths and cancers cause 2itlof all
However, 80% of cardiovascular problems and 40% of cancers can be preventedlimg teey risk
factors, e.g., unhealthy diets, physical inactivity, and hartafodcco and alcohol ugd.0). Bangladesh's
health system is primarily focused on maternal and child health. Data are scarce on the nutritional status

of the adult male. This sweillance has attempted to address this issue.
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Geriatric Nutrition (male and female)

The epidemiological transition took place in Bangladesh, and the disease burden has been shifted from
communicable to noftommunicable disease. The life expectancy at birth has increased substantially
(71.6% for both sexes as per SVRS, 2016) during thelg@eedes. So the aging population is increasing.
According toHealth  Bulletin, 2017, people over 60 years constituted over 11% of the total population

in 2011 and are estimated to constitute 14.4% in 2021 and 21.3% of the total population inG€gitric
nutrition is one of the crucial components of geriatric healtowever Bangladesh lacks data to take the
necessary policy and programmatic action. Accordingly, this surveillance will collect data from the geriatric
population to assess theiutrition status and quality of life. We anticipate that this data hélp develop

a geriatric nutrition strategy, which is one of the activities stated in the latest program implementation

plan (PIP) under the leadership of the National Nutrition Servic

Nutrition of slum dwellers

It is a neglected area, and sufficient attention is needed as population migration from rural to urban areas
is increasinglue to rapid urbanization. Child stunting rate is highest in a slum arethalf of the under

five children in slums were stunted, nearly otterd for nontslums and other urban areak addition,

only one in every four children (25.9%) of ag®® months in slums is fed with proper IYCF practices,
compared with 40.4% for neslum children. Moreover hie teenage pregnancy rate is higher among slum

women (20). Sat wasimportant to collect data from the slum.

Structure of the FSNSINS report 20189

This report describes the food security and nutritional status of Bangladesh in120b&8sed on th

ongoing FSNSP surveillance. The indicators used in this survey corresponded with 2011, 2012, 2013, 2014
and 2015 FSNSP repqrasong with several added indicators for the age groups as adolescent boys, adult
males, and the elderly population. The repaomprisesten main thematic areas: Objectives and
Methods; Household Characteristics; Food Security; Water, Sanitation, and Hygiene; Nutritional Status of

Children; Nutritional Status of Adolescent Girls; Nutritional Status of Adolescent Boys; Nalti®iatus
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of Adult Women (2659 years); Nutritional Status of Adult Men {20 years); Nutritional Status of Elderly
Population (60 years and above). The report presents national, ruratsioom urban and slum ad
divisional estimates for each of theigematic areas based on data collected from September 2018 to
October 2019. For the first time in the history BENSPhe report includes specific information on the
food security and nutrition status of adolescent boys, adult males, and the eldenygiimm. This report

will provide policymakers, planners, and other key stakeholders with relevant, statistically representative
information that meets their needs for decisianaking and policy formulation to improve the nutrition

and health levels for th betterment of all people of Bangladesh.
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CHAPTER 2: OBJECTIVES AND METHODS

Objectives
The overall objective of the proposed action wasiristitutionalize nutritional  surveillance into a

national framework with the support of the National Nutrition Services (NNS). The specific objectives of

the surveillance were:

W To assess household so&iconomic status, food security and water, sanitation and hygiene
(WASHStatus n rural, nonslum urban, and slum households of Bangladesh

W To assess dietary diversity, feeding practje@sl nutritional status of thehildren aged under five
years

W To assess dietary diversity, the burden of ommmunicable diseases related ridctors and
nutritional status of the adolescent boys and girls

W To assess dietary diversity, the burden of smmmmunicable diseases related risk factors,
nutritional status of adult women and men

W To assess dietary diversity, the burden of smmmmunicablediseases and related risk factors,

nutritional status of elderly people

Methods
The section describes the methods guiding the development and implementation of theNRENS

surveillance system. In particular, it highlightsee lessons learned from efftg to streamline the
surveillance system to ensure its logistical and financial viability and strengthen its technical basis and

relevance to decisiomakers.

Following five years of national surveillance under the Food Security and Nutrition Surveiajee,
surveillance activities have been institutionalized under the National Nutrition SerVidesding to
reduce the prevalence of malnutrition among women and unfilg children, the Food Security and
Nutrition Surveillance National Nutrition 8rvices (FSNSNS) gathers annual, nationally representative

information on household food security and nutrition.
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Sampling design
The separate sampling design wesedto select the study sites in rural, neslum urban, and slum areas

to provide a  representative sample per division. Sampling was done separately for ruraklumon

urban, and slum areas. For the selection of rural areas, 2 districts were randomly selected In the first stage
of the fourstage sampling. Afterward, two Upazillas weamdomly selected from each district. At the
second stage, we randomly selected 32 unions ( 02 unions from each of the selected Upazila). Each
selected union was divided into segments with 2BID households keeping the geographical demarcation

of villages uninterrupted. From the listed segments, we randomly picked two, and those were our study
clusters in rural areas. All household members of the cluster have been. [Btedrequired number of

participants washen randomly selected for data collection.

For the selection of the neslum urban cluster, we used the Bangladesh Bureau of Statistics (BBS) 2011
census report. We randomly selected 16 ward® (@ards/division based on the proportion of the urban
population in the division). We then identifieti¢é Mahallas in the ward. In case one mahalla has >500
households, we divide that mahalla into 2 or more segments without disrupting geograbbicadaries

We randomly picked one from the listed mahalla/segments from the selected ward, and that was our
study cluster in the urban area. All household members of the cluster were.liStedrequired number

of participants washen randomly selected for data collectifttom the respective age groups

We used the "Census of Slum Areas and Floating Population 2014" for the selection of slum areas. We
randomly selected 10 slums from 08 divisiovge selected 1 slum from each divisiercept for Dhaka

and Chittagong divisiorfrom where we selected 02 slusnfrom each. At the first stage, we identified

af dzva KFr@Ay3a x onn K2dzaSK2ftRa® Ly OFa&asS 2yS afo
segments. From the listed slum/segments, we randomly picked one slum/segment, and that was our study
cluster. Allmembers of the cluster were listed, and the required number of participavds then

randomly selected for data collection.

Sample size calculation
The sample size was determined to obtain divisionally representative prevalence estimates for indicators

of children, adolescents, adults, and geriatric malnutrition and household food consumption. From this
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surveillance, our goals were to generate estipsatof the nutritional status of children (<5 years),
adolescent boys (3Q9 years), adolescent girls €10 years), adult men (289 years old), adult women
(2059 years old) and elderly population (males and females of 60 years and above). We lodked at t
nutritional indicators relevant to each of these groups. Those indicators ranged from 4% to 98%. For the
estimates of proportion in which clusters are the unit of randomization, the minimum required sample
size is determined by the following formula:
n= DEF X{zp)(1-p)}/d?

Where, DEF = the design effect

p = apriori proportion of the relevant indicator
IThknwl 1 fdzS 2F GKS aidlyRIENR y2N¥XYIf @FNRIFGS

d = allowable margin of error

Ly Y2ad 2F (GKS adNwSeasz (GKS @I t dzS 2 FaprioriA =061+ | Sy
gave thdargest sample size, since gfjlLtakes the highest value when p=0.5. However, the value of d=0.05
Ada y20 NBFfAAGAO 6KSYy LJ X ndmd LYy GKSasS OFasSasxs
4% or 0.04, the value of "d" in this case wasd%.02. Considering these assumptions, we needed 620
individuals in each group of population under study in each division (for p=0.5, d=0.05, DEF=1.61) and 600
individuals in each group of population under study in each division (for p=0.04, d=0.02,@1EFAfith

a thought of 10 clusters in each division, there was a need for interviewing and taking the measurements
of 62 085 years old children, 62 adolescent boys, 62 adolescent girls, 62 adult mbf {2ars old), 62

adult women (2669 years old) ath 62 elderly persons (>60 years) from each cluster. As per the census
2011, 10% of the people aredyears old, 10% are adolescent boys, 10% are adolescent girls, 25% are
adult men (2659 years), 22% are adult women {29 years old), and 8% are aboveyg@rs. Considering

4.4 members in each household, a 10% -nesponse rate, we took a cluster of 250 households to
interview or measure at least 62 subjects from each group. As we wanted to generate estimates for the
divisions, the whole country was dividégto 8 strata depending on the administrative divisions. The
division samples were derived from clusters from both rural and-slam urban areas. The number of
clusters for the rural and neslum urban regions in each division is proportionate to theysaiion living

in rural and nokslum urban areas in the respective division. Tables 2.1, 2.2, and 2.3 below demonstrate

the selected sites in rural, nesilum urban, and slum areas with some details.
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Table 2.1: Randomized rural sites

Name of Name of Number Total .
Proportion randomized randomized of number | Randomized
Name of the Name of ; - Name & HH of cluster of segments for
O of urban e Upazila Union household
division . district L SN (BBS 2011) segment | selected
population (02/Division) in | (02/Upazila) in (Source having cluster
the rural area | the rural area UP) 250 HH
Jalla Bahirghat: 864 1275 5 5
. ) Kuralia: 1168 1250 5 1
Barishal Wazirpur Dakshin Malikanda: 308 400 1 1
Bara Kotha
. Garia: 289 289 1 1
Barishal 15% ama Char Lakshmi: 1697 2050 8 6
Kalma: 1650** 1852 7 1
Bhola Lalmohan ' Uttar Ramaganj: 986 1000 4 2
Ramganj Dakshin Roychand: 503 500 2 2
. Paschim Betagi: 412 404 1 1
Betagi
. . Dakshin Betagi: 338 337 1 1
Chittagong Rangunia
i Naya Rasta: 448 449 1 1
Silok
Chittagong 21% Natura Tila: 422 416 1 1
Kayangghat: 1387 1405 6 1
Kayangghat N
Khagrachari | Mahalchhari Ultachari: 457 490 ! !
Mahalchhari Chongrachari: 1017 1012 4 3
Thali Para2109 2098 8 5
Nalmuri Ghata Khan: 368 449 1 1
Shariatpur Gosairhat Panchkati: 923** 967 4 2
Kodalpur Dakshin Kodalpur: 1195 282 1 1
Dhaka 36% Teota Narayan Teota: 288 267 1 1
Manikgani Shivalaya Paschim Dhakijora: 324 323 1 1
Shimulia
Jamsa: 314 409 1 1
Kancherkol Khandakbaria: 520 520 2 2
Jhenaidah Shailok Uttar Kachua: 556 556 2 1
enaida ailokupa Nit g Bagutia: 742 781 3 3
Khulna 19% yanandapur’ "seyhra: 451 435 1 1
Kashimari Joynagar: 1113 1250 5 4
Satkhira Shyamnagar Sankarkati: 529 500 2 1
Y 9 Ishwarinur Banshipur: 1687 1690 7 3
P Gumantali: 958 952 4 2
Sarkar Para: 462 568 2 2
Rampur
Dinajpur Parbatipur Purba Hugli Para: 388 410 1 1
Bara Haripur: 1037 828 3 1
Rangpur 13% Chandipur Dakshin Salandar: 882 679 3 3
Jahanabad : 1171 972 4 2
. Kandhal: 303 330 1 1
Dangipara
Thakurgoan | Haripur Rahamatpur: 726 764 3 1
’ Jibanpur: 337 352 1 1
Haripur
Torra: 726 798 3 1
Bogra Dhupchanchia | Gunahar Panchusha: 257 275 L 1
Paota: 338 350 1 1
Rajshahi 19% Bagalpur: 359 433 1 1
T Durganagar
Sirajganj Ullahpara Babla Para: 350 297 1 1
Salanga Banbaria: 918 945 4 1
Achintapur Khaliajuri: 638 741 3 2
Mymensingh 18% Mymensingh | Gauripur P Mukhuria: 667 745 3 1
Bokainnagar Dariapur: 318 350 1 1
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Phulhar: 265 295 1 1
Kurikahania Chithalia: 591 800 3 3
Sherpur Sreebardi Indilpur: 790 790 3 1
P Gosaiour Matiakura: 1233 1233 5 2
P Sankar Ghosh: 551 600 2 2
Bagaiya: 791 891 3 2
Rustumpur
. Bagaiya Haor: 282** 330 1 1
Sylhet Gowainghat
Lengura: 565 565 2 2
Lengura Niagul: 274 274 1 1
Sylhet 14% -
Khaichhara T.G. : 325** 325 1 1
Kalighat Bhurburia T.G. : 355** 355 1 1
Maulvibazar | Sreemangal Kakiachhara T.G.: 378 | 378 1 1
Bhunabir Alisarkul: 962 990 4 4
Bhunabir: 614 650 2 1
Total 16 16 32 64
**Clusters dropped due to administrative and financial reason
Table 2.2: Randomized natum urban sites*
The proportion of Name and Number of Name and household Numer of Total number
Name of the he urb domized Ward number (HH) of cluster h hold f
division the urban randomized War in the urban area (BBS ousehold (Source of segment
population (01/02/Division) in the urban area 2011) UP) having 250 HH
Katpatti (Dakkhin): 433 600 1
Barishal 15% Barishal (Ward No: 09)
Rasulpur: 406 600 1
Ananda Bazar: 2377 2350 5
Chittagong 21% Chittagong (Ward No: 37)
Bandar Colony: 3481 3481 7
Dhaka Uddhyan: 3541 3541 7
Dhaka North (Ward No: 30)
Uttar Adabor: 4088 4088 8
Dhaka 36% Juginagar Road: 631 613 1
Dhaka South: Ward 38 Nabrendra Nath Basak 396 1
Lane: 396
Dakshin Toot Para: 690 843 2
Khulna 19% Khulna (Ward No: 28)
Paschim toot para 1735 3
Rangpur 13% Rangpur (Ward No: 17) Pasharipara: 387 403 1
Dargah Para: 499 499 1
Rajshahi 19% Rajshahi (Ward No: 09)
Sheikh Para: 380 380 1
Golkibari: 375 375 1
Mymensingh 18% Mymensingh (Ward No: 05)
Shanki Para(North): 667 667 1
Sylhet 14% Sylhet (Ward No: 06) Choukidighi Purbo: 919 919 2
Total 16

*Non-slum urban: Urban area excluding the slums
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Table 2.3: Randomized slum sites

District Name Area Name Name of Slum # Proposed Segment
Household

10-BARISAL DIVISION

Barisal Barisal Sadar Rasulpur Basti 594 2

20-CHITTAGONG DIVISION

Chittagong Khulshi Purba Poroj Railway Side 311 1

Cox'S Bazar Cox's Bazar Sadar Mohazer Para 398 1
302DHAKA DIVISION

Gazipur Gazipur Sadar CoZpe. Bank Math Basti 900 3

Narayanganj Narayanganj Sadar Puratanijim Khanabasti 432 1
Mymensingh Division

Mymensingh Mymensingh Sadar ‘ Bashbari Colony 400 1
40KHULNA DIVISION

Bagerhat Mongla ‘ Ratarati 443 1

50RAJSHAHI DIVISION
Sirajganj Sirajganj Sadar ‘ Putiabari Uttar 579 1
55/RANGPUR DIVISION

Lalmonirhat Lalmonirhat Sadar ‘ Shahjahan Colony 590 2
604YLHET DIVISION

Sylhet Sylhet Sadar Mohin Master Colony 313 1

Total 10

Data Collection

Being started on October 06, 2018, data collection has been dectamagleted on October 31, 2019.

Five data collection teams, each consisting of one project officer aBdddta collectors, shared
responsibility for interviewing the participants and collecting anthropometric measurements. Project
officers supervised the aj-to-day activities of every teanunder the supervision of &enior Field
Coordinatorresponsible for managing the overddta collection process. The data collection teams spent
approximately in every cluster to list the households and collect data on the selected participants. A Senior

Field Coordinator visited each data collection team at random at least once a mosnistoe adherence

to the questionnaire protocols in the field.
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A total of 25,371 households were listed from the 82 clusters (57 rural, 15loomurban, and 10 slums)
with 99,209 of all age groups. 7 initially selected clusters (2 in Barisal, 1 in,[Dinakd Sylhet division)
were dropped due to technical and financial constraints, and all of them were in the rural &rea.

distribution of the population according to the age groupéisted below in table 2.4.

Table 2.4: Distribution ofdied household members by population groups and place of residence

Population summary

Age group

Rural non-slumurban Slum Total/Overall
Households 16,403 (64.7%) 5,726 (22.6%) 3,242 (12.8% 25,371
Population 70,762 (71.3%] 23,207 (23.4%) 13,691(13.8%) 99,209
Underfive 6,891 (67.0%) 1,931 (18.8%) 1,460 (14.2% 10,282
children
6-9 years old 6,426 (67.5%) 1,798 (18.9%) 1,296 (13.6% 9,520
children*
Adolescent girls 6,736 (64.0%) 2,318 (22.0%) 1,475 (14.0% 10,529
Adolescent boys 6,654(65.2%) 2,164 (21.2% 1,393 (13.6% 10,211
Adult Female 12,692 (63.4%] 4,683 (23.3%) 2,638 (13.2% 20,013
Adult Male 17,717 (61.8%] 7,388 (25.8%) 3,546 (12.4% 28,651
Elderly 7,341 (75.0%) 1,527 (15.6% 914 (9.3%) 9,782

*This group was nancluded in the survey

Among the listed households, 17,323 households were randomly selected with the clusters with at least

one participant from any of the targeted age groups. In selected households, a total of 5,03iuader

Table 2.5: Bitribution of enrolled respondents by age groups and place of residence

Age group Population summary
Rural Urban Slum Total/Overall

Households 11,790 (68.1%) 3,368 (19.4% 2,165 (12.5% 17,323
Clusters 57 15 10 82
Study population|  21,104(70.3%) 5,256 (17.5% 3,645 (12.1% 30,005
Underfive 3,525 (70.0%] 887 (17.6%) 621 (12.3%) 5,033
children

Adolescent girls 3,490 (69.7%) 898 (17.9%) 622 (12.4%) 5,010
Adolescent boys 3,499 (69.9%) 889 (17.8%) 616 (12.3%) 5,004
Adult Female 3,565(69.7%) 921 (18.0%) 626 (12.2%) 5,112
Adult Male 3,504 (70.8%) 840 (17.0%) 607 (12.3%) 4,951
Elderly 3,521 (71.9%) 821 (16.8%) 553 (11.3%) 4,895

Children, 5,004 adolescent boys, 5,010 adolescent girls, 5,112 adult women, 4,951 adult males, and 4,895

elderly people have been interviewed, which made the total number of participants enrolled in the survey
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30,005. Not more than 1 study participant waslected in each population group within a selected
household. The refusal rate was low, which was 3.5% for the diindechildren, 5.5% for the adolescent
boys, 9.2% for adolescent girls, 5.7% for adult males, and the elderlies was 1.6%. Howevars#heatef

was highest for adolescent girls and lowest for elderly people.

Data collection tools
All data have been collected using a tablet computer (Samsung Galaxy Tab A7) in a customized SurveyCT(

application and were uploaded to the server at the erficeveryday data collection. Table 2.6 shows the

types of data which we have been collecting in the survey.

Table 2.6: Types of data collected for the respective age groups

Type of Data collected using the interview Data collectedusing

respondents measurement
Household Socieeconomic status; remittance; food security, cookin
head oil, iodized salt, and water sanitation and hygiene practig
0-5 years old Age, sex, infant and young child feeding, dietary diversit . .
children morbidity, malnutrition (SAM, MAM) Weight, heighiength, MUAC
Adolescent Age, dietary diversity, physical activity, mental health, | Weight, height, body fat/water,
boys smoke/smokeless tobacco consumption waist circumference
Adolescent Agg, dietary cﬁversﬂy, reprod_u ctive hlgtomenstrual Weight, height, body fat/water,

. hygiene, marital status, physical activity, smoke/smokelg o
girls . waist circumference

tobacco consumption
. . . : . Weight, height, waist

Adult men Age, dietary diversity, physical activity, smoke/smokeles circumference, body fatiwater,

tobacco consumption, H/O seléported chroric disease
Blood Pressure

Age, dietary diversity, reproductive history, menstruatior
menopause/ menstrual hygiene, smoke/smokeless toba
consumption, H/O selfeported chronic disease,
pregnancy, menopause

Weight, height, waist
circumference, body fat/water,
Blood Pressure

Adult women

Age, dietary diversity, physical activity, smoke/smokeles Weight, height, waist
Elderly tobacco consumption, H/O seléported chronic disease, | circumference, Blood Pressure,
nutritional status, Quality of life Body fat/water

Anthropometric measurement

For each selected household, a portable electronic weighing scal82@Er <5 children, and TANITA,
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Model UMO70 for other age groups ) was used to measure the weight of the eligible sulfjdéotsilly
made height board was utilized measure the hght. Recumbent length was measured for undeo
children using a locally made length board. A MUAC tape was used to measure the MUAC of the children.
Waist circumference for adult and elderly mand femaleswasmeasured using the locally avadble
measuring tapes. All anthropometric measurements have been performed based on WHO guidelines, as

specified in the FANTA anthropometry manual (1).

Training and standardization

All recruited data collectors had previous experience of performing aptimeetry. Data collectors
received a Hay training on conducting interviews and anthropometric measuremastsvell ason
maintaining anthropometric instruments. They also attend#tk anthropometric measurement
standardization sessionisefore starting data collecting activities. field practicumwas arrangedo

reinforce their newly acquired skills and knowledge.

Ethical considerations

The field coordinators have explained the motives and procedures of the study to the leaders of the
selected districts, Upazila, union, and communities, to obtain community consent. At the beginning of
each interview, the data collectors gave detailed information about the objective of the .situsy
assured the participants that their participation wid be entirely voluntary and that respondents had the
right to refuse to answer any questions and to discontinue the interview at any ¢éives after consenting

to the study. Afterward, informed written consent was obtained from each respondent or thgal

guardian.

Quality control

To verify the quality of data, quality control (QC) officers revisited a randomly selectesdmde (around
5%) of interviewed households within 48 hours of the initial visit by the data collectors. Statisticians
compareal the surveillance data to the QC data and sent feedback to the field teatinefdiscrepancies.
If any, inconsistencies were reviewed by the principal investigator, project coordinator, training officers,

and the field manager to identify possible reasdor the discrepancies aratldress those.
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Data Management

Field Coordinators sent data at the end of the daily household visits and data collection. A senior
statistician generated the schedules based on randomization and shared it with the rgspeiaject
officers. Collected data were sent from field sites daily through the internet. A senior statistician checked
the data regularly and generated a data query. In case of any discrepancies which need to be resolved, he
shared data query files wittihe project officers through email. POs addressed the problems and got back

to the senior statistician using a data query form. In addition to this, the interim analyses of data were

performed timeto-time for crosschecking.

Statistical analysis

Data analysis was performed using Stata (Stata Corp, v13.0) software (2). Data have been described using
proportions and meanssampling weights have been assigned that took into account each household's
and individual's probability of selection within &dionand was used for estimating the prevalences
These weights have been constructed using the same sampling frame and process used for sample
selection. All analyses and estimates were performed using the svy commands in Stata to take into account

the complexsampling design.

Limitations

The limitations of the surveillance system mainly occurred due to sampling challenges at the field level.
The data collectors faced higher refusal rates in wealth@rslumurban areas and a few isolated rural
communities. Besides, seven (@&Jected alsters (two in Barishal, one in Dhakad four in Sylhet) were
dropped from the survey due to administrative and financial constrailt®f the dropped clustersvere

in the rural area, which may affect the representativeness of the study populatiom tine respective
divisions, especially in Sylhet. However, three of those clusters were in the tea estate area of the Sylhet
Division, and we didn't get access to the area despite several attempts from different ES&ISNNS
involved local governmenttaff to ensure that the local communities understood the purpose of the
project and that data collection staff were promptly notified if political considerations required that data

collection be suspended in an area.

31



CHAPTER 3: HOUSEHOLD CHARACTERISTICS
Demographic information

The FSNSINS survey 20189 started in October 2018, and data collection ended in October 2019. Data
were collected from 82 randomly selected clusters or communities (village /mahallajsibimef which

were in rural areas, 15 dters were imon-slumurban areas, and 10 clusters were in the slums. As we
initially planned to collect data from 89 clusters, 7 clusters remained unfinished. Out of those 7 unfinished
clusters, 3 were located inside the tea estate areas of Sylhet, whemould not manage access despite
several attempts from different levels. Four clusters were dropped due to financial constraints. However,
all these 7 incomplete clusters were in rural areas. For this report, we analyzed household listing data
collectedat the beginning of each cluster and survey data from 57 rurahdislum urban, 10 slum

clusters.
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Figure 3.1: Average household size

Out of 25,371 listed households, cumulative total of 17,323 households with at least one participant
from at least one age group were randomly selected. In each clus®® individualsvere randomly
selected from each age group. In this way, data collectors have enrolled and interviewed 30,005

participants and among them 5,033 (16.8%) were urfder children, 5010 (16.7%) were adolescent girls,
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5,004 (16.7%) were adolescent boys, 5,112 (17.0%) web® 3@ars old females, 4,951 (16.5%) were
20pgp @SIENAR 2fR YIfSa YR nXydp OmMcdx>0 @SNB x cC
average weightedhousehold sizevas 4.5.The average household size was smaller (4.2) in slum areas
compared to rural (4.5) and neslum urban areas (4.4). The average household size is simtlzattn

the data from the Census 2011 and BDHS 2014 (1,2). Nationallyof4®#% enrolled households had at

least one child aged under five years during the survey (Fig. 3.2). Slum areas had a higher proportion of
households (43%) with undéive children compared to the rural areas (40%) and the-slam urban

areas (41%). Amanthe divisions, Sylhet had the highest percentage of households with at least one

underfive children.

60%

50%

40%
30%
20%
10%

0%

&
Q\'b(\QOQ L)*\

(\

’b
<0 Q~ \)J‘ °}

) (\ BN
‘(\ »
Q>’° . (1@"" Q & \@ &

Figure 3.2: Households with undéve children

The average number of undéive children per household was highest in slum areas (@d8yvas equal
for rural and norslum urban areas (0.46) (Table 3.1). The average number of €imdechildren per

household was highest in the Sylhet division and lowest in Rajshahi and Rangpur divisions.
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Table 3.1: Mean number of undéwe chidren per household

Mean Number of Children per household
National 0.46
Rural 0.46
Nonslum urban 0.46
Slum 0.48
Barisal 0.48
Chittagong 0.54
Dhaka 0.46
Mymensingh 0.47
Khulna 0.46
Rajshanhi 0.41
Rangpur 0.41
Sylhet 0.68
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Educational attainment

The educational attainment of the participants aged3@years was categorized into six groupsnd)

formal education 2) partial primary (1 to 4 years of schooling); 3) primary completed (5 years of
schooling); 4) partial secdary (6 to 9 vyears of schooling); 5) Secondary school certificate or SSC (10
years of schooling); and 6) Post SSC (11 or more years of schooling). Nationally, more than 30% of the
females aged 269 yeardiad no formal educationwhile 6% went beynd the secondary school certificate
(Figure 3.3). As expected, the proportion of females age&2§earswith no formal educationwvas

highest in the slum area (45%), 31% in rural gread only 21% in neslum urban areas. The proportion

of females of his age group who completed their education more than SSC was largest&umurban

areas (12%)n comparisont was only 6% in rural and 4% in slum areas. Among the divisions, Mymensingh
had the highest percentage of females aged520yearswith no formal education(44%) The highest

percentage of adult females with education above %8€in the Barisal division (12%) (Figure 3.3).
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Figure 3.3: Educational attainmentfeinalesaged 2059 years by area of residence (%)
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At the national level, more than 30% of the males ageeb20/earshad noformal education, which was

a little less than the females of the same age group (31%) (Figure 3.4). The percentages afyeth20

59 yearswith no formal educationwas highest in the sia (32%) and lowest in neslum urban areas
(19%). While the highest percentage of males of this age greitip no formal educationin the
Mymensingh division (45%), Barisal had the highest percentage of males who have completed education
more than SSC. Atllunales aged 2639 years were twice more highly educated (more than SSC) than adult
females of the same age group. Irrespective of gentther Mymensingh division had the lowest literacy

rate, and the Barisal division had the highest.
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Figure 3.4Educational attainment of maseaged 2659 years by area of residence (%)
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Figure 3.5 Educational attainments of household heads by area of residence

More than onethird of household heads (40%) were uneducated, and only 7% had completed education
beyond SSC (Figure 3.5). Tweintg percent of the household heads mon-slum urban areashad no

formal education while this was 40% in rural and 49% imslareas. The percentage of household heads
without formal educationwas highest in the Mymensingh divisjomhile it was lowest in the Barisal
division. While the highest number of household heads with education above SSC lived in Barisal and
Rangpur diion, Sylhet had the loweptoportionof household heads with education above SSC. Twenty

three percent of the household heads are female.

Household occupation and Wealth Index

The NNS survey 20411® assessed the average monthly income of the households by the principal income
earner and other members of the households. For simplificatiothefNNS report, 20 categories of
occupation were further grouped into ten occupation cgdeies: 1) farmer (farming their leased, owned,
controlled, or sharecropped land); 2) unskilled day labor (daily or contract wage labor that does not require
training); 3) skilled day labor (labor that requires formal or informal training); 4) transpatbrse

(transporting goods or people); 5) fisherman (catching fish on open or owned waters); 6) salaried worker
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(employed and drawing a regular wage); 7) business ( trade in any goods, including petty trading); 8) no
income; 9) homemaker and 9) others. Thewillance system also gathered seeiconomic information
on household structure, cooking, water and sanitation systems, asset ownership, and access to electricity

(3,4,5).

Table 3.2 shows the distribution of the occupation of household heads by areaidénce. Nationally,
about 46% of the household heads' occupatioeported in this NNS survey fell into the categories of
farmers, unskilled labor, or business. Skilled labor was found to be the occupation in about 7% of the
households, while involvenm in unskilled labor was reported by 15% of household heads. As expected,
the proportion of household heads the farming and unskilled labarategorywas much higher in rural
areasthan non-slumurban areas. Business and salaried employment (combined) constituted the principal
source of income for 46% of households in fstumm urban areas and 20% in rural areas and 31% in slum

areas.

Table 3.2: Occupation of the household head by area of easig
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Farmer 166 | 17.2 0.2 0.4 15.9 5.7 20.0 35.2 25.2 9.2 15.9 8.5
Unskilled 1) g 152 | 34 | 70 | 73 | 43 | 89 | 151 | 175 | 163 | 227 | 66
day labor

ilg'gfd day | 69| 69 | 67 | 79 | 80 5.0 7.2 5.9 92 | 67 | 67 | 21

Transport 8.8 8.7 12.3 8.2 10.2 5.5 9.1 5.8 5.8 15.2 9.3 15
Fisherman 0.6 0.6 0.1 0.2 1.2 1.9 14 0.4 0.6 0.0 0.1 1.2
Salaried 6.6 6 26.3 | 144 6.5 8.2 11.9 4.9 6.1 4.2 8.7 2.5

Business 146 | 144 | 199 | 17.1 | 140 13.0 16.7 14.4 16.6 | 13.7 | 15.8 5.9
No income 51 51 5.2 4.4 4.2 9.4 55 6.3 21 5.4 4.5 5.6
Homemaker | 19.6 | 19.5 | 20.7 | 30.9 | 24.3 43.8 16.7 10.0 12.7 | 125 | 139 | 61.9
Others 6.4 6.4 53 8.6 8.5 3.3 2.6 2.0 4.2 16.9 25 4.3
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Based on household characteristics (e.g., cooking and water and sanitation systems) and the egsets th
possess, a composite wealth index was derived using the DHS method, which consistsspkaiféa
indexescombined into a national model (6). The wealth index was then divided into five quintiles, each
containing an equal population of household members. Figure 3.6 displays the wealth index of households
by division and rural and neslum urban areas. When ¢hnational cutoff was used, the Chittagong
division had the lowest proportion of households in the poorest wealth quintile (11%), while Mymensingh
and Barisal divisions had the highest proportion in the poorest group (43%). Chittagong had the highest
proportion of the households in the wealthiest quintile (20%), followed closely by Rangpur (18%). Rural
areas were much poorer than nesium urban areas. Imon-slum urban areas, 67% of households
belonged to the wealthiest quintile, whereas, in rural aready d®% of households fell into this group,
which is 20% for the slum areas. Nationally, 24% of the households were in the poorest quintile, while 12%

of households were in the wealthiest quintile.
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Figure 3.6: Proportion of households in each wealth tjeily area of residence

Remittance

Foreign remittances (money transferred by migrant workers to their home countries) play a pivotal role in
financial flows to developing countries. A large portion of these remittances is allocated towards fulfilling
the basic needs of family members and helping improve their quality of life (7). It was found that 14% of
the households received remittances (both internal and external), whichtihgasame as the findings

of the previous survey (14%). Figure 3lows the distribution of remittances received by place of
residence and divisions compared with the national percentage. The percentage of rural households with
remittance was almost threémes (14%) thahat of non-slum urban (5%) and slum (5%) houdelo
Chittagong division had the highest percentage of households ([@8%i)ingremittance, and Barisdlad

the second highest (@n the other handKhulna has the lowest percentage of households with remittance
(7%).
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Figure 3.7: % of househaldith reported remittances

Consumption of micronutrienrich fortified items

The surveillance system collects information from households on vitamin A, Vitamin D, and Vitamin E
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fortified edible oil. Oil fortification is an effective and sustainable strategy to combat vitardeficiency
and its negative health consequences suchighkt blindness or increased risk of illness and mortality from
childhood infections, such as measles and diarrhea (2). According to -RBNSPE015 data, nationally,
23% of households were aware of vitaminrfoitified edible oil, and 21% of households ozfed
consuming it regularlyAbout 21%, 34%, and 28% of the households in ruralshamurban, and slum
areas, respectivelygonsumel edible oil enriched with vitamin A. For both vitamin D and vitamin E,
nationally, 12% of households use edible oilified with these two vitaminslike vitamin A, consumption

of these two vitamingvasalso found highest in nealum urban areas compared to rural and slum areas
(Fig. 3.7). Consumption of Vitamin A fortified oil was found unusually high in ChittagongyHred

divisions compared to other divisions.
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Figure 3.8: Households (%) consuming Vitamin A, D and E fortified edible oil by area of residence
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CHAPTER 4: FOOD SECURITY

Food and nutrition security has evolved dramatically during thedeshades in theory and practice. FSNS
NNS follows a conceptual framework of food and nutrition security (Figure 4.1) to organize and present
the food security status in Bangladesh. Among the four dimensions (availability, accessibility, utilization
and staility) of food and nutrition security, the inclusion of utilization highlights that 'Nutrition security is
broader than 'Food security." According to this framework, food and nutrition security can be achieved
when ¢ 1) foods of sufficient quantity and gpopriate quality care are available through domestic
production or imports;2) when individuals have access or have adequate resources for acquiring or
purchasing appropriate foods for a nutritious diet; @)dndividuals can appropriately use the knowledge

on essential nutrition, and maintain clean water and sanitation, to ensure maximum nutrient utilization.
Food security is a complex development issue linked to health through malnutrition and dimensions that
move from national to regional to household to individual.Stability in each dimension is necessary to

ensure that food and nutrition security is achieved (1, 2).

Cultural beliefs, religion, and traditional knowledgignificantly affectfood and mtrition security by
shaping a community's diet, food choice, intrausehold food distribution, child feeding practices, food
preparation techniques, food processing, and preservation. For example, pregnancy and childbirth are
characterized by numerous ltural or religious beliefs and practices that affect a mother's health and the
survival and nutrition of her child. There is also a synergistic relationship between infection and under
nutrition, which may not merely be a result of insufficient food oropalietary habits, but to poor

sanitation and healthcare or inadequate absorption of nutrients (2, 3, 4).
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Food and Nutrition Security

Availability Accessibility Utilization

(Water, sanitation and
health, care and
consumption, knowledge,
cultural & religious belief)

(Domestic production, {(Poverty and income,
import capacity, food markets, price, intra-
stocks, food aid) household distribution)

Stability (over time)

(Climate and weather variability, political, economic, natural or social factors)

Figure 4.1: Relationship among components of food and nutrition security

FSNSNNS estimates the prevalence of food insecurity in Bangladesh using internationally standardized
questions to assess respondents’ perceptiohbousehold access to food. Following the above diagram,
this section will focus on indicators that attentptquantify gaps in food availability, access, and equitable
utilization of food in Bangladesh, while analysis of nutrition security and its determinants will be taken up

in subsequent chapters.

Food availability

The Government of Bangladesh (GoByadskingto increase the availability of diverse food supply through
improved agricultural production and trade, and by according priority to food security and nutrition as
important national goals (5). This commitment is evident in the Government's adoptiotheo
comprehensive National Food Policy (NFP, 2006) and its Plan of Action (Pc2028)8he first Country
Investment Plan for Food Security and Nutrition (CIP1, 2015), The Second Country Investment Plan
on Nutrition-Sensitive Food Systems (CIP2162020) , the Seventh Fivéear Plan (7FYP), Vision 2021,
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as well as global the Second International Conference on Nutrition (ICN2) Framework for Action, the
United Nations (UN) Decade of Action on Nutrition and the Scllmlutrition (SUN) MovememiIDGs
and SDGs (5, 6, 7).

In Bangladesh, overall agricultural productivgtpwth was observed over the last decade until 2015

and a slowdown was observed in the pace of growth during the period of 202817 (8). According to

the Monitoringreports 2019 of CIP2, the only crops which have not increased in production in the eleven
years between 2007/08 and 2017/18 are banaaad pineappleshown in Figure 4.2 {83). The GoB
aimsto improve the availability of animal source foods such as fgjg, milk, and meat rich in quality
proteins and essential micronutrients, contributitg dietary diversity and nutrient adequacy for good
nutrition and health for all. Aimost 60% of animal protein intake comes from fish in Bangjaahelstiom
2007/08to 2027/28, fish production is growirgjeadily, maintaining an average growth of 5.3%-(8}).
Moreover, the country has achieved ssilifficiency in fish production in 2016/17 (14). The production of
meat, milk and eggs increased over timdowever, it remains insufficient to cover domestic demand for
milk and eggs (8). Between 2015/16 and 2016/1milk, meat, and egg productionere respectively
increased by 27.6, 16.8nd 25.4 percentage points. Despite these achievements, domesticigtiod is
increasingly unable to meet consumer demand for a more diversified diet, with a particular shortfall in the

production of pulses and oilseeds18).
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Figure 4.2: Annual growth rates (%) for selected crops (2008)

The tropical andsubtropical  climate of Bangladesh favors the production of a variety of fruits and
vegetablesHoweverdue to inappropriate processing, preservative, and storagmassive proportion of
harvested produce is lost. It points to the need for national policy to reduce enormou$hansist losses,
maintain quality, and elevatéruit and vegetable supply availabjlithroughout the country (6, 15).
Furthermore, Banglalesh needs agricultural diversification towards rmereal crops without
compromising rice production as the population pressure is still a major concern. Agricultural
diversification will benefit Bangladesh in several pathways including 1) ensuring hatitity diets, 2)
02240GAy3 FIENNVSNBAQ AyO02YSa FyR @FfdzS | RRAGAZYS

producing tropical fruits and vegetables instead of importing them (6, 8).

Accessibility
Household food access

FSNSNNS measures food access at the household level. Household food access was assessed by examinin
the household's capability to obtain sufficient food to meet the needs of the members during the month
before the interview. Food insecurity results inypical range of responses independent of whether the
episode of food insecurity is chronic or acute. Households usually adopt several coping strategies when

individuals face or predict constraints in meeting household food needs, such as consumingeomly ri
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their meal orsacrificing or skipping meals by one or more family membaftsen a gap exists between a
household's food needs and its ability to procure food, various approaches are empkyad as
purchasingower quality foods consuming smallemmounts orfewer items  of food, or resorting to
socially unsustainable behaviors such as borrowing money and food (16). A severe episode of food
insecurity may result in reducing food intake. A range of consequences ah@itefood deficiency ad

hunger, from shorterm weight loss or growth retardation among children. In FSINS, these indicators

are measured by asking the household food manager whether specific behaviors occurred during the

month before the interview.

Table 4.1 shows the axagge prevalence of selected behaviors in the month before the interview overall
surveillance rounds. It indicatéisat the proportion of householdwith membei(s)practidngthe selected
behavios one or more times during the montlong recall period is {8, and prevalence is slightly higher

in the slum area. Less than one percent of households from botkshon urban and rural areas reported
practicing any food securityelated behavior often (more than ten times) in the one month preceding the
interview. However, 1.4%of slum dwellerssaid that they did not have money to buy food often.
Households with members who had eaten insufficient meals once or twice during the month before the
interviewwere 6.4% the rate is slightly lower in neslum urban aresa compared to rural areas, 6.0%, and
7.1% respectively; the rate is slightly higher in shnea(7.1%). Similarly, 7.9% and 7.9% of households
reported consuming only rice and or not having money to buy rice once or twice during the month before

the interview. Only a few households reported skippadals (2.5%) or slept hungry (1.8%) once or

twice during the month preceding the interview.

Table 4.1: Household behavior related to food insecurity
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Eating less
Rarely (Once or twice) 6.4 6.4 6.0 7.1 15 7.6 51 6.7 4.0 7.9 7.8 7.5

Sometimes (Three o) ¢ | 57 | 59 | 50 | 1.0 | 20 | 14 | 31 | 41 | 42 | 56 | 18
ten times)
?::g;') (More than ten| 5 | o3 | 02 | 01 | 01 | 00| 01 | 04 | 02| 05 | 03 | 01
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Consuming only rice

Rarely (Once or twice) 7.9 8.0 55 8.0 2.4 8.0 7.2 6.5 5.2 123 | 9.0 4.7
Sometimes (Three or
ten times)

Often (More than ten

times)

No money to buy food

Rarely (Once or twice) 7.9 7.9 6.3 9.7 2.7 10.7 | 8.7 13.7 | 4.7 5.8 10.0 | 84
Sometimes (Three or
ten times)
Often (More than ten
times)
Skip meal

Rarely (Once or twice) 2.5 25 2.2 2.8 0.6 2.9 0.7 1.2 1.9 3.6 3.4 3.1
Sometimes (Three or
ten times)

Often (More than ten
times)

Slept hungrily

Rarely (Once or twice) 1.8 1.8 1.2 15 0.7 1.7 15 1.2 1.4 2.1 2.6 0.8
Sometimes (Three or
ten times)

Often (More than ten
times)

51 51 4.0 6.2 2.2 6.2 3.3 4.0 7.1 4.7 4.9 4.5

0.5 0.5 0.3 0.9 0.5 0.2 0.3 0.2 0.4 0.8 0.6 1.9

35 35 3.9 7.8 0.5 3.3 3.1 7.5 2.3 3.0 51 15

0.3 0.3 0.4 14 0.1 0.2 0.3 11 0.1 0.5 0.1 0.0

0.7 0.7 0.6 1.0 0.2 0.5 0.3 0.5 0.5 1.2 1.0 0.7

0.1 0.1 0.1 0.0 0.1 0.0 0.1 0.1 0.1 0.1 0.1 0.1

0.4 0.4 0.4 0.3 0.1 0.2 0.1 0.7 0.4 0.2 0.6 0.5

0.1 0.1 0.0 0.0 0.1 0.0 0.0 0.2 0.0 0.2 0.1 0.0

Figure 4.3 shows the proportion of household reliance on socially unacceptable or unsustainable means
to obtain food. Taking loans (18.6%) and borrowing foods (13.6%) remain the most common means for
coping with hunger or shortage of food. Nationally etéd of the households had to adopt untenable
means toensurefood for their family in the month before the interview, while the rate is higher in rural
(34.7%) than in theon-slumurban areas (23.5%). Although only a few househ@srted mild forms

of food insecurity (once or twice during the previous month), -timed of households reported adopting

unsustainable means of food acquisition.
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Figure 4.3: Household adopting unsustainable means to obtain food

Household foodnsecurity access scale (HFIAS)

The indicators related to food security presented in table 4.1 and table 4.2 are combined to create an
internationally standardized composite index, the Household Food Insecurity Access Scale (HFIAS),
developed by the Foodnd Nutrition Technical Assistance Project (FANTA). The results of this scale are
not comparable across culturedowever, thexan measure changes in the level of food insecurity within

a culture over time (17, 18). Figure 4.4 shows the distribution afsbholds by food security status.
Nationally 59.0% of the households were food secure. However, the percentage osdoock
households is higher in the neslum urban areas (64.8%While the rate is lower in the slum area (50.4%),

as expected. The proption of households with severe food insecurity decreased to 12% nationally from
20% in 2015 (FSNSP 2014). Neambyfifth (18.9%) of the slum households were severely food insecure.
The severe food insecurity rate was highest in Mymensingh (22.4%}yddllby Rangpur (15.6%), and

was lowest in Barisal (3.4%) division.
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Figure 4.3: Household food security status according to HFIAS

Households receiving benefits from any social safety net program

However, it is possible to separate groups that arerenvulnerable to food insecurity by recording if
households had received benefits from any government social safety net program in the past six months.
Safety nets include income transfers for those chronically unable to work because of age or hanuticaps a
those temporarily affected by natural disasters or economic depression. These transfers can be without
O2yRAGAZ2yasr &4dzOK a4 GKS FTNBSR2Y FAIKGSNRAQ Fff2s
education program. The government has takbase safety net programs as an essential component of
national antipoverty strategies (19, 20). Around otidrd of the households in Bangladesh reported

receiving benefifrom social safety ngirogramswhile about one-fifth  are enroled under the cash
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for the education program, but the rate is much lower in tlen-slumurban areas (5.6%) (Table 4.2).

Table 4.2: Households receiving benefits from any social safety net program

[
®
2
Types ofsocial _ ; § g — o
safety net program | © = < 2 c © S 3 | -
Sls|2|le|l2|2|f| 8 5|5| 2| &
© S o =} I < = > = ok c =
=z x =z wn m (@] [a) = X nd [ wn
None 70.7 | 65.0 | 86.7 | 76.7 | 58.4 | 76.5| 79.7 | 68.5 | 62.5 | 74.6 | 68.5 | 73.4
Cash for education | 1761 218 56 | 140| 26.9| 125 | 11.7 | 197 | 22.2| 137 | 204 | 171
Freedom fighter 06| 05| 10| 02| 08| 06| 04| 12]03| 02| 06] 04

allowance
Old age allowances 8.3 93 | 45 | 81

125 89 | 68 | 69 | 74 | 92 | 7.2 | 8.2

Vulnerable group
development
Widow allowances 1.3

08| 12| 00| 01| 07| 04| 05| 02 12 | 1.2 | 1.8 | 0.2

17 | 03 | 0.7 | 1.2 15| 08 | 21 13| 10| 1.3 | 09

Vulnerable group
feeding
Others benefits 28 | 30 | 32 13

12 |17 | 00| 00| O6 | 02| 02| 00| 74| 01| 03| 01

4.5 1.2 15 | 4.2 3.7 21 | 38 15
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CHAPTER 5: WATER, SANITATION, AND HYGIENE

Globally, 4% of all deaths and around 6% of the total disease buedeitingfrom an inadequate water
supply, sanitation, and hygiene (1). The majority of these cases are in developing countries, where an
estimated 2 million child deaths occur from diaea annually (2). In addition to the acute effects of these
illnesses, frequent bouts of intestinal diseases and helminths (worm) infections leaaderatenutrient

loss and londerm damage to the digestive organs, impeding the absorption of nutrieota food and
resulting in malnutrition. In Bangladesh, children as young as three months of age have been shown to
have faltering growth related to chronic and acute infection (3). Furthermore, acute illnesses due to these
infections result in high costse the healthcare system that could be easily prevented. This section will
examine the water and sanitation facilities used by households in Bangladesh and review progress on
hygiene indicators over the last four years in light of substantial investments in improving avater

sanitation throughout the country.

Drinking water and sanitation facilities

Based on the WHO/UNICEF Joint Monitoring Programme guidelines for water supply and sanitation, two

principal indicators of improved and unimproved water supply were dividedfour subgroups (5):
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Figure 5.1: Sources of drinking water and type of latrine
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improved source’s other improved sourcésunimproved sourcés and surface water. Nationally, the
proportion of households dependent on piped water and anotimeprioved water source was 43% and
49%, respectively. The proportion of households dependent on piped water was more in theunon

urban areas (59%) and less in the slum area (32%). However, the proportion of households dependent on
other improved sourcesf water was higher in the rural areas (50%) and lowered in theshom urban

areas (23%)Higure. 5.}.
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Figure 5.2: Types of latrines used by the households

In terms of sanitation indicators, fotsubgroups are identified: no latrine (open defecalioother
unimproved facilities that do not ensure hygiene, shared facilities that are shared by two or more
households and thereby not sanitary, and lastly, improved household facilities, which include flush toilets,
water-sealed toilets, and closed pititets. The proportion of households with access to improved latrines
was 37% at the national level, although households' proportion without access to any latrine was 4% at

the national levelKigure 5.2.

Table 5.1shows that the overall 91.4% of houseti®lhad access to improved drinking water at the

national level, with higher access reported in rural households and lower access in slum households.

1 Improved sources means piped water to dwelling, pipe to yard/plot and household tube well

2 other improved sources means public tap, shared tube well, protected dug well and rain water

3 unimproved sources means unprotected dug well, water tanker anagpri
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Table 5.1: Household access to improved drinking water and toilet facilities

. £ =

Improved drinking _ — o ‘D = 5
water and toilet g _ E - 2 g g @ g 8 5 ®
S S | T3 £ @ g < £ < G @ | 2
facilities = = o 8 5 5 8 8 > 2 T | 8| =
pd 4 Z5 ) s} O [a) = ¥ [ [vd %)
Access to improved 91 89. | 93
drinking water (%) 914 8 82.0 731 999 | 950 | 954 | 999 | 759 | 97.8 1 9
Access to improved 36. 41. | 26
toilet facility (%) 36.6 5 44.3 117 | 619 | 344 | 375 | 23.7 | 39.7 | 29.3 6 -

Nationally, 36.6% of the households had access to improved toilet facilities. Access wasmaorelim
urban households (44.3%) and less in rural households (11.7%). In Barisal and Mymensingh division, 99.7%
of households had access to improved drigkimater. On the other hand, access to improved toilet

facilities was highest (61.9%) in the Barisal division. We did not consider arsenic in our questionnaire and

analysis.

Handwashing behavior

Bangladesh has made considerable progress in ensuring safe drinking water and improved toilet facilities
for its citizens However other healthy environment components are still laggisgech as handwashing
practices (4)Beginning in 2012, FSNSP has integrated handwashing indicators drawing from modules

contained in the Maternal Child Health Integrated Programme/project (MCHIP) (5), supplemented by
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Figure 5.3: Distribution of households with soap by division

indicatorsshown to be effective at predicting diarrhea episodes in Bangladesh (6). Since 2013, these
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indicators have been collected for all households (not just households with children under five), thus

permitting a more comprehensive look at households' handwagshighavior.

Nationally, 3% of households did not have access to soap; rural and slum households had less access tc

soap thannon-slumurban households. Moreover, 3% of households had soap but could not use it, and

this pattern is more common in rural astum areas (3%) than in tm@n-slumurban areas (1%}-{g. 5.3.
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Figure 5.4: Use of soap for household and sanitation purposes

Nationally, 8% of households used soap before preparing food, and 12% used soap before eating. The
proportion of householdsvashing hands before preparing food is more in rural areas (8%) and less in the
slum area (2%). On the other hand, the proportion of households washing hands before eating was higher

in the non-slumurban area and lowered in the slum ardagure 5.4

Saritation and hygiene in households with children

Previous studies reported that lack of inappropriate hand washing before child feeding could increase the

risk of infection, poor appetite, and ultimately malnutrition and death (7). Research also sudugsts t
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one-third of diarrhoeal disease episodes can be reduced by promoting handwashing through education
and/or the provision of washing goods (7). Therefore, efforts to motivate people around handwashing
through behavior change communication (BCC) arecali(B). As undefive children frequently put their
hands intotheir mouths , proper handwashing practices among children can also prevent the

transmission of diarrhoeal diseases (9).
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Figure 5.5: Proportion of caregivers by the times when seap used

Nationally, 94% of the caregivers used soap for bathing, and this proportion was higherslumoarban

areas (98%) than rural (94%) and slum areas (97%). Compared to the participants from other divisions, a
higher proportion ofcaregivers from the Chattogram division (98%) and a lower proportion from the
Mymensingh division (68%) used soap for bathing. After using the toilet, only 69% of our study participants
reported that they used soap to wash their han8iibn-slum urban caregers (78%) used soap more than

rural (68%) and slum caregivers (65%). The use of soap after the toiletnestigprevalent among
caregivers from the Mymensingh division. However, the use of soap for washing hands was less common

before eating (12%), befoqgreparing food (8%), and after cleaning the child (8%igure 5.5)
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CHAPTER 6: NUTRITION STATUS of CHILDREN

Lack of comprehensive child care and protection, poor feeding practices, and limited resources are critical
determinants of child malnuition, asUNICEF describésig. 6.1). Globally, around 6.9 million children die
every year before reaching their fifth birthdajwo-thirds of them (4.4 million) die due to conditions that
could be prevented or treated with access to affordable and dttéogward measures (1). According to

the Lancet Maternal and Child Nutrition Series, in middE®me countries, undenutrition is the cause

of 3.1 million child deaths annually, which is 45% of all child deathBi2unfortunately, death is the tip

of the iceberg. To effectively address this crisis, it is essential to identify the causes chuhdtérn and

the most vulnerable populationg3).
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The effects of malnutrition are loAgrm and trap generations of individuals and communities in a vicious
circle of poverty. Nutritional improvement is, therefore, essential in efforts to eradicate poverty and
accelerate the economic gngh of low and middlencome countries. It has been estimated that the
economic cost of malnutrition ranges from 2 to 3% of the GDP of any country (4). The most damaging
effects of malnutrition occur during pregnancy and early childhood from conceptibmagears of age,
APSdY GKS FANRG mnnn RE&aod 5dzZNAy3 (GKAA @dz ySNI
and increase the risk of infectious diseases. Besides, delayed motor and cognitive development, which
figure among the longerm effects of malnutrition, may result in significant lifetime losses in terms of

health and productivity (5).

9PSY AF | OKAfRQa KSIFIftdK FyR RASG AYLINEGy I §°
irreversible (6,7). Therefore, increasinghe quality and adequate coverage of nutritieapecific
interventions through investment in delivery systems and more effective targeting of vulnerable and
marginalized groups areecessaryto address the malnutrition problem (7). This report has described
someof the causal factors of child undautrition, including hygienic practices, sanitation, household food
insecurity, and inadequate care practices for pregnant mothers, women, and {findechildren.This
chapter discusse the prevalence and distributioaf child malnutrition in Bangladesh in 2018. To
estimate the nutritional status of children, FSNES records the height/length, weight, and MUAC
measurements of all children of sampled households. In 2@,8&SNSINS measured over 2,966 children
acros the country. Child nutritional status is calculated by comparing multiple measures from Bangladeshi
children with those of a reference population of children from both developing and developed countries

experiencing recommended feeding and care condgi$9).

WHO recommended indicators are used to measure nutritional imbalance resulting in-nowidgion.

The percentage of children with a low height/length for age (stunting) reveals the cumulative effects of
undernutrition and infections since andsen before birth. Tarefore, this measure cdpe interpreted as

an indication of poor environmental conditions or letegm retardation of a child's growth potential. The
percentage of children who have low weigbr-age (underweight reflects wasting (i.éow weightfor-

height/length), acute weight loss, stunting, or both. As such, underweight is more challenging to interpret
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as it does not distinguish between children who are stunted or wasted but may include children who are
only mildly undernourishethased on both of these indicators (9,10). Acute uraetrition is estimated
dzaAy 3 GKS OANDdzY ¥ S NBof &Beasire of weightKok fiei§ifenpardz dgidnstia | NI

reference population or a static international standard.

For all anthropomeic indicators, children who fall between negative two standard deviatighSD) and
negative three standard deviations3(SD) from the mean of the reference population are classified as
moderately undernourished. Children who are bele8vSD are clas@fl as severely undernourished.

Taken together, all children who fall bele®/ SD are classified as globally undernourished (10).

To classify the percentage of obesity in children, which denotes a high ratio between their weight and
length, BMI scores bgge are compared with a WHO reference populafig@hildren are classified as
moderately overweight if their measurements indicate that they are between +2 SD and +3 SD from the
mean of the reference population. Children who are above +3 SD are clhssfigeverely overweight

(10). Figure 6.2 depicts these indicators.

Normal Wasted Stunted Underweight Overweight
Low weight for height Low height for age Low weight for age High BMI for age
(o]

r
Low Mid-upper Arm
circumference

Figure 6.2: Indicators of childhood malnutrition

Children grow with slightly different trajectories, even among &l children (11,12)Therefore,
nutritional status measures are expressed in population terms and only have limited value in assessing

malnutrition in an individual child. Even in a héglt wellnourished population, approximately 2% of

4 BMI for age is the recommended indicator for determining childhood overweight and obesity according to the WHO (26,8).
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children would naturally be short enough to be classified as stunted, light enough to be considered

underweight, or thin enough to be considered wasted.

During the last two decades, Bangladesh has acHieubdstantial reductions in levels of child under
nutrition. Since FSNSP 2010, an incremental reduction in child stunting has occurred from 45% in FSNSF
2010 to 35% in FSNNBNS 2015, which is less than the WHQdftifor very high prevalence (9). Stunting
further declined to 28% in the current year after a stagnation between 2013 and RO &8sldition, the

level of underweight declined to 25% after several years of static level from 2010. However, levels of

wasting remained comparatively static during thesiod.
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Figure 6.3: Trends in the prevalence of child undernutrition (0 to 59 mdnths)

Parental characteristics of the children

Nearly onefourth (24.9%)f fathershad no formal education compared to only tenth mothers whad
no formal educatin. Most of the mothers (92.7%) were not involved with any incesaening activities.

Onefifth  of the fathers were unskilled labor (20.4%).

5 Estimated proportion for different nutritional indicators of Bangladeshi children between the years of FSNSP 2010 to Esh&®#ained
from the previous reports of FSNSP (20,21,22,23,24,25)
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Table 6.1: Characteristics of the parents of the children by area of residence

= 2
. 3 g s | 5 2 £ | 5
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zZ 04 Z 5 » m $) [a) = v 24 24 %)
a2iKSNDa SRdzOlI GAzy
. 11. 11. 11. 29. 17. 18. 16. 24,
No formal education 6 5 6 3 6.2 7.1 8 4 7.4 7 7.2 1
. . 10. 10. 11. 13. 10. 15. 12. 10. 14.
Partial primary 8 8 0 3 1 7.2 5 4 9 3 94 | 7.7
Comblete primar 17. 17. 18. 26. 13. 14. 21. 16. 15. 25. 13. 25.
plete primary 7 16| 4| 25| a|a|le6]| 3| 2]|26]s
Partial secondar 41. 41. 35. 21. 39. 48. 33. 35. 51. 32. 43. 31.
y 4 | 7| 9| 4|l s 8| a|5s5|a]|5s5| 0] s
Complete SSC 89 | 8.8 161. 5.6 132' 171' 55| 70| 85| 7.0 12' 5.3
11. 18. 10. 10. 16.
HSC or more 9.7 | 9.6 5 3.8 5 7 6.7 1 65 | 4.2 5 5.8
azliKSNRa LINRPFSaarzy
Farmer 01]01|J]00|00|]00|]O01|01]04|00[| 03] 00|00
Unskilled day labor 0.3 0.3 0.1 1.6 0.0 0.1 0.1 0.1 1.1 0.2 0.0 0.2
Skilled day labor 0.3 0.3 0.8 2.8 0.0 0.2 0.5 1.1 0.0 0.5 0.3 0.0
Salaried 3.1 2.9 8.4 121' 4.0 1.3 5.6 7.4 1.7 1.9 4.7 14
Business 03|03|06| 16| 00| 00|12 04]06] 04] 03] 0.0
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earning 7 0 5 1 0 7 2 8 5 6 1 5
Others 3.1 3.1 3.5 7.7 0.9 0.6 2.3 5.0 1.1 9.9 0.7 2.8
ClI GKSNna SRdOFlAzy
No formal education 24. 25. 15. 34. 10. 16. 30. 35. 21. 29. 23. 40.
9 2 8 8 6 3 8 3 5 9 9 3
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primary 71 8|l o| 7| 5] 9] 3 °l' s | 4| 2| s
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20. 21. | 15. | 10. | 12 19. | 28. | 14. | 27. | 35.

Unskilled day labor 4 4.6 0 1 3 5 9.5 6 7 0 5 3
. 13. | 12. | 13. | 17. | 16. | 11. | 13. 20. | 14. | 11.

Skilled day labor 7 3 7 4 4 0 7 8.7 5 4 4 8.1
13. | 19. | 13. | 19. | 14. | 11. | 17. 21. | 14. | 10.

Transport 5 > 3 6 3 5 > 94 | 85 4 0 0
Fisherman 08| 0408|000 13| 22| 10| 00]05]00] 02] 23
. 17. | 37. | 17. | 19. | 24. | 31. | 24. | 22. | 11. 15. | 15.
Salaried 7ol 1|4l 9|6 o] o] |8 0]
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0 2 8 6 4 3 9 9 2 3 4 3

No income 06| 13| 0530|0608 03|(01|00]|] 08| 10|08
Others 69| 30| 71| 19| 51| 86| 46| 11| 23 2(?' 20 | 31

Dietary practice of Newborn and young children-g8 months)

Appropriate feeding practices during infancy are crucial for maintaining proper nutrition, development
and growth of the children. In developing countries, inappropriate dietary practices have prodffeats

on the survival of infants and children¢®. ¢ KS 21 h |yR ! YyAGSR bl GA2ya
Emergency Fund (UNICEE)raowled@d the impact of infant and young child feeding (IYCF) practices on
the nutritional status of under two childreand devebped a set of indicators to assess child feeding
practices. The strategy recommends initiation of breastfeeding within one hour after birth, exclusive
breastfeedng for the first 6 months, which should continue up to 2 years of age with timely, adeguate
and safe complementary feeding practice, no {feeteal feeding, no bottle feeding, and maintaining

minimum dietary diversity.

Figure 6.4 illustrates the prevalenceWHOrecommended IYCF core indicators. Nirgty percent of

the children age®-23 months were initiated breastfed within 1 hour after birth, and the proportion was
almost equal among the rural, urban, and slum areas. The prevalence of exclusive breastfeeding was 56%
for infants aged & months, withthe lowest rate at the slum area(49%). During the survey period, 57%

of the mothers reported that they have continued breastfeeding of the children up to one year, and the
rate was higher in the slum areas thahthe national level (61%). Four out of five (80%) children were
introduced to solid , semisolid, or soft foods at-8 months of age ahe national leveland the highest
proportion was observed in slum areas (88%). At the national level, approximately 55% of the mothers

maintained  minimum dietary divesity, 47%of children received minimum meal frequency, and only
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28%received a minimum acceptable diet. Consumption of iron aidn-rich food was 53%. Regional

variation exists for all the indicators.
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Figure 6.4: Prevalence WHGrecommended infant and young child feeding practice
Dietary diversity of the children

From the age of 6 months, breastfeeding is not adequate to meet all the nutritional requirements for
the growing child. Therefore, consumption of adequate and diversified food is mandatory. Dietary
diversity as an indicator of micronutrient adequacy may insee¢he nutrient density of the
complementary foodgpromotingoptimal child growth and development (£)n the other hand, receiving
an inadequate diversified diet may lead to undernutrition and predispose children to infections and

several ilinesses (5).

Figure 6.5 shows the proportion of childrennsumed by different food groups in the previous day
before the survey. The most commonly consumed food was starchy staples (AB&hational level, as

well as in all the regions and divisionsar8hy staples were followed by nuts and seeds (61%) and eggs
(59%) A smallemproportion of children were reported to have consumed food items including meats, fish

or poultry (39%), dairy products (36%), pulses (32%), fruits (25%), dark green leafplesg@t%), other
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vegetables (25%), and fruits and vegetabieked in vitamin A11%) athe national level. The magnitude

of consumption of different food groups also varies among the regions and divisions. Our analysis found
the majority (58%) of thehsldren did not meet the recommended dietary diversity of more than 5 food
groups at the national level (Figure 6.6), which was highest in the slum areas (7i%¢didisional level,

the Sylhet division had the highest proportion (81%heRajshahi digion had the lowest proportion
(41%) of children with dietary diversity.
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Figure 6.5: iztary practice of the children
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Figure 6.6 Dietary diversity of the children
Acute childhood undemutrition

Acute malnutrition, a shorterm indicator of ménutrition, is often associated with severe food shortage
inappropriate child feeding practices, and infectious diseases, which impede the supply of nutrients to the
body (18,19). Acute malnutrition, defined by weigdbt-heighta-d O2 NB 0 2 | Wasting) lhunded A S @
five children, continues to be a significant health problem in-logome countries, particularly
Bangladesh. A child with severe unghtrition has a risk of death up to 20 times more than a healthy
child. Once acute underutrition develops, it is treated in line witthe WHO protocols implemented and

regulated by the government of Bangladesh.
The prevalence of acute undernutrition was lowenam-slumurban areas (15%) compared to rural areas

(25%) and slum areas (28%). The prawadeof acute undenutrition rate was low in Dhaka (18%) and
Rangpur (21%) division and high in Mymensingh (32%). The rate is highest in Sylhet, where 40% of children
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were suffering from acute undetutrition.

Figure 6.7Acute child(0-59 months) undenutrition (weightfor-age or underweight) by residence
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Figure 6.8Acute child (669 months) wasting (weigkbr-height) by residence

Therehas been an improvement in child nutritional status since FSNSP 2011 (Figure 6.7), particularly

regarding stunting. The following comparative graph (Figure 6.9) presents thes lgfvedtunting,

underweight, and wasting among children aged under 5 nationally am$sthe divisions.
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Figure 6.9: Percentage of stunting, underweight and wasting nationally and across the divisions

*Prevalence of wasting in Khulna was 0.3%
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Chronic childhood undenutrition

Chronic child undernutrition continues to be a challengemany developing countries. Multiple factors,
including poor maternal nutrition during pregnancy and micronutrient inadequacy due to poor diet or
infection, are associated with chronic child undernutrition (13,14,15). Stunting or linear growth
retardation is associated with a weaker immune system and a higher risk of infectious diseases that
AYONBIFasS (KS OKAftRQa LRaaroArAfAride 2F RSFGKD a2 NB:
high blood pressure, diabetes, heart disease, and obesitydirithood (16). In short, the effects of
undernutrition are not limited to the edge of childhood but rather persist into adulthqahd silently

destroy the future productivity of the nation (17).

The prevalence of stunting or chronic undernutritionsttawer innon-slumurban areas (21%) compared
to rural areas (28%) and slum areas (28%). The stunting rate was low in Rangpur and Barisal (19% and 21%
and high in Chittagong and Mymensingh (30% and 34%)pip®rtion was highest in Sylhet, vere

almosthalf of the childrersufferfrom chronic undemutrition (48%).

60
50 48
0 30 34 31
30 28 28 28 ’s 26
- 21 21 19
0
> > o N > N NG 59 @ N & &
& S N N S ' ? & N @ Q &
éz‘}) <« @é S Q)’b‘\ é}fb% Q\(\ Q,QC)\ \gﬁ\ Qp\f—) Qg}(\qo (,)A
Py 8 &
® S

Figure 6.10: Chronic child undernutrition (stunting) by area of residence (Height for age)

Common childhood illness (B years)

Globally, under 5 mortality rates declined by 59% from 1@0P019, and in Bangladesh, it was 79%. (6).

Despite the tremendous achievement of reducing under 5 mortality rates of 30.8 per 1000 live births in
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2019, nearly 90,000 children died in 2019 before reaching their fifth birthday in Bangladedmhég7).
majority of these deathareattributable to variousnfectiousdiseases. Acute diarrheal diseases and acute
respiratory infections with their associated symptoms such as fever, cough, difficulty in breathing are the

most common childhood illnesses.

Figure 611 shows the prevalence of common childhood illness amoBgy8ars old children in the
previous 2 weeks preceding the survey. Cough and/or runny nose was the most reported illness
throughout the country. Theationatlevel prevalence of cough or runnyswwas 89%, followed by fever
(70%), difficulty in breathing (14%), and diarrhea (13%). Cough and/or runny nose was most prevalent in
the slum areas (91%) compared to rural and urban areas and in the Khulna division (93%). Diarrhea was

most common in theural areas (13%) and in the Barisal (15%) and Dhaka division (15%).
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Figure 6.11: prevalence of the common childhood illneds y@ars)

Receipt of vitamin A capsule in the last six months
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More than 70% of the children in botton-slumurban are rural areas received vitamin A capsules during

the past six months. The rate was higher in Chittagong (83%) and lowest in the Dhaka division (53%) (Figure
90
80

6.12).
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Figure 6.12Receipt of vitamin Aapsule for six months preceding the interviewb@ months)
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CHAPTER 7: NUTRITION STATUS OF ADOLESCENT GIRLS

Twentynine percent of Bangladeshi adolescent girls are short for their agethinads of adolescent girls

in Bangladesh are married by 18 years of age, andtloing are married by 15 years of age (A)nong
adolescent married women, 45% expeneed motherhood by 18 years of age, although abouog-

third (31%) of these women were undernourished (BMI<18.5) (2). Medts. also reported a high
prevalence of anemia (28%) and vitamin A deficiency (32%) among adolescent pregnant women from
north-western Bangladesh (3Evidence shows that malnutrition among young girls increases the risk of
delivering low birth weight babies who fail to flourish and become stunted. Female children themselves
become young and undernourished mothers, and so thergererational cycle of undernutrition
continues. Child marriage is associated with early pregnancy and childbearingadsdto low birth

weight anda newborn's poor nutritional status (4).

Characteristics of adolescent girls

The FSNSP round 202819collected data on age, soedemographic characteristics, dietary diversity,
physical activity, tobacco consumption, and measured weight and height for both boys and girls and
collected information on menstrual hygiene and marital status from the girlg. o\ total of 4,761
adolescent girls (329 years) were included in the 202819 round of the FSNSP survey. Table 7.1
displaysthe background information of the participantdmong adolescent girls, 57.4% belonged to

the 10-14 years age groupnd only 11.3% were marriedhe proportion was higher in slum areas (16.3%)
than rural (11.3%) and neslum urban areas (11.0%). For education, more than half of respondents
(51.0%) had partially completed secondary education, and this proportion waer lsigitong respondents

living in rural areas (51.4%) than respondents living in-slam urban areas (45.5%) and slum areas
(30.5%). The majority of the adolescent girls reported that they were students (84.2%) and Muslim by faith
(88.6%). Inhe case of madhers of adolescent girls, 37.5% had no education, and this proportion was much
higher in slum areas (57.7%) compared to rural (37.7%) aneluom urban areas (28.1%). Howevier,

the case of fathers of adolescent girls, 46.1% had no educatiod,this proportion was higher in slum
areas (slum: 55.1% vs. rural: 46.7% vs.-slam urban: 29.9%). Almost 27% of girls were suffering from
depression, and more girls from rural areas (27.1%) were suffering from depression than girls from non

slumurban aeas (25.2%) and slum areas (13.7%).
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Table 7.1 Characteristics of adolescent girls by area of residence

e
5 2

— — — n = —

£ o % a £ 2 T S g 5 a9 2 <

< = o L = < < < > c © < =

z & 25| ® o O a s ¥ o o a
Numberof | ygne | 3339 | 877 | 502 | 458 | 707 | 626 | 672 | 636 | 645 | 651 | 413
adolescent girls
Age in years 14.4+ | 14.4+ | 15.0+ | 14.8+ | 14.7+ | 14.3t | 14.6x | 14.4+ | 14.4+ | 14.3+ | 14.3+ | 14.9+
(mean+ sd) 2.5 2.5 2.6 2.6 2.3 2.5 2.7 2.5 2.5 2.5 2.5 2.5
Profession
Farmer 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0
Unskilled day
labor 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0
Salaried 0.5 0.0 11.7 8.5 0.0 1.3 4.3 0.1 0.0 0.0 0.0 0.0
Business 0.0 0.0 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.0
No income 1.7 1.6 45 9.1 0.6 3.6 3.3 3.3 0.3 1.1 0.0 59
Homemaker 11.9 11.9 11.8 20.6 9.9 7.7 14.9 12.9 18.1 10.5 10.4 13.3
Student 84.4 85.1 70.8 61.0 89.0 86.6 77.3 82.8 79.6 84.9 89.5 79.1
Others 1.3 1.4 1.1 0.7 0.5 0.3 0.1 1.0 2.0 3.6 0.0 1.7
Marital status
Never married 88.3 88.4 87.8 82.8 89.9 93.9 87.0 87.6 82.5 88.4 87.8 94.0
Currently 11.3| 113| 122| 167| 98| 61| 129| 124| 158| 116| 122| 56
married
Separated/divor
ced/ 0.4 0.4 0.0 0.5 0.3 0.0 0.1 0.1 1.7 0.0 0.0 0.4
widowed
Education
No education 0.6 0.5 2.4 4.8 0.4 0.4 1.7 1.9 0.3 0.4 0.4 0.8
Primary
incomplete 22.7 22.5 24.2 36.3 10.9 23.6 27.2 21.2 20.7 26.3 23.2 23.1
Primary
complete 14.7 14.8 11.3 18.3 14.5 13.5 15.7 15.4 13.3 19.2 11.2 15.8
Secondary
incomplete 51.4| 51.7| 457| 304| 60.3| 538| 42.7| 485| 589| 433| 51.8| 53.6
SSC 8.0 7.8 12.4 9.4 11.9 7.5 9.1 10.9 52 6.8 10.0 3.8
HSC or more 2.6 2.6 4.1 0.8 2.0 1.1 3.6 2.1 1.7 4.1 3.4 2.9

Dietary Diversity
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major food groups and defined having dietary diversity if someone consumed 5 or more than 5 food
groups out of these 10 food groups. Figure 7.1 below demonstriditediata on the dietary diversity of

the adolescent girls aged 4® years of the survey. More than half (55%) of the adolescents consumed
inadequately diversified diets at the national level. However, the proportion was higher in the slum area;
66 % of dolescent girls consumed an inadequately diversified diet. A higher proportion of adolescent girls
from the Sylhet division (75%) consumed an inadequately diversified diet compared to abethiroinaf

girls from the Rajshahi division diversified digg(re 7.).
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Figure 7.1: Adolescent girls with dietary diversity status by area of residence

Table 7.2 below showed the data on each of the 10 food groups consumed by the adolescent girls by place
of residence and division. We found that almost 100%hefddolescent girl respondents, irrespective of
residence and division, consumed starchy staples in the previous day and night (24 hours) of the interview
day. About 1 out of 3 respondents consumed dark green leafy vegetables, and 1 out of 4 reported
consumption of pulses (beans, peas, and leniits)he previous day and night. While about 75% of the
adolescent girls in our survey reported consuming égdjse previous day and night, only 45% reported

consuming meat, fish, or poultry the same period. While consumption of meat, fish or poultry, and eggs
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are highest among the adolescent girls of rural areas compared to theslnomurban or slums areas,
adolescent girls living in neslum urban areas reported the highest consumptionwféps, nuts, or seexl

and dairies.

Table 7.2: Consumption of 10 food group§-day dietary recall by adolescent girls {19 years)

Food groups s g = % © I% © £ 3 -
S| 8|8 | 2| 8| | e|s5| 83| 2| =&
S| 2|25|a | & |6 |56 | |&|&|8&)| &
Starchy staples 99.9 | 99.9 | 99.7 | 99.8 | 100.0 | 99.7 | 100.0 | 100.0 | 99.9 | 100.0 | 100.0 | 100.0
Dark green leafy vegetables 346 | 340 | 493 | 434 | 486 | 321 | 485 | 29.2 | 286 | 343 | 32.7 | 46.6
Other vitamin Arich fruits or vegetableg 9.3 9.4 8.2 9.9 12.3 9.3 9.0 3.2 54 | 16.7 7.8 7.3
Other vegetables 304 | 306 | 227 | 300 | 242 | 211 | 243 | 435 | 278 | 36.4 | 350 | 164
Other fruit 266 | 272 | 11.3 | 172 | 343 | 152 | 110 | 21.0 | 11.1| 63.2 | 182 | 184
Meat, fish or poultry 453 | 454 | 434 | 375 | 628 | 379 | 345 | 493 | 315| 56.1 | 528 | 25.8
Eggs 747 | 75.1 | 643 | 56.2 | 452 | 83.0 | 66.6 | 815 | 92.2| 82.7 | 58.1 | 54.0
Pulses (beans, peas and lentils) 274 | 272 | 354 | 196 | 320 | 20.0 | 28.7 | 26.0 | 25.2| 243 | 41.3 | 126
Nuts and seeds 69.0 | 69.0 | 71.3 | 62.7 | 69.7 | 65.0 | 747 | 806 | 781 | 711 | 55.7 | 61.6
Dairy 246 | 245 | 290 | 11.7 | 143 | 331 | 181 | 20.2 | 13.8| 31.2 | 328 | 9.2

Process food consumption

Consumption oprocessed food such as savory crispy or fried snacks (SCFS), sugary snacks (SS), and
sugarsweetened beverages (SSB) are associated with an increased prevalence of obesity and
noncommunicable diseases (NCD). In this survey, adolescent girls were interviewed fatayerecall

on intake of these 3 types pfoces&dfood where the intake of savory crispy or fried snacks (SCFS), sweet
snacks (SS), and sugaveetened beverages (SSB) intake were measured by asking questions about each
item with example. For examgl to collect data about the weekly frequency of SCFS, the question was,
GAYy GKS flald aS@oSy RIe&as K2g¢g Ylyeé RI&ad RAR &2dz ¢
SGOSGSNI KE @ L the fiequéntyDf condumingds&vorg @idpyy fried snacks (SCFS) among
adolescent girlgs reported. Savory crispy or fried snacks (SCFS) included spicy ansalkg(but not

sweet), including commonly consumed snacks prepared at home for consumption between meals or

during traveling, e.g., pakas, samosas, singara. Besides, it also included commercially prepared foods
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bought from restaurants or grocery storesich as chips, chanachur, deep fat fried pulses. According to

the current survey, 4.9% of the adolescent girls consumed SCFS 7 timeseon 7 days before the
interview day with an additional 9.4% of the girls who consumed such snadksifesin the same

recall period. Consumption of SCFS 7 times or more per week is highest (15.0%) among the girls who lived
in nonslum urban areas compared to their rural or slum counterparts (4.5% and 11.7%, respectively).
From the 8 divisions, consumption of SCFS 7 times or more per week is highest (Z&d®arishal

division and lowest (0.6%) the Sylhet division.

Table 7.3: Consumption of Savory Crispy or fried Snacks (SCFS) among adolescent girls

=
_ : 5 _

Frequency of [ g IS > @ © < 5
Intake in 7days | & I 28 £ 5 % % g = G % 2

I 5 c o =) @ r < > e T IS =

pd x Z5 n 0 O [a) b v o o %
Never 43.8 | 44.2 33.6 32.8| 26.1 31.4 42.2 58.9 43.0 | 46.2 | 47.6 | 59.2
1-3 times 419 | 42.0 38.5 39.2 | 48.3 41.8 45.3 35.0 444 | 44.7 | 39.2 | 32.0
4-6 times 9.4 9.3 12.9 16.4 | 18.0 19.5 7.1 4.1 9.0 3.8 8.2 8.2
7 or more times| 4.9 4.5 15.0 11.7| 7.6 7.3 54 2.0 3.6 54 5.1 0.6

Table 7.4 demonstrates the frequency of consumption of Sweet Snacks (SS) among adolescent girls.
Sugary shacks include traditional rilased sweetmeats of South Asia and snacks and desserts prepared
with added sugar like halwa or sugawntaining snackpurchased from restaurants, or grocery stores,

such as biscuits, cakes, chocolate, candy. According to the data collected in the survey, 24.8% of the
adolescent girls consumed sweet snacks at least 7 timdse week before the interview daylt was

highest among the girls living in the rural areas compared to the urban areas. Among the divisions,
adolescent girls living ithe Chattagram division consumed S$hie highest frequenciesand girls othe

Rajshahi division consumed such snackberlowest frequencies.

Table 7.4: Consumption of Sweet Snacks (SS) among adolescent girls

=
_ : 2
Frequency of T E c > 2 o % 3
Intake in 7days é 3| 25 £ é % % 2 = 5. % E
© =] o2 = [ < = > < @ @ >
z 4 z5 n M (@) a = v o o %)
Never 17.2 | 17.0| 20.6 | 22.8| 14.8 9.4 15.8 24.1 148 | 27.0 | 139 | 144
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1-3 times 38.3 | 383| 389 | 284 | 333 18.7 39.7 41.0 359 | 47.1 | 494 | 293
4-6 times 19.8 | 19.8| 186 | 24.7| 32.0 16.9 19.7 15.6 288 | 11.3 | 176 | 30.8
7 ormoretimes| 24.8 | 249| 219 | 24.1| 199 55.0 24.8 19.3 205 | 147 | 19.1 | 255

Table 7.5 demonstrates the frequency of consumptiorBagarSweetened beverageqSSB) among
adolescent girls. Sugaweetened beverages (SSB) are defined as beverages that contain added sugars in
line with the definition provided by the Center for Diseases Control and Prevention (CDC), USA. According
to the data collected in this suey, 20.7% of the adolescent girls consumed SSB at least 7 times in the
week before the intervievday,with the highest percentage (44.9%) among the adolescent girls living

in nonslum urban areas. Among the divisiotig highest consumption adugarsweetened beverages

(SSB) was reported by the adolescent girls of the Chattogram division (8%itto)the lowest

consumption reported by girls ¢fie Khulna division.

Table 7.5: Consumption of Sugauweetened Beverage (SSB) among adolescent girls

=
£ )
e < % —
Frequency of B 5 T > 2 S 3
; c _ = < Ie] © © © o -
Intake in 7days | & S 9 g £ ] = < 2 £ . =) °
© S oL =} © c c > = [ @ =
z 4 Z5 n oM @) & = X x x )
Never 578 | 58.7| 34.4 43.8 | 49.1 9.9 67.8 80.1 89.2 | 67.7 | 56.1 | 18.8
1-3 times 18.0 | 18.1 15.6 18.1| 31.0 35 19.1 15.9 8.8 26.8 | 259 | 154
4-6 times 3.5 3.4 5.2 3.7 6.1 15 4.2 2.3 0.9 3.3 55 9.9
7 or more times| 20.7 | 19.7| 44.9 34.4| 139 85.1 8.9 1.7 1.2 2.2 12.6 | 55.9

Nutritional status of adolescent girls

Malnutrition in adolescence poses multiple risks in growth, morbidity, cognitive development, educational
attainment, reproductive health, and adult productivity (5). Children are much more likely to be born with
low birth weight (LBW) and to remain malm@hed throughout their lives if their mothers are
malnourished during adolescence and/or before and during pregnancy (6). As girls and boys are still
growing in adolescence, their nutritional status must be examined considering the normal growth pattern
for their age in a welhourished population. The nutritional status of adolescent girls was assessed by
using two measurements, height (using a locally made stadiometer) and weight (using the Tanita weighing

scale) to calculate body mass index (BMI).
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BMlindicates the thinness or obesity of an individual {BMI=Weight (kilograms)/Height2 (meters)} and is
used to represent the nutritional status of adolescent girls and boys. By normalizing individuals' weights
against their heights, nutritional status indioes based on BMI are useful in detecting acute malnutrition

(7). BMI measures are also used to estimate the proportion of the overweight or obese population and
thereby at higher risk for nooommunicable disease (8). Like the system used for malnutyrition
estimate the level of overweight and obesity in a population, differentaftg are employed for
adolescent girls. As an international classification system, the adolescent measure more closely aligns with
the international cutoffs for obesity in tie highest age groups instead of the Asiandaffi or atrisk values

(9). Because of these differences, and similar to undernutrition estimates, the adult measure of
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Figure 7.2Prevalence of underweight, normal, and overweight/obesity among adolescent girls by area of
residence

BMI comprises data from two measurements (height and weight). We used the Astaff citBMI to
categorize underweight, normal, overweight, and obg$8). Nationally 20% of girls were underweight.

The prevalence of underweight adolescents was lowest inghom urban areas (15%).

Reproductive health of adolescent girls
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Among the enrolled adolescent girls, 71% had onset of menstruation, and the agEanf onset of
menstruation was 12.5 (£1.0) years. During menstruation, 57% of girls used old cloth, and 37% of
adolescent girls used sanitary napkifise rest of the girls used new cloth (5%) or other materials (1%)
(Figure 7.3) The use of sanitary p&ins during menstruation was much higher (49%) in-glom urban

areas than in the rural areas (37%) and slum areas (33%).
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Figure 7.3: Materials used by adolescent girls during menstruation by area of residence

Out of 4,808 adolescent gidsirolled, 11.3% were currently married, 76 (1.4%) reported pregnancy during
the interview, 164 (3.3%) reported that they had a child born in the last 24 months preceding the
interview. For the adolescent mothers who have delivered a child in the last 2hs1613% received at
least 4 antenatatarevisits , and the rate was higher in nestum urban areas (55%) than in rural (42%)

and slum areas (29%).
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Figure 7.4: Married adolescent girls receiving ANC during last pregnancy by area of residence

Nationally, 75% of pregnant adolescent girls received Iron and Folic acid (IFA) tablets, and 65% consumed
calcium tablets during their most recent pregnancy (n=164). The mean intake of IFA tablets was
113.5+£77.9, and the mean intake of calcium tablets @49+72.3 during the entire pregnancy period
among pregnant adolescent girls (data not shown in the figure). As expected, the proportion of pregnant
adolescent girls receiving IFA tablets was not higher in thesham urban areas than in rural or slum

areas.
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Figure 7.5: Married adolescent girls received ifolic acid and calcium tablets during the last pregnancy
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Behavioral risk factors

Table 7.6 demonstrates the status of fruits and vegetable consumption among adolescent girls in
Bangladesh. FSNSP 22189 study revealed that 94.3% of adolescent girls did not consume adequate
fruits andvegetables nationally. This prevalence wanigher in slum areas than rural and urban areas
(rural: 93.8% vs. urban: 94.3% vs. slum: 98.2%). Among the eight administrative divisions, inadequate fruits
and vegetable consumption was highest in the Rajshahi division (98.8%) and was lowest in the
Mymensingh division (80.0%). Almost all of the adolescent girls waren-smoker. However, a small
proportion of girls were smokeless tobacco users (0.4%), and they were more prevalent in slum areas
(rural: 0.4% vs. nealum urban: 1.4% vs. slum: 2.8%). Altriwalf of the respondents did not perform
adequate physical activity, and this proportion was higher in respondents living islaonurban areas
(77.6%) compared to respondents living in rural (49.0%) and slum areas (35.2%). The prevalence of

physical iactivity was highest in the Barishal division (64.0%) and lowest in the Sylhet division (28.7%).

Table 7.6: Prevalence of behavioral risk factors of NCDs among adolescent ¢ifls/€EDs)

S
IS c
- £ - (S B = =
Risk fact e =] [ ) c © ] 2 -
reeen s|s |28 |z | 8| 2|8 |5|6|5|8
© o L 2 © < < > < T @ =
z € | 25| » o | O | B S|l ||| &
Smoking* 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Smokeless tobacco* 0.4 0.4 1.4 2.0 0.4 0.1 1.0 0.7 0.2 0.5 0.2 1.7
Physical inactivity** 50.3 | 49.4 | 77.7 | 35.9 | 63.8| 43.7 | 51.4 | 33.8| 45.7 | 62.4 | 55.6 | 29.0
Inadequate Fruits . 943 | 943 | 93.8 | 98.4 | 96.4 | 97.3| 935 | 79.7 | 90.8 | 98.8 | 96.7 | 95.8
and vegetable consumption***

* Current smoker/current user of smokeless tobacco; **<150 minutes of moderate to vigorous activity per week; *** <5
servings of fruits and vegetables per day
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CHAPTER 8: NUTRITION STATUS OF ADOLESCENTS BOYS

Adolescents are individuals whose ageslatveen 10 and 19 years old (WHO, 1995). Overfdtieof

the Bangladeshi population is adolescents. Adolescent nutrition is essential for proper growth and
development; inadequate diets during this critical period lead to stunted growth and cognitive
dewvelopment (Story, 1992). However, adolescent nutrition remains a neglected area, and very little
nationally representative data is available about the adolescent boys' nutritional status as most previous
surveys did not collect data from this group. For finst time, data from adolescent boys were collected

in the "State of Food Security and Nutrition in Bangladesh 2®18

Characteristics of adolescent boys

The FSNSP round 202819 collected data on age, soalemographic characteristics, dietary disiy,

physical activity, tobacco consumption, and measured weight and height for adolescent boys. A total of
4,761 adolescent boys (41® years) were included in the 202819 round of the FSNSP survey. Table 8.1
displaysthe background information of t participants Among adolescent boys, 58.4% belonged to

the 1014 years age group, and only 1.0% were marrile proportion was higher in rural areas (1.0%)

than nonslum urban areas (0.1%) and slum areas (0.6%). For education, 41.5% ofdhebtartially
completed secondary education, and this proportion was higher among boys living islurorurban

areas (43.9%) than respondents living in rural areas (41.5%) and slum areas (25.9%). The majority of the
adolescent boys reported that they wastudents (84.0%) and Muslim by faith (87.9%the case of

mothers of adolescent boys, 38.6% had no education, and this proportion was much higher in slum areas
(57.1%) compared to rural (39.0%) and rebm urban areas (26.6%). Howeuarthe case of fathers

of adolescent boys, 44.6% had no education, and this proportion was higher in slum areas (slum: 59.2%
vs. rural: 45.2% vs. neslum urban: 26.6%). Almost 22% of boys reported that they were suffering from
depression, and more lys from rural areas (22.3%) were suffering from depression than boys from non

slum urban (15.2%) and slum areas (15.5%).

Table 8.1: Characteristics of adolescent boys by area of residence
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Number of
adolescent | 4761 | 3338 | 849 | 574 | 574 | 700 | 597 | 670 | 629 | 653 | 642 | 413
boys
Age inyears| 143+ | 14.3+ | 145+ | 14.4+ | 14.4% | 14.3+ | 14.4% | 14.4+ | 141+ | 14.3+ | 142+ | 14.4+
(meantsd) | 25 | 25 | 26 | 26 | 26 | 25 | 26 | 24 | 25 | 25 | 25 | 25
Profession
Farmer 06 | 06 | 00 | 05 | 00 | 06 | 1.3 | 07 | 05 | 03 | 05 | 30
Unskilled 45 | 45 | 34 | 48 | 29 | 35 | 27 | 21 | 58 | 39 | 70 | 60
day labor
Skilledday \ 4o | 15 | 06 | 28 | 05 | 26 | 08 | 26 | 07 | 13 | 11 | 13
labor
Transport 121 | 121 | o6 | 25 | 20 | 04 | 09 | 15 | 03 | 20 | 03 | 26
Fisherman | 02 | 02 | 00 | o1 | 00 | o5 | 23 | 00 | 01 | 00 | 00 | 05
Salariedjob | 14 | 11 | 111 | 81 | 05 | 35 | 38 | 09 | 13 | 09 | 06 | 04
Business 11 | 11 | 19 | 46 | 02 | 28 | 21 | 03 | 02 | 06 | 1.7 | 02
Noincome | 19 | 18 | 32 | 74 | o5 | 47 | 27 | 13 | 13 | 06 | 15 | 31
Student 845 | 848 | 787 | 691 | 920 | 782 | 844 | 907 | 886 | 806 | 863 | 79.6
Others 33 | 34 | 05 | 02 | 15 | 33 | 00 | 00 | 12 | 99 | 11 | 32
Marital status
Never 99.1 | 99.0 | 99.9 | 99.4 | 99.3 | 99.9 | 988 | 99.0 | 99.0 | 989 | 98.4 | 99.7
married
Currently 09 | 10 | 01 | o6 | 07 | 01 | 12 | 10 | 10 | 11 | 16 | 03
married
Education
no 31 | 31 | 20 | 74 | 13 | 38 | 33 | 22 | 23 | 56 | 11 | 31
education
partial 307 | 308 | 260 | 516 | 236 | 31.7 | 384 | 246 | 31.0 | 298 | 33.0 | 36.2
primary
complete 146 | 146 | 132 | 121 | 113 | 134 | 120 | 147 | 112 | 214 | 118 | 173
primary
partial 421 | 421 | 441 | 260 | 475 | 441 | 383 | 481 | 47.4 | 31.7 | 450 | 37.1
secondary
gosnép'ete 80 | 80 | 104 | 27 | 155 | 58 | 57 | 102 | 69 | 99 | 68 | 43
HsCormorel 15 | 14 | 34 | 03 | 08 | 12 | 24 [ 01 | 12 | 17 | 23 | 21
Dietary Diversity
28 O02tfSOGSR RASUIFINE RAOSNBAGE RFEGIE FTNRY (KS
iKS RIFI®d 2NJYyAIKIXZ RAR @&2dz O2yadzyS (KS F2fft2¢6Ay3
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major food groups and defined having dietary edsity if someone consumed 5 or more than 5 food
groups out of these 10 food groups. Figure 8.1 below demonstrated the data on the dietary diversity of
the adolescent boys aged 1I® years of the survey. We found that more than half of the adolescent boys
(51%) consumed inadequately diversified diets at the national level, the proportion was higher in the slum
area (61%). Three fourth (75%) of the adolescent boys from Sylhet consumed an inadequately diversified

diet. The corresponding figure for Rajshalaisi82% (Figure 8.1).
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Figure 8.1: Dietary diversity of adolescent boys by area of residence
Table 8.2 below showed the data on each of the 10 food groups consumed by the adolescent boys by place
of residence and division. We found that 100% of the adolescent boys, irrespective of residence and
division, consumed starchy staples in the previoug aad night (24 hours) of the interview day. About 2
out of 5 respondents consumed dark green leafy vegetables, and 1 out of 4 reported consumption of
pulses (beans, peas, and lentits}he previous day and night. While about 74% of the adolegdeoys
in our survey reported consuming eggsthe previous day and night, only 44% reported consuming
meat, fish, or poultry in the same period. While consumption of most preteimfoods such as meat, fish
or poultry, pulses, dairies, nuter seeds is highest among the adolescent boys ofgiom urban areas

compared to the rural or slums areas, adolescent boys living in rural areas reported the highest
82



consumption of eggs.

Table 8.2: Consumption of 10 food group§-day dietary recall yp adolescent boys (109 years)

E

Food groups K E = S © -% © 5 2 -

S I 28| E 2 8 T £ E gl =4 2

2 g | 25| 3 & o a s | & 4 & @
Starchy staples 100.0 | 100.0 | 100.0| 100.0| 100.0 | 100.0 | 100.0| 100.0| 100.0 | 100.0 | 100.0 | 100.0
Dark green leafy vegetables 37.6 37.1 51.8 44.3 52.1 35.3 51.1 355 28.5 334 42.5 48.0
Other vitamin Arich fruits or vegetables 12.9 13.1 7.3 8.2 10.3 11.2 6.9 2.8 10.5 28.1 8.2 8.5
Other vegetables 208 | 299 | 258 | 286 | 262 | 21.1 | 290 | 431 | 243 | 298 | 401 | 150
Other fruit 280 | 286 | 127 | 179 | 839 | 117 | 7.1 | 222 | 95 | 683 | 222 | 172
Meat, fish or poultry 435 | 434 | 456 | 352 | 56.6 | 33.6 | 348 | 557 | 327 | 550 | 446 | 195
Eggs 74.4 74.8 62.7 65.9 50.4 72.5 69.0 82.4 94.5 80.7 61.1 52.5
Pulses (beans, peas and lentis) 203 | 291 | 374 | 256 | 342 | 198 | 261 | 281 | 281 | 251 | 47.3 | 154

Nuts and seeds 707 | 706 | 740 | 65.7 | 738 | 583 | 77.9 | 843 | 80.9 | 76.2 | 56.2 | 65.9

Dairy 281 | 281 | 308 | 11.3 | 236 | 329 | 185 | 212 | 171 | 36.1 | 37.1 | 11.0

Process foodconsumption

Consumption oprocessed food such as savory crispy or fried snacks (SCFS), sugary snacks (SS), and
sugarsweetened beverages (SSB) are associated with an increased prevalence of obesity and
noncommunicable diseases (NCD). In thiseyradolescent boys were interviewed for thel&ys recall

on intake of these 3 types of procesdood where the intake of savory crispy or fried snacks (SCFS), sweet
snacks (SS), and sugaveetened beverages (SSB) intake were measured by asking gsestiout each

item with example. For example, to collect data about the weekly frequency of SCFS, the question was,
GAYy GKS flald aS@oSy RI&as K2¢g Ylyeé RI&ad RAR &2dz ¢
SGOSUSNYKe @

In Table 8.3 belowthe frequency of consuming savory crispy or fried snacks (S€fepprted. Savory
crispy or fried snacks (SCFS) included snacks that are spicy or salty (but not sweet), including commonly
consumed snacks prepared at home for consunpthetween meals or during traveling, e.g., pakoras,
samosas, singara. Besides, it also included commercially prepared foods bought from restaurants or
grocery storessuch as chips, chanachur, deep fat fried pulses. According to the current surveyp11.6%
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the adolescent boys consumed SCFS 7 times or more in 7 days before the interyievthoay additional

15.5% of the boys who consumed such snaeggihesin the same recall period. Consumption of SCFS

7 times or more per week is highest (8%) among the boys who lived in rslam urban areas compared

to their rural or slum counterparts (11.0% and 16.1%, respectively). From the 8 divisions, consumption of
SCFS 7 times or more per week is highest (20.3% Barishal division and lowest.@®x6) inthe Sylhet

division.

Table 8.3: Consumption of Savory Crispy or fried Snacks (SCFS) among adolescent boys

Ny
_ : E }

Frequency of ® 5 = > @ o £ 5
Intake in 7days | & I L £ 5 % % 2 = o % 2

T 5 o2 =] © = = = c T < =

b4 14 Z 5 n 4] (@) [a) = v 14 14 D)
Never 29.1 | 29.6| 175 185 | 13.6 16.0 30.9 34.6 219 | 394 | 33.7 | 41.7
1-3 times 438 | 440| 36.2 | 489 | 425 375 49.2 46.0 471 | 456 | 422 | 42.0
4-6 times 155 | 154 | 185 16.5| 23.6 28.6 10.7 13.5 16.0 7.5 13.2 | 134
7 or more times| 11.6 | 11.0 27.8 16.1| 20.3 18.0 9.2 5.9 15.0 7.5 10.9 2.9

Table 8.4 demonstrates the frequency of consumption of Sweet Snacks (SS) among adolescent boys.
Sugary snacks include traditional rdd&sed sweetmeats of South Asia and also snacks and desserts
prepared with addedugar like halwa or sugaontaining snacks purchased from restaurants, or grocery
stores, such as biscuits, cakes, chocolate, cafsdgording to the data collected in the survey, 28.9% of

the adolescent boys consumed sweet snacks at least 7 tintbe imeek before the interview daynd it

was highest among the boys living in the rural areas compared to the urban areas. Among the divisions,
adolescent boys living the Chattagram division consumed S$imhighest frequencies compared to the

boys livirg in other divisionsOn the other hand, diys ofthe Rajshahi division consumed such snhacks in

the lowest frequencies.

Table 8.4: Consumption of Sweet Snacks (SS) among adolescent boys

=
_ : 2
Frequency of IS s = 5 2 = 5
. = o © © © =% -
Intake in Zdays é I 25 = é = < g £ . =2 2
© =] o2 = © < = > < @ @ >
z x Z 5 n m (@) [a) = ¥ o o )
Never 139 | 135| 227 | 164 | 7.6 10.1 16.8 17.0 6.0 | 220 | 15.2 | 10.0

[0}
N



1-3 times 36.3 | 36.4| 34.7 | 31.7| 30.7 19.2 35.6 41.1 33.7 | 498 | 395 | 282
4-6 times 21.0 | 21.0| 201 | 26.7| 32.2 20.3 254 24.5 259 | 122 | 185 | 28.1
7 ormoretimes| 28.9 |29.1| 224 | 252 | 295 50.4 22.3 17.4 344 | 16.1 | 26.8 | 33.6

Table 8.5 demonstrates the frequency of consumptiorSagarSweetened beverageqSSB) among
adolescent boys. Sugaweetened beverages (SSBg defined as beverages that contain added sugars

in line with the definition provided by the Center for Diseases Control and Prevention (CDC), USA.
According to the data collected in this survey, 25.6% of the adolescent boys consumed SSB at least 7 times
in the week before the interview dawith the highest percentage (57.3%) among the adolescent boys
living in nonslum urban areas. Among the divisiortee highest consumption oBugarsweetened
beverages (SSB) was reported by the adatent boys of the Chattogram division (86.1964}h the

lowest consumption reported by boys thfe Khulna division.

Table 8.5: Consumption of Sugauwveetened Beverage (SSB) among adolescent boys

=
£ )
e < % —
Frequency of B 5 T > 2 S 3
. c _ = < S © © < o =
Intake in 7days | & S 9 g £ ] = < 2 £ . =) °
© S oL =} © c c > = [ @ =
z 4 Z5 n ) @) a = X x x )
Never 43.8 | 44.6 21.3 343 | 21.7 6.8 55.0 63.7 66.7 | 52.0 | 443 | 22.6
1-3 times 24.3 | 24.6 14.4 234 | 353 5.0 23.8 23.6 223 | 343 | 31.7 | 106
4-6 times 6.3 6.3 7.0 88 | 17.7 2.1 55 4.0 4.1 6.2 8.6 11.7
7 or more times| 25.6 | 245| 57.3 | 33.6| 25.3 86.1 15.8 8.7 6.9 7.6 155 | 55.1

Nutritional status of adolescent boys

Malnutrition in adolescence poses multiple risks in growth, morbidity, cognitive development, educational
attainment, reproductive health, and adult productivity (5). Children are much more likely to be born with
low birth weight (LBW) and to remain malnourished throughout their lives if their mothers are
malnourished during adolescence and/or before and during pregnancy (6). As girls and boys are sitill
growing in adolescence, their nutritional status must be examowtsidering the normal growth pattern

for their age in a welhourished population. The nutritional status of adolescent girls and boys was
assessed by using two measurements, height (using a locally made stadiometer) and weight (using the

Tanita weighingcale) to calculate body mass index (BMI).
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BMI indicates the thinness or obesity of an individual {BMI=Weight (kilograms)/Height2 (meters)} and is
used to represent the nutritional status of adolescent girls and boys. By normalizing individuals' weights
against their heights, nutritional status indicators based on BMI are useful in detecting acute malnutrition
(7). BMI measures are also used to estimate the proportion of the overweight or obese population and
thereby at higher risk for nooommunicable diease (8). Like the system used for malnutrition, to
estimate the level of overweight and obesity in a population, different-afts are employed for
adolescent girls. As an international classification system, the adolescent measure more closelyitaligns w
the international cutoffs for obesity in the highest age groups instead of the Asiafisior atrisk values

(9). Because of these differences, and similar to undernutrition estimates, the adult measure of

overweight and obesity contains a greasdrare of the population.
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Figure 8.2: Prevalence of underweight, normal, and overweight/obesity among adolescent boys by area
of residence

BMI comprises data from two measurements (height and weight). We used the Asiaff ofitBMI to
categorize uderweight, normal, overweight, and obesity (9). Nationally, 30% of boys were underweight,
and the prevalence was lowest in ngslum urban areas (19%6n the other hand, therevalence of
overweight and obesity was higher among boys from-slum urban aras than the boys from slum or

rural areas.
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Behavioral risk factors

Table 8.6 demonstrates the status of fruits and vegetable consumption among adolescent boys in
Bangladesh. FSNSP 22189 study revealed that nationally, 90.7% of adolescent boys didarsume
adequate fruits andregetables . This prevalence was higher in slum areas than rural and urban areas
(rural: 90.5% vs. urban: 96.0% vs. slum: 96.68oxddition, about3.4% of the adolescent boys were
smokers, and the prevalence was higheslum areas (5.8%) than rural (3.4%) and-slom urban areas
(3.5%). However, a small proportion of boys were smokeless tobacco users (1.6%), and they were more
prevalent in rural areas (rural: 1.6% vs. mam urban: 0.4% vs. slum: 0.3%)the case of physical
activity, 29.0% of the respondents did not perform adequate physical activity, and the proportion was
higher in respondents living in neslum urban areas (64.1%) compared to respondents living in rural
(27.8%) and slum areas (33.6%).

Table 8.6: Prevalence of behavioral risk factors of NCDs among adolescent b9y €HDS)

ey
_ : 5
- _ g = = N
Risk factors [ = © < © S © IS a -
s|e|28 |2 |5 |z |e|5|a|2|&
© S o L 3 [ < < > = 3] o] >
P4 o Z > n om O (a] = N4 @ @ ()
Smoking" 34 |34 |35 |58 |35 |18 |32 |24 |24 |37 |67 |05
Smokeless tobacco* 1.6 1.6 0.4 0.3 1.1 0.4 1.1 0.8 0.3 1.3 4.4 3.3
Physical inactivity** 29.0 | 27.8 | 64.1 | 336 | 33.8 | 258 | 41.9 | 17.2 | 25.8 | 40.4 | 27.7 | 9.9
Inadequate Fruits and 90.7 | 90.5 | 96.0 | 96.6 | 97.2 | 96.8 | 92.6 | 68.8 | 80.9 | 98.1 | 945 | 93.8
vegetable consumption

* Current smoker/current user of smokeless tobacco; **<150 minutes of moderate to vigorous activity per week; *** <5
servings of fruits and vegetables per day

CHAPTER 9: NUTRITION STATUS of ADULT WOMENYRARS)

In Bangladesh, in addition to extreme poverty, unemployment, and natural disasters, women confront
additional challenges related to gender norms and power dynamics that further increase their
vulnerability to food and nutrition insecurity relative to men.Bangladeshi society, it is customary for

women to eat last and lesdrrespective of their workload. In some cases, women's nutritional
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requirements are not sufficiently prioritized, especially during pregnancy and after delivery (1L)NRSNS
assesses the nutrition security of adults through the inclusion of one womamhqesehold sampled.
22y8SyQa yYdziNAGAZ2Y I adFdda 2FFSNBR | 6AYyR26 Ayl?2
the effects of food shortage and tend to receive lower levels of care and resources compared to male

members of the household (2).

bdzi NAGA2Y LXIF&a I ONHzOAIf NRES Ay G4KS YIAyGaSyly
critical during periods of growth, pregnancy, and lactation. Adequate nutrition in earlyddeicularly

RdzZNAY 3 GKS mMInnn RLENBIVISYGS Sy R BENII-G@ehioraus a S
0SYySTAGAa GKNRdAZAK2dzi GKS ftAFS 0edtS FyR I ONRr&aa 13
to prevent irreversible nutritional loss (3). To capture the health and nutritional sitnaif Bangladeshi

women of reproductive age, FSINBIS collects data on their dietary habits and measures their height,
weight, and MUAC. In 2018, over5,112women aged 269 years were interviewed and measured
throughout the country. This report providenationwide estimates of nutritional status and dietary

patterns.

Data have been collected on theige, dietary diversity, reproductive history, menstruation history and
habit, smoking and smokeless tobacco consumption,-reelbrted chronic disease, rpgnancy,
menopauseand measured their height, weight, waist circumference, and MU&Ble 9.1 displays the
sociedemographic characteristics of this population group. Among the adult men, 90.4% were currently
married, 30.5% were illiterate, and 90.3% revhomemakers. The level of education and professional

categories varied among the adult men by areas of residence.

Table 9.1: Characteristics of adult women by area of residence
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o 2
Chararcteri | §) @ . £ 5
H © o —
stics § 5 = c & g g g £ B 2| 2
© — S =] @ = < > c @ @© =
2 ] [n'd n m (@] o = X e nd wn
Age 365| 384| 369| 36.8| 388| 37.4| 37.9| 400| 390| 38.7| 37.1| 382
(mean+SD)| +10.8| +8.3| +6.9| +89| 83| +7.3| 86| 86| +7.7| 87| 83| 9.0
Marital status
Never 32| 30| 75| 11| os| 20| 43| 44| 40| 32| 27| s6
married
Currently 90.4| 906| 856| 91.4| 94.1| 90.2| 902| 87.1| 89.7| 93.4| 89.6| 84.3
married
Separated 09| o09| o9| 14| 02| 06| 03| o8| 26| 03| 08| o009
Divorced 0.8 0.8 0.3 1.1 0.0 1.7 0.3 0.5 0.6 0.4 1.2 1.4
Widowed 47| 47| 57| 51| 49| 57| 49| 72| 31| 27| 57| 709
Educational level
No 305| 30.7| 206]| 44.9| 17.2| 206| 35.1| 41.9| 20.4| 402| 26.1| 336
education
Partial
: 136| 13.6| 14.4| 12.3| 189 102| 13.0| 108| 17.3| 11.7| 148| 106
prlmary
Complete 143| 143| 141| 142| 13.4| 129| 16.4| 142| 12.9| 166| 12.3| 22.0
prlmary
Partial
276| 27.7| 28.1| 201| 265| 36.8| 21.3| 232| 201| 236| 28.7| 23.9
secondary
ggrgp'ete 68| 68| 89| 37| 100| 132| 55| 41| 48| 40| 83| 37
above ssc| 72| 70| 138| 49| 140| 63| 87| 58| 65| 40| 99| 62
Occupation
Farmer 03| 03| 00| 01| ool 02| oo| 09| 01| 03| o5| 04
Unskilled 12| 13| o1l 26| 02| 03| 03| 01| 29| o6| 22| o2
day labor
Skilled day 04| 03| 04| 22| ool 03| 06| 00| 01| 10| 03| o0
labor
Salaried 14| 11| 103 121| 15| 18| 53| 11| 07| 02| 23| o7
Business 03| 02| 13| 29| ool 03| 14| 04| 02| 01| 03] o0
No income 0.5 0.5 1.9 0.1 0.0 1.6 0.7 1.8 0.2 0.1 0.1 0.4
Homemaker | 90.3| 90.8| 78.3| 65.2| 96.3| 92.7| 85.7| 88.7| 91.3| 86.7| 91.2| 89.7
Others 56| 55| 77| 147| 20| 28| 61| 70| 45| 109| 32| 87

Dietary assessment
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Measures of dietary diversity provide a means of documenting food purchases at the household level and
capturing the quality of diet in terms of macro and micronutrient content and the number of different
food groups consumed. Furthermore, the dietary assaent makes it possible to examine food security

at the household and intrhousehold levels (4). Dietary diversity was assessed by interviewing selected
women aged 269 years about the food items they consumed during the day before the interview. Food
items were classified into 10 different poeded food groups containing different nutrients, including
those with high micronutrient content, such as dark green leafy vegetables, and those with poor nutrient

content but denote increased household purchaspower such as soft drinks (5,4).

The proportion of women aged ZBD years who ate any items from the 24 food types by division are
shown in Figure 1. A composite measure of dietary diversity is derived by clustering the 19 food types
listed in the quedbnnaire into a teAtem scale to measure Minimum Dietary Divergjtomen (MDD

W), aproxy indicatoof3€f 20+ f dzaS Ay lFaaSaaiy3da GKS YA OBy dzi NA
RSOSt2LISR (G2 |a0OSNIIAyYy GKS | dzritioalinéed2afd vhlidaiee f¥il y Q &
women in Bangladesh (4, 5). The ten items are starchy staple foods, beans and peas, nuts and seeds, dairy
flesh foods, eggs, vitamin-rich dark green leafy vegetables, and other vitaminich vegetables and

fruits.

Dietary diversity

MDDW is useful in identifying food access and consumption problems among women and targeting
interventions when needed. It may also be used at the community level to evaluate programs intended to
improve food security and nutrition. Aoiding to Food and Nutrition Technical Assistance 2 (FANTIA

has been seen that the most consistent relationships between the food group scores and the
micronutrient status of individuals/women are for riboflavin, folate, vitamin B12, vitamin A, aledim.

These nutrients were also positively correlated with dietary diversity indicators and remained so even
after controlling for energy intake. FSINSIS uses the FANRAcutoff considers the consumption of

fewer than five food groups out of ten as indting a diet inadequate in micrand/or macronutrients (6).

28 02ttt SOGSR RASGINE RAOSNEAGE RFEGEF alAy3 GKS
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defined having dietary diversity if someone consumed 5 or more than 5 food groups out of these 10 food
groups. Figure 9.1 below demonstrated the data on the dietary diversity of the adult women a¢&d 20
years of the survey. We found that atelnational level, the majority (55%) of the women consumed
inadequately diversified diets. It is an improvement from the previously reported propontiere two-

thirds (66%) of women consumed inadequately diversified foods in 2015. However, neadlirtg

(63%) of the women from slum areas consumed inadequately diversified diets. Most of the women from
Sylhet (73%) consumed an inadequately diversified diet, and the proportion was lowest in Rajshahi (39%).
Table 9.2 below describes tlmensumption of mgr  food items grouped into 10 food groups among

Bangladeshi adult women.
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Figure 9.1: Dietary diversity of adult women B89 years)

Table 9.2 below showed the data on each of the 10 food groups consumed by the adult women by place
of residence and division. We found that 100% of the adult female respondents, irrespective of residence

and division, consumed starchy staples in the presiday and night (24 hours) of the interview day. About
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2 out of 5 respondents consumed dark green leafy vegetables, and 1 out of 5 reported consumption of
pulses (beans, peas, and lentils)the previous day and night. While about 76% of the ddiemale
respondents in our survey reported consuming egghe previous day and night, only 37% reported
consuming meat, fish, or poultry in the same period. While consgmmost proteinrich foods such as
meat, fish or poultry, pulses, daiggnuts, or seeds is highest among adult females ofstom urban

areas compared to the rural or slums areas, adult females living in rural areas reported the highest

consumption of eggs.

Table 9.2: Consumption of 10 food groupsitday dietary recth by adult men (269 years)

g 8
Food groups s g s 2 o 2 © g 3 -
S| e |28/ e |2 | 8| 2|8 |5s|a| 2| &
© S o L2 =) [ < < > c 3] 3] =
z o zZ 35 " m (@] [a) = X o o 0
Starchy staples 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 99.9 | 100.0 | 100.0 | 100.0
Dark green leafy vegetables 372 | 36.6 | 544 | 435 | 47.7 | 428 | 545 | 32.0 | 274 | 395 | 324 | 46.9

Other vitamin Arich fruits or vegetables 6.9 7.1 3.5 7.4 8.7 4.0 5.5 0.6 6.1 | 155 4.3 3.8

Other vegetables 338 | 338 | 336 | 383 | 279 | 258 | 39.1 | 478 | 309 | 374 | 346 | 258
Other fruit 249 | 254 | 119 | 196 | 31.0 | 14.2 9.9 19.3 | 11.8| 59.9 | 15.0 | 20.7
Meat, fish or poultry 36.7 | 365 | 422 | 338 | 473 | 372 | 354 | 48,6 | 21.9| 472 | 343 | 21.6
Eggs 76.1 76.4 68.4 65.2 58.6 78.2 77.9 81.4 | 93.6 | 82.7 58.7 51.6
Pulses (beans, peas and lentils) 20.7 | 204 | 268 | 242 | 179 | 114 | 20.7 | 147 | 21.5| 202 | 323 | 11.2
Nuts and seeds 69.3 | 69.2 | 718 | 66.2 | 698 | 644 | 793 | 832 | 77.3| 705 | 555 | 651
Dairy 259 | 259 | 280 | 133 | 200 | 31.1 | 17.7 | 253 | 136 334 | 333 | 122

Procesdood consumption

Consumption oprocessed food such as savory crispy or fried snacks (SCFS), sugary snacks (SS), and
sugarsweetened beverages (SSB) are associated with an increased prevalence of obesity and
noncommunicable diseases (NCD). Is thirvey, adult women aged-B® years were interviewed for the
7-days recall on intake of these 3 types of proeedsod where the intake of savory crispy or fried snacks
(SCFS), sweet snacks (SS), and sugsatened beverages (SSB) intake were measimedasking
guestions about each item with example. For example, to collect data about the weekly frequency of SCFS,
0KS ljdzSatAaz2y ¢l asxs aAy GKS tlFad aS@Sy RIeaszs K2g
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In Table 9.3 belowthe frequency of consuming savory crispy or fried snacks (S€fepprted. Savory

crispy or fried snacks (SCFS) included spicy orssatkgbut not sweet), including commonly consumed
snhacks prepared at home for consumption betm meals or during traveling, e.g., pakoras, samosas,
singara. Besides, it also included commercially prepared foods bought from restaurants or grocety stores
such as chips, chanachur, deep fat fried pulses. According to the current survey, 2.0%coftth@men

aged 2659 years consumed SCFS 7 times or more in 7 days before the interviewitdagn additional

2.8% of the adult women who consumed such snaegirhesin the same recall period. Consumption

of SCFS 7 times or more per weekighest (7.0%) among the adult women who lived in-sim urban

areas compared to their rural or slum counterparts (1.8% and 3.8%, respectively). From the 8 divisions,
consumption of SCFS 7 times or more per week is highest (7.2%) among the adult wddzeis|udl

division and lowest (0.2%) the Mymensingh and Sylhet division.

Table 9.3: Consumption of Savory Crispy or fried Snacks (SCFS) among adult women

§ 2

— e — e D = —
Frequency of I 5 I > 2 © 5 =
Intake in Zdays 5 ® 23 £ G % —54(2 2 < G § 2

3 5 S L 3 3 < < > £ T 3 =

P4 4 Z5 n M (@) [a) = v [vd [vd )
Never 705 | 71.1| 56.0 | 51.6| 51.6 50.3 72.8 75.9 65.1 | 834 | 79.0 | 754
1-3 times 247 | 245| 283 | 386 | 37.3 37.8 23.8 23.1 295 | 14.7 | 185 | 205
4-6 times 2.8 2.6 8.8 6.0 | 3.9 7.2 24 0.7 4.0 14 0.6 3.9
7 or moretimes | 2.0 1.8 7.0 38 | 7.2 4.7 1.0 0.2 14 0.5 1.9 0.2

Table 9.4 demonstrates the frequency of consumption of Sweet Snacks (SS) among adult women. Sugary
snacks include traditional milbiased sweetmeats of South Asia and snacks and desserts prepared with
added sugar like halwa or sugawntaining snacks purelsed from restaurants, or grocery stores, such as
biscuits, cakes, chocolate, candy. According to the data collected in the survey, 14.6% of the adult women
consumed sweet snacks at least 7 tinmrethe week before the interview daylt was highesamong the

adult women living in the slum areas compared to rural and-slom urban areas. Among the divisions,

adult women living irthe Chattagram division consumed SS$he highest frequencies compared to the
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adult women living in other divisionand adult women othe Rajshahi division consumed such snacks in

the lowest frequencies.

Table 9.4: Consumption of Sweet Snacks (SS) among adult women

Ny
IS o)
£ < % —
Frequency of T S T <) 2 S 5
. -_ @] © © © Q. -
Intake in Zdays _§ I 25 = 'é = < 2 £ ol =2 2
© S oL =] © < = > < o] >
pd x Z5 n s} O [a) = v 14 14 %)
Never 41.3 | 415 36.9 37.2| 30.7 16.8 38.7 50.4 29.2 | 62.1 | 53.2 | 221
1-3 times 32.7 | 32.9 28.3 236 | 41.2 19.8 325 29.7 496 | 30.0 | 28.7 | 246
4-6 times 114 | 114 13.3 15.2 | 15.7 17.5 14.6 11.3 14.3 3.4 8.3 21.7
7 or moretimes | 14.6 | 14.3 215 240 | 124 45.9 14.2 8.6 6.9 4.5 9.8 31.6

Table 9.5 demonstrates the frequency of consumptiorsaofarSweetened beverageSSB) among

adult women. Sugasweetened beverages (SSB) are defined as beverages that cadtsd sugars in

line with the definition provided by the Center for Diseases Control and Prevention (CDC), USA. According
to the data collected in this survey, 22.7% of the adult women consumed SSB at least 7 times in the week
before the interview daywith the highest percentage (58.9%) among the adult women living ingham

urban areas. Among the divisioribe highest consumption afugarsweetened beverags (SSB) was
reported by the adult women of the Chattogram division (86,8¥th the lowest consumption reported

by adult women othe Khulna division (2.9%).

Table 9. 5: Consumption of Sugiaweetened Beverage (SSB) among adult women

<
£ <)
£ © % —
Frequency of = g = <) 2 S 3
. c _ = < I=] © < < Q =
Intake in Zdays | S s = e K] = < 2 £ 5 S °
© S o Q =) I o = > < @ © >
z x Z5 %) ) @) a s v x 0% )
Never 64.8 | 66.3 28.2 385 | 479 11.0 64.5 82.0 92.7 | 83.7 | 654 | 14.2
1-3 times 10.1 | 101 9.3 8.8 21.9 1.7 12.8 11.9 4.0 13.0 | 13.6 8.9
4-6 times 2.5 2.5 3.6 5.6 7.7 1.4 5.0 1.7 0.4 1.0 3.6 8.9
7 or more times| 22.7 | 21.2 58.9 47.2 | 225 86.0 17.7 4.4 2.9 2.4 175 | 68.1

Nutritional status of women
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Malnutrition in women of reproductive age poses multiple risks in terms of growth, morbidity, cognitive
development, educational attainment, reproductive health, and adult productivity (6). Children are much
more likely to be born with low birth weight (8 and to remain malnourished throughout their lives if
their mothers are malnourished during adolescence and/or before and during pregnancy (7). The

nutritional status of women was assessed by using two measurements, height and body mass index (BMI).

Body mass of nofpregnant women

BMI indicates the thinness or obesity of an individual {BMI=Weight (kilograms)/Aéigéters)} and is
used to represent the nutritional status of ngumegnant women. By normalizing the weights of individuals
against their haghts, nutritional status indicators based on BMI are useful in detecting acute malnutrition
but cannot be applied to pregnant women or those who have recegitlgn birth (8. For adult women
aged 20 to 59, nutritional status is calculated through the use of BMbftsifAsian). For adult women
aged 19 to 49, Asian coff values are applied, which correspond to the point at which women have a
higher propensity for iliness améduced work capacity (8). BMI measures are also used to estimate the
proportion of the overweight or obese population and thereby at higher risk for-cammmunicable
disease (9). Women are classified based on the BMI score at which an increasedarskarhmunicable

diseases has been observed (9).

Table 9.6: Classification of malnutrition based on BMI for women and adolescent girls

Population Rationale Category Definition
Severely thin BMI of less than 16
Identifying th(_e proportion of Moderately thin BMI less than 17 but higher than ¢
the reproductive age equal to 16

population with an increased BMI less than 18.5 but highdran

risk of communicable illness Mildly thin or equal to 17
Adult women and decreased energy levels| Chronically energy deficient
(20 to 59 years (CED) BMI of less than 18.5
of age) . . Increased risk for Asian BMI greater than 2B®ut less than
Identifying the proportion of :
the reproducti populations 27.5
€ reproductive age Overweight (International cut | BMI greater than 25 but less than
population with an increased off) 30

risk of norRcommunicable

disease High risk for Asian populations | BMI greater than or equal to 27.5

Obesity (International cubff) BMI higher than or equal to 30

8 All women who reported that they were pregnant and whose youngest measured child was less than two months of age
are excluded from all estimates in this section in line with DHS recommendations.
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According to BMI, based on Asian-ciit values, 40% of women fell into the normal category (Figure 9.2).
The proportion of ovenourished women (49%) was more than the proportion of undernourished women
(11%). The rate of underweight was lower than theyious round of the survey (16%). In the rglam

urban areas, only about one fourth (24%) of the women fell into the normal category, and nearly 70%
were overnourished. In neslum urban areas, the proportions of obese women (32%) were substantially

higher than in rural areas (13%) and slum areas (22%).
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Figure 9.2: Nutritional status of adult women {29Y)

Maternal nutrition

Optimal pregnancy outcomes occur when women are wellrished and healthy throughout their life

cycle and receive special eain preparation for, during, and after pregnancy. In Bangladesh, multiple
constraints, such as poverty, inadequate health services, and cultbasld taboos on careeeking, lead

to a lack of adequate protection for pregnant women, compromising thdthead weltbeing of both
mothers and infants (1,2,3). Care in early pregnancy confers a beneficial effect on pregnancy outcomes.
Women who do not receive clinical ANC have significantly higher odds of miscarriage compared to those
who attended a clinicdr an ANC cheelqp during their first trimester (4). Besides, the poor nutritional

status of women results in giving birth to LBW babies. According to MICS22032 LBW (<2,500 g)
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affected 26% of infants in Bangladesh, almost twice the 15% thresholdrtti@gtes a public health
problem (5). A recent study in 2013 recorded even higher rates, with nearkgusger of children born

pre-term, over onehalf born with LBW, and over ortRird of children stunted from birth (4).

Care during pregnancy has riple components, some requiring health professionals and some
dependent on family. In FSNNINS 20189, 291 pregnant women were interviewed and measured, and
197 women with a child aged less than six months were interviewed to obtain information abordréne

they received during and immediately after their pregnancy.

Reproductive history and menstrual hygiene

Reproductive and menstrual ill health is a burden among women in Bangladesh. A good hygiene practice
during menstruation is essential for everpman, not only due to their health concerns but alsotfair
reproductive life. At the time of our survey, 70.7% of women age829@ears were in menstruatiowith

a high prevalence in the urban areas (80.5%). Among the 29.3% of the womenvevBonot in
menstruation, 9.7% were due to pregnancy. The mean age of onset of menstruation/menarche was 12.93
years at the national level. Regarding the use of materials during menstruation among the women, we
found that81% of study women used i clothes at the time of their period at the national level,

only 10%of study women used sanitary pads. At the divisional lahelhighest90% of study women

used oldclothes inthe Khulna division, and 60% frattme Mymensingh divisionwhich was the lowest.

The use of sanitargads  was high in the urban areas (30%) and low in the rural areas (W0%th
coincide with the national level. Chattogram division has the highest prevalence of using spadary

(19%), whereathe Rajshahi division has the lowest percentage (5%).

Table 9.7: Age at menarche (years) and menstrual status of the women ag&dy2@rs

Non-slum urban

National
Rural

Slum
Barishal
Chattogram
Dhaka
Mymensingh
Khulna
Rajshahi
Rangpur
Sylhet
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Age at 9 i i 9 9 P 9 9 9 Py b P
N o o © ~ o ™ ® o) © o o o
menarche N N o~ o~ ™ ™ o~ N N ™ N ™
— — — — s bl — — — pi — i
Menstruati
ng** 70.7 | 70.3| 805 | 740| 740 | 76.8 | 72.3 59.4 725| 71.1 | 68.4 | 66.6

* Mean * Standard Deviation; **Not pregnant or menopaused
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Figure 9.3: Materials used at the time of menstruation among adult wome%2@ars)
Antenatal care

Pregnancyelated complications and disabilities are mostly preventable by ensuring sufficient nutrition
and carejdeally startingoefore conception, ensuring that the women are healthy enough to conceive and
carry a child to full term (14,15,16). Theregpcare before pregnancy, between pregnancesd during
pregnancy also affects the survival and health of the newborns (17). Pregnant women who are
malnourished are more likely to give birth to LBW babies, as are women who were undernourished during
theA NJ FANEG mMZInnn REéa 2F tATSo t NBIYylyOe aKz2dA f
pregnancies should not be timed too close together (16, 18,19). Bangladesh, however, has had limited
success in raising the age of first pregnancy, althoughrpssghas been made in reducing the number of

births among young girls (<15 years old) (20,21,22). Access to skilled care during pregnancy, childbirth,
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and the first month after delivery is the key to saving the lives of pregnant women and their children.
Bangladesh has made remarkable progress in achieving specific goals related to child health, family
planning, and maternal health indicators over the last three decades (&3)ever,improvements in
maternal health status have been slowerchild healthand family planning. According to the latest DHS
survey, eight out of 10 pregnant women have had at least one ANCGwiga the majority of them (64%)

received care from a medically trained provider.

Clinical ANC encompasses many different componeritih together help ensure the health and safety

of mother and baby during pregnancy and delivery. FENS collects information on the use of ANC
services by women during pregnancy by measuring the proportion of womennveet demandlevel
recommendatios of the WHO Technical Working Group on ANC (12). These recommendations state that
proper care for mother and child requires that pregnant women have a minimum of four visits with skilled
health personnel, whiclmust be completed at specific times duringet pregnancy (24). The FSNSS
system ascertains this information by interviewing mothers of children aged <6 months about the care

they received during their pregnancy.

In FSNSINS 2019, 39% received four or more ANC from any provider at the nagwegl this much
higher than the previous FSMNS (29%). The proportion of women who receive four or more ANC was
higher in the norslum urban population (68%) than the rural population or stiwelling women (38%
and 50%, respectively) (Figure 9.4). Trapprtion of pregnanivomen who received four or more ANC

is highest in Chittagong (68%) and lowest in Rajshahi (24%) division.

99



80

70
60 5050
50
40
30
20
10

0

. o o‘ ~o > ) ~<\ fz> 'z;. (\ & 'b Q ~<~
é"}\o A é‘& o %7}\9 <@°é & e&\ « Qp\%{\ @\% N
» C‘\'b @*\&
$0

m <4 ANC m>=4 ANC

Figure 9.4: Mothers receiving ANC during their last pregnancy by area of residence

Nationally 44% of pregnant womeaceived ANC from graduate doctors, and the proportion is higher in
the nontslum urban areas (65%) than in rural areas 43Urprisindy, the proportion  of womenwho
received ANC from the graduate doctors was 71% in slums. The proportioagoigot women receiving

ANC from graduate doctors is highest in Chittagong (77%) and lowest in the Rangpur division (18%).
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Figure 9.5: Providers of Antenatal Care (ANC)
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*Multiple responses
**Paramedics= Nurses/Midwives/Paramedics, FWV, Medical assistant/Sub assistant conmmadidz|
officers

IFA tablets are an essential component of adequate ANC. Pregnant women need additional IFA to meet
their own nutritional needs as well @lsose of the developing fetus (25). Iron assists in the prevention of
anemia and associated complications during pregnancy and delivargh as préerm and LBW births,

as well as increased risk of hemorrhage during deliceayd folic acid reduces thiésk of neural tube

defects in infants while helping fight anemia (26). In Bangladesh, this supplement is provided to pregnant
women by the government as part of regular ANC services. However, coverage of and compliance with
the IFA supplementation inteention are low due toa lack of awareness and inadequate delivery
mechanisms (27). About thrdeurths of the women (73%) reported receiving IFA tablets during their last
pregnancy (Figure 9.5). The mean intake of IFA was 114.5+79.1, and the mean intake of calcium tablets
was 103.2+87.0 during the entire pregnancy period among adult women (data not shaha figure).

The rate idigher in rural (73%) than in neslum urban areas (69%). Nationally half (55%) reported that
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Figure 9.6: Pregnant women taking IFA and Calcium tablets

Weight measurement during preghancy

The FSNSRNS 20189 also collects information from the women about their weight measurement

101



during the last pregnancy period, an important indicator of antenatal care (Figure 9.6). About 79% of

women reported that weght measurement was done at least once during their last pregnancy period.

This proportion was highest among the women from sstuimurban areas (91%), followed by slums

and rural areas. Among the administrative divisions, the lowest proportmsatserved in Sylhet (64%).
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Figure 9.6: Weight measurement during pregnancy

Nutrition counseling during pregnancy and lactation period

Increasing the percentage of pregnant women receiving nutrition counseling during the anéénat

period and also during the lactation period is one of the priority aseaeng different maternity services

in Bangladesh. The survey findings revealed that nationally, 75% and 34% of the women received nutrition

counseling during pregnancy and aftéelivery, respectively (Figure 9. However, he proportion of

women who received nutritional counseling was lowest in Barisal division for both time pdatosed

by Rajshahi and Sylhet divisgon
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Figure 9.7: Proportion of women received nutritgd counseling during pregnancy and after delivery by

any health care provider

Figure 9.8 presents the proportion of mothers who received counseling on different components of infant
and young child feeding practices during the lactation period or afterdelivery. Most of them (82%)
have been counseled about exclusive breastfeeding for six months nationally though this proportion was
significantly lower in noislum urban areas. Based on division, this proportion was highest in the Rangpur
division anddwest in the Mymensingh division. Nationally, 35% and 27% of mothers have been counseled
on continuing breastfeeding up to 2 years and complementary feeding, respectively. Similar to the
exclusive breastfeeding counseling, these proportions were also wédexrs lowest in noslum urban

areas (7%).
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Figure 9.8: Percentage of mothers receiving counseling on infant and child feeding components

Poor nutritional status during the reproductive period and pregnancy is a critical healthudritional
problem among women and their children, heightening risks to reproductive health, as well as negatively

affecting birth weight, later healttand development (28).

Behavioral risk factors of noncommunicable diseases

We have collected data obehavioral risk factors of noncommunicable diseases such as smoking and
smokeless tobacco use, physical inactjatyd inadequate consumption of fruits aneégetables from

the women of this age group (Table 9.5). The prevalence of smoking amamgnwas extremely low
(0.1%) at the national leveHowever,0.7% of study womenfrom the Chattogram division were

found to besmokers at thetime of the survey . Consumption of smokeless tobacco among women
has cultural acceptance in our country. The percentage of smokeless tobacco use was 25.3% at the
national level. The percentage was high among the slum population (35.9%) and low among the urban
population (18.1%). Ahe divisional level, the proportion was highestle Mymensingh division (44.1%),

and lowest inthe Chattogram division (15.0%). On the status of physical activity, 91.2% of the women
GSNE LIKeaAOltte | OGABS x fmapn thelnsanaeds §4d the lovgest S G S |
prevalence of adequate physical activity (38.3%), whereas wdroen the rural areas had the highest

(93.2%).The majorityof the women fromthe Mymensingh division (98.7%j)ere physically active,
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followed bythe Sylhetdivision (97.2%) and Rangpur division (94.4%).
Emphasis othe consumption of adequate fruits and vegetables has been increasing worldwide. The WHO

recommends fruits and vegetables as crudwmal a healthy diet and has advocated for increased

2YyadzYLXiAz2y 2F | RSljdzr S 6éxp aSNBAy3Ia0vL FNIZAGE |y
calculateddaily fruits and vegetable intake servingmong adult women athe national and divisional

levek. Nine out of ten (90%) of the studied adult womesnsumed less than 5 servings of fruits and
vegetables per day at the national level. The proportion was high in the slum areas (95%). Most of the

women fromthe Rajshahi division (97%) consume less than 5 servings of fruits and vegetables, and the

proportion was lowest ithe Mymensingh division (68%) (Table 9.3).

Table 9.8: Prevalence of behavioral risk factors of NCDs among adult women &fegedis

= S
Risk factors @ E s % < § © % ;:3_’_
s|e|2§g |2 |5 || e|s|a|2|&
@© S oL 32 < < = > = 3] © >
2 14 Z 5 o0 m (@} [a) = ¥4 o 24 9)
Smoking* 01|01|00|00|00| 07| 01| 00| 00| 00| O00]|O02
Smokeless tobacco® 25. 25. 18. 35. 31. 15. 35. 44, 28. 16. 21. 43.
3 5 1 9 5 0 7 1 5 7 6 3
o 61. | 10. | 17. [ 18. | 11.
Physical inactivity 8.8 | 6.8 7 8 8 3 8 13 | 46 | 95 | 56 | 2.8
Inadequate Fruits and vegetable 90. | 90. 92. | 94. 92. | 92. 89. 67. 85. | 97. 95. 91.
3 2 3 9 2 9 5 6 8 1 2 1

consumption***
* Current smoker/current user of smokeless tobacco; **<150 minutes of moderate to vigorous activity per week; *** <5

servings of fruits and vegetables per day

Hypertension and other noncommunicable diseases (NCD)
We measured the blood pressure among tivomen and asked them about several chronic diseases. For

the selected chronic diseases, we asked them whether any health care préldi¢hem that they had
the disease. The following table (Table 9.6) presents data on blood pressure and the prewdlence

hypertensionin the adult female population. The prevalence of hypertension was 24.2% in rural area,

22.9%in non-slum urban, and 19.4% in slum areas.
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Table 9.9: Blood pressure and prevalence of hypertension among adult women ag§éd/2ars

c
©
Chronic 2 £ '§>
Disease = = — g ‘® = 5
g | _ | E s | €| s | &8 & 2| 58| g
2 © B S 2 b @ £ S S, = <
© = =} = I < < > < © © =
zZ o =2 wn [a] (@) o > X o 0 (7))
Systolic
(mean + sp) 1161|1161 | 1145| 1152| 117.3| 1184 116.2| 1143 | 1205| 111.4 | 1158 112.8
* +16.1 | +16.0 | +16.3 | +19.2 | +15.5 | +15.1 | +16.5 | +15.0 | +17.4 | +15.2 | +15.4 | +15.1
mm of Hg
Diastolic
(moan s Sp)| 78:2% | 77.0% | 767+ | 76.8% | 76.7+| BLOX | 77.8+| 75.9% | 78.3% | 739 | 76.0% | 783+
= 105 | 101 | 93 | 125 | 103 | 92 | 103 | 97 | 101 | 96 | 100 | 9.4
mm of Hg
m&‘;rtens'o 242 | 242 | 229 | 194 | 288 | 275 | 238 | 192 | 21.8 | 228 | 265 | 226

We also collected data on the se#fported prevalence of heart diseases, asthma, kidney diseases,

diabetes, stroke, cancer, and mental heafttoblems

by asking whether any qualified health care

provider ever told them that they have any of thedieeases. Nationally, setported prevalence of heart

diseases, asthma, kidney diseases, diabetes, stroke, cancer, and mental health problem prevalence of the

adult women aged 269 years was 8%, 6%, 2%, 4%, 2%, 0.3%, and 1% respectively. Table 9teshow

further distribution of the selreported NCDs of adult women.

Table 9.10: Prevalence of sedfported norcommunicable diseases among adult women by area of

residence

Chronic Diseass

National

Rural

No-slum
urban

Slum

Barishal

Chattagram

Dhaka

Mymensingh

Khulna

Rajshahi

Rangpur

Sylhet
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g}g’ertens'o” 1904 | 19.4 | 191 | 137 | 240 | 209 | 19.7 | 15.8| 176 | 202 | 195 | 17.1
Any heart

! 83| 83| 64| 66 | 127 | 71 | 106 |106| 88 | 75 | 70 | 54
diseases (%)
Asthma (%) 50 | 59| 55| 28 | 46 | 75 | 37 | 87| 43 | 41 | 76 | 82
E}S”ey diseases 55 | 22 10| 00 | 20 | 12 | 15 | 05| 41 | 20 | 27 | 07
Diabetes (%) | 39 | 38 | 78 | 43 | 56 | 74 | 17 | 11| 26 | 33 | 46 | 21
Stroke (%) 21| 21| 13| 05 | 56 | 31 | 06 | 06| 29 | 00 | 29 | 00
Cancer (%) 03| 03| 00| 00| 00| 21 | 00 | 00| 00 | 00 | 01 | 00
Mental health | o | 45 | 93| 26 | 07 | 22 | 08 | 03| 06 | 00 | 01 | 3.0
problem (%)
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CHAPTER 10: HEALTH & NUTRITION STATUS of ADULT-BEEXERRBS)

To capture the health and nutritional situation of Bangladeshi adult men, FENSR2018.9 collected
data on their dietary habits and measured their height, weight, and MUAC. InZD1d&er 4,904 adult

men aged 269 were interviewed and measured thrdugut the country.

Table 10.1: Characteristics of adult men by area of residence

Ny
_ o 5 )
| < -

Qharacterlst < B % _ = % . £ @ E" 3 =
es 2 S | &£ & E 2 £ = £ = ! = 2

o] =] oL =] @ e < P = o] ¢l =

z ¥ |25 » @ O &) s ¥z o o @
Age 37.9| 380| 365 | 356| 38.1| 36.8| 391| 37.2| 37.4| 375| 394| 37.3
(meantSD) | +11.1| +11.2| 10.6| $9.6| $10.9| +10.8| #11.5| +11.6| 10.2| +11.7| #11.2| #11.2
Marital status
Never

. 16.7| 165| 23.4| 134| 17.8| 266| 151| 140 127| 191| 126| 205

married
Currently 82.7| 830| 760| 858| 819| 728| 829| 855| 865| 806| 87.1| 786
married
Separated 01| 01| 04 0.1 0.0 0.0 0.3 0.0 0.3 0.2 0.0 0.0
Divorced 02| 02| 02 0.7 0.0 0.5 1.3 0.5 0.0 0.0 0.0 0.2
Widowed 03| 03] 00 0.0 0.3 0.1 0.5 0.0 05 0.0 0.3 0.7

Educational level

No education| 29.6| 30.2| 154 33.0 18.0 15.6 31.2 42.3 24.7 38.7 31.3 30.0

Partial 150| 15.1| 135| 140| 184| 183| 163| 106| 183| 11.8| 13.8| 149
primary
Complete 149| 148| 158| 217| 126| 196| 151| 122| 132| 183| 115| 176
primary
Partial

19.7| 195| 249| 198| 205| 238| 181| 17.0| 211| 148| 220| 195
secondary
gg’gp'ete 67| 64| 140 52| 93| 114| 69| 52| 63| 48| 60| 43
HSC or more| 14.1| 14.1| 165 63| 213| 114| 125| 12.7| 165| 116| 153| 137
Occupation
Farmer 185 194] 01 00] 161 78| 239] 304| 273 98] 198] 157
EEZ':'"ed dayl 59| 165| 31 95| 114 9.7 78| 177| 147| 115| 271| 264
;';"c')fd day 95| 95| 90| 109| 114| 107| 106 99| 102 7.9 8.9 5.3
Transport 123 11.9| 214| 162]| 138| 134| 161 85 93| 182 9.7 5.8
Fisherman 08| 08| 00 05 13 2.3 2.1 0.3 0.8 0.0 0.0 24
Salaried 88| 78| 300| 268| 101| 178 7.4 4.8 8.1 46 9.9 6.3
Business 194 191| 238| 301| 216| 267| 238| 187| 19.2| 140| 182| 235
No income 1.7 1.5 6.7 2.7 3.2 3.8 1.9 1.9 0.4 1.0 1.7 2.7
Student 61| 62| 48 2.4 6.6 5.7 4.6 75 6.8 7.8 32 8.2
others 71| 74| 12 0.8 4.6 2.2 1.9 0.2 34| 250 14 3.8
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This report providesationwide estimates of nutritional status and dietary patterimsaddition, dtahave

been collected on socidemographic characteristics, dietary diversibghavioral risk factors for nen
communicable diseases, seffported noncommunicable diseases, quality of life, blood pressure, and
anthropometric indicators, including weight, height, percentage of body fat and wateruppdr arm
circumference, calf ctiumference, and waist circumference. Table 10.1 displays the-deamgraphic
characteristics of this population group. Among the adult men, 82.7% were currently married, 29.6% were
illiterate, and 18.5% were farmers. The le@f education and professnal categories varied among the

adult men by areas of residence.

Dietary diversity

Dietary diversity was assessed by interviewing selected men agb@ 26ars about the food items they
consumed during the day before the interview. Food items werssdiad into 10 different preoded

food groups containing different nutrients, including those with high micronutrient content, such as dark
green leafy vegetables, and those with poor nutrient content but denote increased household purchasing
power suchas soft drinks (4,5). A composite measure of dietary diversity is derived by clustering the 19
food types listed in the questionnaire into a t&em scale to measure Minimum Dietary Diversity
Women (MDDBW), which is a proxy indicator for global use #sessing the micronutrient adequacy of
YSyQa RASia@IM aBRS@St 21LISR (G2 FAOSNIFAY GKS ljdz € A G
needs and validated for women in Bangladesh (4,5). Because minimum dietary diversity is not yet defined
for men,MDDW is used in this report tdefine the diet quality of men. The ten items are starchy staple
foods, beans and peas, nuts and seeds, dairy, flesh foods, eggs, vitachrdArk green leafy vegetables,

and other vitamin Aich vegetables andtits.

MDD is useful in identifying food access and consumption problems among men and targeting
interventions when needed. It may also be used at the community level to evaluate programs intended to
improve food security and nutrition. According to Food and Notr Technical Assistance 2 (FANZJAit

has been seen that the most consistent relationships between the food group scores and the
micronutrient status of individuals are for riboflavin, folate, vitamin B12, vitamin A, and calcium. These

nutrients werealso positively correlated with dietary diversity indicators and remained so even after
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controlling for energy intake. FSRIBS uses the FANPAcutoff considers the consumption of fewer

than five food groups out of ten as indicating a diet inadequataicro-and/or macronutrients (6).

2SS 02ttt SOGSR RASUGUFNE RAGSNBAGE RFEGF FaiAy3a GKS
O2yadzyS GKS F2fft2¢gAy3 F22R AldSYaKéd ¢KSy ¢S 3IANP
defined having dietry diversity if someone consumed 5 or more than 5 food groups out of these 10 food
groups. Figure 10.1 below demonstrated the data on the dietary diversity of the adult men adgd 20
years of the survey. At the national level, the majority (50%) of tae consumed inadequately diversified

diets. Nearly twethirds (63%) of the men from the slum area consumed inadequately diversified diets.
Most of the men from Sylhet (76%) consume an inadequately diversified diet, and the proportion is lowest

in Rajshah{33 %). Table 10.2 below listed the 10 groups of food consumed by the adult men in our survey.
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Figure 10.1: Dietary diversity of adult men

Table 10.2 below showed the data on each of the 10 food groups consumed by the adult men by place of
residence ad division. We found that 100% of the adult male respondents, irrespective of residence and
division, consumed starchy staples in the previous day and night (24 hours) of the interview day. About 2
out of 5 respondents consumed dark green leafy vegetalded 1 out of 4 reported consumption of

pulses (beans, peas, and lentiis)the previous day and night. While about 79% of the adult male
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respondents in our survey reported consuming eiggthe previous day and night, only 38% reported
consuming meat, fish, or poultry in the same period. While consumption of most protdifioods such

as meat, fish or poultry, pulses, nuts, or seeds is highest among the adult malessitinoarban areas
compared to he rural or slums areas, adult males living in rural areas reported the highest consumption

of eggs and dairy products.

Table 10.2: Consumption of 10 food groupg-aay dietary recall by adult men (Z® years)

o
8 <
Dietary diversity 10 food groups ; % 2
o =] S| = 2 < < 5
— o o =
slz|2|le|e | 8|2 |s|a|°|&
] S =] =2 I < = > < IS] o] >
4 4 4 n o0 O [a) = ¥4 24 o4 »
Starchy staples 100. | 100. | 100. | 100. | 100. | 100. | 100. | 100. | 100. | 100. | 100. | 100.
y stap 0 0 0 0 0 0 0 0 0 0 0 0
Dark green leafy vegetables 402 | 396 | 54.1 | 458 | 54.0 | 38.2 | 521 | 32.7 | 334 | 408 | 439 | 41.1

Other vitamin Arich fruits or

vegetables 8.9 9.0 6.4 5.3 6.5 6.1 6.3 3.3 80 | 20.7 | 4.6 0.8
Other vegetables 365 | 36.6 | 334 | 284 | 309 | 282 | 37.6 | 451 | 275 | 36.1 | 50.2 | 23.2
Other fruit 266 | 272 | 143 | 153 | 369 | 158 | 10.2 | 18.7 | 129 | 60.5 | 18.1 | 18.5
Meat, fish or poultry 378 | 376 | 431 | 370 | 476 | 304 | 309 | 46.6 | 28.6 | 46.8 | 39.0 | 24.7
Eggs 79.2 | 80.1 | 60.9 | 59.2 | 546 | 778 | 756 | 81.3 | 96.7 | 87.8 | 659 | 444
Pulses (beans, peas and lentils) 273 | 271 | 341 | 253 | 329 | 183 | 278 | 221 | 25.7 | 23.6 | 41.7 | 11.8
Nuts and seeds 720 | 719 | 744 | 679 | 76.6 | 604 | 81.3 | 80.6 | 828 | 755 | 58.8 | 62.2
Dairy 265 | 266 | 26.4 | 109 | 223 | 306 | 19.7 | 22.1 | 129 | 328 | 378 | 124

Process food consumption

Consumption oprocessed food such as savory crispy or fried snacks (SCFS), sugary snacks (SS), and
sugarsweetened beverages (SSB) are associated with an increased prevalence of obesity and
noncommunicable diseases (NCD). In this survey, adult men age@l\&€ars were intervieed for the 7
days recall on intake of these 3 types of proeed®od where the intake of savory crispy or fried snacks
(SCFS), sweet snacks (SS), and swggetened beverages (SSB) intake were measured by asking
questions about each item with example rlexample, to collect data about the weekly frequency of SCFS,
0KS ljdzSatAiazy élaz aAy GKS ftlaid aS@Sy RIH&az K2g
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In Table 10.3 belovihe frequency of consuming saxy crispy or fried snacks (SCE3gported. Savory

crispy or fried snacks (SCFS) included spicy orssatkgbut not sweet), including commonly consumed
shacks prepared at home for consumption between meals or during traveling, e.g., pakoras, samosa
singara. Besides, it also included commercially prepared foods bought from restaurants or grocety stores
such as chips, chanachur, deep fat fried pulses. According to the current survey, 9.8% of the adult men
aged 2659 years consumed SCFS 7 times orenin 7 days before the interview dayith an additional

11.1% of the adult men who consumed such snaegdimesin the same recall period. Consumption

of SCFS 7 times or more per week is highest (23.2%) among the adult men who liveglimmarban

areas compared to their rural or slum counterparts (9.3% and 12.7%, respectively). From the 8 divisions,
consumption of SCFS 7 times or more per week is highest (7.2%) among the adult men of Chattogram

division and lowest (4.2%) the Rajshahi diision.

Table 10.3: Consumption of Savory Crispy or fried Snacks (SCFS) among adult men

s | _| € s| Ele| T lalz]| sy
Frequency of § g § § E @ g E % £ sz § é
Intake in Zdays z 04 S 5 n ks § a ; ™ ] 8 1)

O =

Never 42.3 | 42.8 31.0 340 379 17.7 47.7 56.7 348 | 57.8 | 42.8 | 43.2
1-3 times 36.8 | 36.9| 34.6 36.5| 36.2 375 36.6 28.6 448 | 324 | 36.3 | 405
4-6 times 111 | 111 11.3 16.7| 149 23.9 85 8.4 11.7 5.6 8.8 11.5
7 or more times| 9.8 9.3 23.2 12.7] 11.0 20.9 7.2 6.4 8.7 4.2 12.2 4.7

Table 10.4 demonstrates the frequency of consumption of Sweet Snacks (SS) among adult men. Sugary
snacks include traditional milbiased sweetmeats of South Asia and snacks and desserts prepared with
added sugar like halwa or sugawntaining snacks purckad from restaurants, or grocery stores, such as
biscuits, cakes, chocolate, candy. According to the data collected in the survey, 25.4% of the adult men
consumed sweet snacks at least 7 timethimweek before the interview dayt was highest among the

adult men living in the slum areas compared to rural and-slom urban areas. Among the divisions, adult
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men living inthe Chattagram division consumed S$he highest frequenciesOn the other hand, dult

men ofthe Rajshahi dision consumed such snackslie lowest frequencies.

Table 10.4: Consumption of Sweet Snacks (SS) among adult men

© _ S © E © Jé-) © ;—:ﬁ 5 -
Frequency of § g § § E é g E‘ % £ 5 § %
Intake in 7days g 4 S 5 0 3 L_‘E [a) £ < s s 1%

O =

Never 249 | 249| 26.2 18.1| 14.8 13.0 225 25.6 15.0 | 428 | 29.3 | 10.2
1-3 times 33.0 [ 332 29.0 | 236| 304 15.1 335 33.9 30.8 | 37.3 | 441 | 23.8
4-6 times 16.7 | 16.7| 17.7 21.3| 256 15.3 18.0 16.7 27.1 7.6 11.2 | 37.0
7 or more times| 25.4 | 25.2| 27.1 | 36.9| 29.3 56.5 26.0 23.8 27.1 | 12.3 | 155 | 29.0

Table 10.5 demonstrates the frequency of consumption of S8garetenedeverage¢SSB) among adult

men. Sugasweetened beverages (SSB) are defined as beverages that contain added sugars in line with
the definition provided by the Center for Diseases Control and Prevention (CDC), USA. According to the
data collected in this survey, 55.9% of the adult men consumed SSB at least 7 times in the week before
the interview day with the highest percentage (80.4%mong the adult men living in neslum urban

areas. Among the divisionthe highest consumption of sugaweetened beverage(SSB) was reported

by the adult men of the Chattogram division (92.6#6)h the lowest consumption reported by adult men

of the Khulna division (30.1%).

Table 10.5: Consumption of Sugiweetened Beverage (SSB) among adult men

T - S ® g ) %ED © = 5 -
Frequency of é g é § E é 2 ?_—é % = cz § g‘;
Intake in 7days g 4 S 5 n 8 E a £ S S 8 17

O =

Never 22.7 | 23.3 9.3 129 7.8 4.8 21.8 151 31.2 | 36.7 | 214 9.1
1-3 times 154 | 15.8 5.8 79 | 10.6 1.9 10.3 11.3 17.4 | 27.7 | 15.1 8.1
4-6 times 6.1 6.2 4.4 4.2 8.1 0.7 6.1 5.0 8.4 5.6 8.3 3.0
7 or more times| 55.9 | 54.7| 80.4 75.1| 73.5 92.6 61.8 68.6 429 | 30.1 | 55.2 | 79.9

Body Mass Index (BMI) of men (Z® years)
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BMI indicates the thinness or obesity of an individual {BMI=Weight (kilograms)/Aéigéters)} and is

used to represent the nutritional status of ngmegnant men. By normalizing the weights of individuals
aganst their heights, nutritional status indicators based on BMI are useful in detecting acute malnutrition
(12)! For adult men aged 20 to 59, nutritional status is calculated through the use of Bifffg|@&sian).

BMI measures are also used to estimtite proportion of the overweight or obese population and thereby

at higher risk for norommunicable disease (13). Men are classified based on the BMI score at which an

increased risk of namommunicable diseases has been observed (13).

Table 10.6: Cssification of malnutrition based on BMI for men

Population Rationale Category Definition
Severely thin BMI of less than 16
BMI less than 17 but highe

Identifying the proportion

of;f;f)l::aap;irggl;;?r\]/zsge Moderately thin than or equal to 16
increased risk of Mildly thin BMI less than 18.5 but

higher than or equal to 17
BMI of less than 18.5

communicable illness and

decreasecenergy levels Chronically energy

Adult men deficient (CED)
(20 to 59 years Increased risk for Asian| BMI greater than 23 but
of age) populations less than 27.5

Identifying the proportion

. Overweight (International| BMI greater than 25 but
of the reproductive age
opulation with an cut-off) less than 30

_Pop . High risk for Asian BMI greater than or equal
increased risk of non :
communicable disease populations 1027.5

Obesity (International cut| BMI higher than or equal tg

off) 30

According to BMI based on Asian -ait values, 51% of men fell into normal categories (Fig. 10.2). The

proportion of overnourished men (33.8%) was more than the proportion of undernourished men (15%).
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Figure 10.2: Nutritional status of adult men
In the nonslum urban areas, only 39%) of the men fell into the normal category, and nearly half (49.5%)
were overnourished. In nealum urban areas, the proportions of obese men (13.8%) were substantially

higher than that of rural areas (6.5%) and slum aréz8%).

Behavioral risk factors of noncommunicable diseases

We have collected data on smoking and smokeless tobacco use, physical inaatigitinadequate
consumption of fruits andegetablesamong adult men aged 289 years as the behavioral risk factors of
noncommunicable diseases (NCD). The prevalence of smoking among the adult men of this age group in
our survey was 39.6% at the national lewéth the highestprevalence inslums (55.4%) and lowest

in rural areas (39.2%). Among all the divisions, adult mehe Mymensingh division smoken the

highest percentage (55.4%). Nationally, about 24.1% of the adult men use smokeless tobacco in some
form or andher, with the highest 24.5% in rural areas atite lowest 16.3% in slum3he percentagef
smokeless tobacco is highest ithe Rangpur division (42.4%) and lowesthe Chattogram division
(15.4%). Nationally, 20.1% of the adult men performed less than 150 minutes of moderate to vigorous
physical activity every week. Adult men living in rural areas are more physically active thslumarban
residents and slum dwellerg\bout 69% of the adult men living in nelum areas reported performing

less than 150 minutes of moderate to vigorous physical activity in a week at the time of interview. From
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the divisional estimates, adult men the Rajshahi division are most phydlganactive (30.0%Wwith the

lowest percentage ithe Mymensingh division (6.3%).

The WHO recommends fruits and vegetables as crémiah healthy diet and has advocated for
AYONBIFaSR O2yadzvYLliazy 27F | RS daegefable® through taiigStédld A y =
campaigns. We have calculatédily fruits and vegetable intake serviregaong adult men athe national

and divisional level More than eight out of ten (83%) of the studied adult men consumed less than 5
servings of fruits ad vegetables per day at the national level. The proportion of adult men consuming
inadequatefruits andvegetables was highest in the neslum urban areas (94.5%) and lowest in rural
areas (82.5%). Most of the women frdime Rajshahi diigion (94.5%) consumed less than 5 servings of

fruits and vegetables, and the proportion was lowesthia Mymensingh division (49.7%) (Table 10.7).

Table 10.7: Prevalence of behavioral risk factors of NCDs among adult men gifegie2is

Ny
] | | B
— — — n — —
Risk factors Sl _ 24 21 8| s S o Ets 2 | =
S| B8|dg E| 2| B || E|S|B&| 2|8
T S oL 3= ] < = > < Sl ] =
Z ||z »w | ma |0 |o| 5| ¥ |x|lax|n
Smoking* 39.6|39.2(46.8| 55.4| 37.3|48.4| 43.7| 55.4 | 32.5| 34.2| 37.2| 48.0

Smokeless tobacco| 24.1| 24.5| 16.6| 16.3| 18.5| 15.4| 20.9| 20.3 | 22.7| 16.7| 42.4| 31.4
Physical inactivity**| 20.1| 18.0| 68.8| 25.4| 28.4| 28.2| 20.5| 6.3 | 14.9| 30.0| 14.6| 9.6
Inadequate fruits
and vegetable 83.0/82.5{94.5|92.8|87.5/88.2(83.9| 49.7 | 72.5|94.6| 90.8| 92.0
consumption***

* Current smoker/current user of smokeless tobacco; *<hi@utes of moderate to vigorous activity per week; *** <5
servings of fruits and vegetables per day

Noncommunicable diseases (NCD)

We measured the blood pressure of the men and asked them about several chronic diseases. For the
selected chronic diseases, we asked them whether any health care provider diagnosed the disease. The
following table (Table 10.8) presents data on blood pressand the prevalence of hypertension. The

results revealed that mean systolic BP was higher in rural areas compared to other areas, and the mean

Table 10.8: Blood pressure and prevalence of hypertension among adult men agéd/2ars
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Chronic
Disease

Dhaka
Mymensingh
Khulna
Rajshahi
Rangpur

No-slum urban
Sylhet

National
Rural

Slum
Barishal
Chattagram

Systolic (mean £| 119.0 | 119.0 | 118.9 | 116.6 | 120.5| 122.4 | 120.0 | 116.5| 122.9 | 113.9 | 119.2 | 114.8
SD) mm of Hg +14.2 | ¥14.2 | £14.7 | £11.7 | #13.7 | ¥14.2 | £14.7 | +13.0 | #13.7 | ¥13.2 | +14.6 | +13.4

Diastolic (mean | 76.7x | 76.6+ | 79.1+ | 77.1% | 76.4+ | 81.1+ | 79.0+ | 74.4+| 78.3+ | 73.3x| 76.2+| 77.0
+SD) mmofHg| 10.0 | 10.0 9.8 8.4 10.0 8.4 9.8 9.6 9.4 9.4 11.0 9.3

Hypertension

(%) 185 | 185 | 193 | 151 | 205 | 20.0 | 216 | 141 | 20.7 | 125 | 225 | 155

Diastolic  blood pressure is highest in the nefum areas. The prevalence of hypertension is highest
among the adult men residing in the nelum urban areas and lowest among those living in the slum
areas. Among the divisions, the prevalence ydrtension is highest in the Rangpur division (22.5%) and

lowest inthe Rajshahi division (12.5%)

We also collected data on the seHfported prevalence of heart diseases, asthma, kidney diseases,
diabetes, stroke, cancer, and mental heafttoblems by asking whether any qualified health care
provider ever told them that they have any of these diseases. Nationallyepeifted prevalence of heart
diseases, asthma, kidney diseases, diabetes, stroke, cancer, and mental health problem prevdlence o
adult men aged 239 years was 7%, 6%, 2%, 3%, 1%, 0.3%, and 1% respectively. Table 10.9 shows the

further distribution of the selfeported NCDs of adult men.

Table 10.9: Prevalence of sedfported NCDs among adult men aged5®years

g
2 £ 5
If ted Chronic Disease o z T g B = 5
Selfreporte g 3 g s E . £ @ § 3 _
2 S | & | E| 2 8| ¢ || s |a| 2|2
S 5 b =) ] < < > = < [ =
2 14 2 ) s} (@) a = % 24 24 n
Hypertension 122 | 122 | 120 | 93| 16.2 | 11.0| 121 | 88 | 12.1 | 9.2 | 16.7 | 10.6
Any heart diseases (%) 6.8 6.9 37 | 89| 105 | 4.9 71 |1 68| 78 | 58| 6.8 7.0
Asthma (%) 5.6 5.6 47 | 65| 4.1 4.6 34 | 62| 66 | 51| 64 6.1
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Kidney diseases (%) 2.1 21 1.6 10| 3.5 1.0 15 0.6 4.0 1.2 2.3 0.2
Diabetes (%) 3.2 3.1 55 3.9 54 5.2 51 2.4 1.2 3.0 3.7 0.4
Stroke (%) 1.4 15 0.6 10| 49 15 0.5 0.7 1.4 1.1 1.4 0.9
Cancer (%) 0.3 0.3 0.0 0.0 | 0.0 0.5 0.0 | 0.0 0.0 0.7 0.2 0.0
Mental health problem (%) 0.7 0.8 01 | 15| 05 0.8 09 03] 16 | 02| 05 2.0
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CHAPTER 11: HEALTH & NUTRITION STATUS OF ELDERLY PEOPLE

The epidemiological transition took place in Bangladesh, and the disease burden has been shifted from
communicable to noftommunicable disease. The life expectancy at birth has increased substantially
(71.6% for both sexes as per SVRS, 2016) during thdgmzdes [1]According tdHealth Bulletin 2017,

people over 60 years constituted over 11% of the total population in 2011 and are estimated to constitute
14.4% in 2021 and 21.3% of the total population in 203g&riatric nutrition is one of thessential
components of geriatric healthHowever,Bangladesh lacks data to take the necessary policy and
programmatic action. Accordingly, this study collected data from the geriatric population to assess their
nutrition status and quality of life. We aintpate that this data would help develop a geriatric nutrition
strategy, which is one of the activities stated in the latest program implementation plan (PIP) under the

leadership of the National Nutrition Service [2].

Table 11.1: Characteristics of efty people by area of residence

Non-slum .

Characteristics Ezural urban S_Ium Nétmnal

(n=3,463) (n=807) (n = 548) (n=4,818)
Sex (%)
Male 52.4 54.0 51.1 52.4
Female 47.6 46.0 49.0 47.6
Age (mean + SD) year, 68.7+8.1 67.416.6 67.5+8.0 68.74£8.1
Education (%)
No education 63.9 47.7 79.2 63.7
Partial primary 14.1 10.2 11.2 14.0
Complete primary 7.9 145 4.9 8.0
Partial secondary 7.9 13.3 3.8 8.0
Complete SSC 2.8 5.5 0.9 2.8
Above SSC 3.4 8.8 0.0 3.5
Profession (%)
Farmer 16.9 0.8 0.1 16.6
Unskilled day labor 7.3 2.7 7.3 7.2
Skilled day labor 1.0 1.4 2.9 1.0
Transport 1.4 4.0 2.6 1.4
Fisherman 0.6 0.0 0.7 0.6
Salaried 1.5 8.6 6.9 1.6
Business 6.5 12.0 25.2 6.6
No income 23.6 33.4 24.6 23.8
Homemaker 33.6 254 23.7 335
Others 7.7 11.8 6.0 7.8
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The FSNSP round 202819 collected data on socitemographic characteristics, dietary diversity,
behavioral risk factors for necommunicable diseases, sefported nonrcommunicable diseases, quality

of life, blood pressure and anthropometric indicatarsluding weight, height, percentage of body fat and
water, midupper arm circumference, calf circumference, and waist circumference. Table 11.1 displays the
socicdemographic characteristics of this population group. Amongeiderly people 52.4% were mle,

63.9% were illiterate, and 16.6% were farmers. The level of education and professional categories varied
among theelderly peopleby areas of residence. Tweriyur percent of elderly people did not have any

income during the data collection.

Dietary diversity

Measures of dietary diversity provide a means of documenting food purchases at the household level and

capturing the quality of diet in terms of macro and micronutrient content, and the number of different
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food groups consumed. Furthermore, the dietaryesssnent makes it possible to examine food security

at the household and intraousehold levels. Dietary diversity was assessed by interviewing selected
elderly people aged 60 years or above about the food items they consumed during the day before the
interdA Sgd 2SS 02ttt SOGSR RASGINE RAGSNERAGE RIFEGE | afy.
82dz O2yadzyS (KS F2ff26Ay3 F22R AlGSYaKéoedGd®R R Al
groups containing different nutrients, including tleowith high micronutrient content, such as dark green

leafy vegetables, and those with poor nutrient content but denote increased household purchasing power,

such as soft drinks.

The Figure below (Figure 11.1) demonstrated the data on the dietary divefshe elderly population of

the survey. Elderly people in netum urban areas consumed a more diverse diet than those living in rural
and slum areas. Elderly people in Sylhet and Khulna divisions are most deprived in terms of dietary
diversity, whileelderly people in the Rajshahi division have been found with the highest percentage

consuming diverse food.
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Figure 11.1: Dietary diversity among elderly people by area of residence

Table 11.2 below showed the data on each of the 10 food groups comshynthe adult men by place of
residence and division. We found that almost all of the elderly respondents consumed starchy staples in
the last 7 days, with the highest consumption in rdamurban areas and lowest consumption in rural

areas. Abat 2 out of 5 respondents consumed dark green leafy vegetables, and 1 out of 5 reported
consumption of pulses (beans, peas, and lentils) in the same recall period. While about 75% of the elderly
people in our survey reported consuming eggs in the last ys,danly 31% reported that they had
consumed meat, fish, or poultry in the same period. Consumption of all pratgirfoods such as eggs,
meat, fish or poultry, pulses, nuts, or seeds is highest among the elderly people living in tskimon

urban areazompared to those of the rural or slums areas.

Table 11.2: Consumption of 10 food groups in 7 day dietary recall by elderly people by place of residence
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Dietary diversity 10 food groups

Nonsslum urban

National
Rural

Slum
Barishal
Chattogram
Dhaka
Mymensingh
Khulna
Rajshahi
Rangpur
Sylhet

Starchy staples 99.8 | 99.8| 99.7 | 99.8 | 99.7 | 99.7 | 100.0| 100.0 | 100.0| 99.4 | 100.0| 100.0

Dark green leafy vegetables 376 | 37.3| 545| 404 | 475 | 335 | 53.2 34.5 285 | 39.1| 394 | 47.1

Other vitamin Arich fruits or vegetables 4.5 | 45 | 3.0 | 34 | 2.8 6.7 3.0 0.2 32 |101| 25 1.7

Other vegetables 34.7| 34.7| 343| 31.8| 248 | 27.6 | 38.6 445 28.4 | 36.2 | 44.7 | 185
Other fruit 2441 246| 15.7| 18.0| 33.8| 11.3 | 10.7 19.4 8.9 61.1| 15.0 18.1
Meat, fish or poultry 314 | 31.3| 36.1| 27.4| 43.0| 321 | 28.0 43.1 175 | 38.6 | 30.6 | 18.7
Eggs 74.7| 749| 639| 66.2| 454 | 769 | 719 79.1 946 | 835 | 57.7 | 59.6
Pulses (beans, peas and lentils) 19.7 | 19.6 | 29.4| 13.8| 18.1| 12.6 | 20.5 16.0 15.3 | 183 | 344 8.6
Nuts and seeds 67.9| 67.8| 741| 622 | 73.9| 59.6 | 745 82.6 740 | 71.6| 53,5 | 61.2
Dairy 290 29.1| 279 | 158 | 256 | 28.1 | 214 29.5 146 | 39.7| 39.6 12.3

Process food consumption

Consumption oprocessed food such as savory crispy or fried snacks (SCFS), sugary snacks (SS), and
sugarsweetened beverages (SSB) are associated with an increased prevalence of obesity and
noncommunicable diseases (NCD). In this survey, elderly people aged 60 years or manéenaesved

for the 7-days recall on intake of these 3 types of proeefsod where the intake of savory crispy or fried
snacks (SCFS), sweet snacks (SS), andssuggtened beverages (SSB) intake were measured by asking
guestions about each item withkample. For example, to collect data about the weekly frequency of SCFS,
0KS ljdzSatAaz2y ¢l asx aAy GKS tlFad aS@Sy RIeaszs K2g
OKALAS aAYy3IFNFS=E alyvyzals SG0SGSNI Ké o

In Table 11.3 belovthe frequency of cosuming savory crispy or fried snacks (S@H8ported. Savory
crispy or fried snacks (SCFS) included spicy orssaltkgbut not sweet), including commonly consumed
shacks prepared at home for consumption between meals or during traveling, e.g.apakamosas,
singara. Besides, it also included commercially prepared foods bought from restaurants or grocety stores
such as chips, chanachur, deep fat fried pulses. According to the current survey, 2.1% of the elderly people
aged 60 years or more consewh SCFS 7 times or more in 7 days before the interviewvd#ty an
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additional 4.1% of the elderly people who consumed such snaéksmMesin the same recall period.
Consumption of SCFS 7 times or more per week is highest (3.9%) among the elderly people who lived in
non-slum urban areas compared to their rural or slum counterparts (2.1% and 3.5%, respectively). From
the 8 divisions, consumption of SGHR8nes or more per week is highest (5.3%) among the elderly people

of the Barishal division and lowest (0.3%}he Sylhet division.

Table 11.3: Consumption of Savory Crispy or fried Snacks (SCFS) among elderly people

£ S
£ g = = .

Frequency of T 5 T > @ © < 5 _
Intake in 7Zdays | & 3| 25| | & % g g < B S| E

© S c o = T < < > c ‘T IS =

z 14 Z5 n m (@) a = ¥4 04 04 D)
Never 74.0 | 741| 67.4 | 659 | 63.7 49.6 80.0 83.7 744 | 86.6 | 73.5 | 75.8
1-3 times 199 | 19.8| 249 | 25.0| 26.3 36.6 16.1 13.4 223 | 10.2 | 18.6 | 19.6
4-6 times 4.1 4.1 3.8 5.6 4.8 11.2 3.0 1.8 2.6 1.8 4.3 4.4
7 or more times| 2.1 21 3.9 35 53 2.6 1.0 1.1 0.7 1.5 3.6 0.3

Table 11.4 demonstrates the frequency of consumption of Sweet Snacks (SS) among elderly people.
Sugary shacks include traditional rilased sweetmeats of South Asia and snacks and desserts prepared
with added sugar like halwa or sugawntaining snacksyschased from restaurants, or grocery stores,

such as biscuits, cakes, chocolate, candy. According to the data collected in the survey, 17.6% of the elderly
people consumed sweet snacks at least 7 timahe week before the interview dayand itwas highest

among the elderly people living in the slum areas compared to rural anesiuom urban areas. Among

the divisions, elderly people livingtime Chattagram division consumed S$iehighest frequenciesand

elderly people othe Rajshahi digion consumed such snacksglie lowest frequencies.

Table 11.4: Consumption of Sweet Snacks (SS) among elderly people

=
£ ()
e < % —
Frequency of © 5 [ S c © I 2
Intake in 7days é 3| 25 £ é % % 2 = 5. % E
@ = o Q = © < < > - @ [ >
z 4 z 5 n s} O [a) = 4 o o »
Never 39.7 | 39.6| 432 | 374 | 304 17.0 42.5 45.9 26.5 | 56.9 | 52.7 | 22.7
1-3 times 314 | 315| 237 | 20.2| 340 15.8 34.1 25.7 447 | 31.2 | 295 | 29.5

4-6 times 114 | 11.4| 104 14.1 | 15.2 15.9 10.6 10.6 17.9 4.6 6.3 19.7
7 or more times| 17.6 | 17.5 23.0 28.3| 204 51.3 12.8 17.8 10.9 7.4 116 | 28.1
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Table 11.5 demonstrates the frequency of consumptio®ofarSweetened beverage{SSB) among
elderly people. Sugaweetened beverages (SSB) are defined as beverages that contain added sugars in
line with the definition provided by the Center for Diseases Control and Prevention (CDC), USA. According
to the data collected in this survey, 40.4% of the elderly people consumed SSB at least 7 times in the week
before the interview daywith the highest perentage (74.9%) among the elderly people living in-alim

urban areas. Among the divisionise highest consumption acfugarsweetened beverages (SSB) was
reported by the elderly people of the Chattogram division (88, ¥ith the lowestconsumption reported

by elderly people ofthe Rajshahi division (17.9%).

Table 11. 5: Consumption of Sugaweetened Beverage (SSB) among elderly people

=
£ o
£ < % —
Frequency of B 5 T > 2 S 3
. c _ = < Ie] © © © o -
Intake in 7days | & S 9 g £ ] = < 2 £ . S °
© S oL =} © c c > = [ @ =
z @ Z5 n oM @) & = X 14 14 )
Never 474 | 47.9 19.4 19.8 | 27.0 10.2 45.9 41.0 71.2 | 70.0 | 429 | 119
1-3 times 8.7 8.8 3.7 5.6 | 18.9 1.0 12.0 9.0 6.6 9.6 11.0 3.9
4-6 times 34 35 2.3 4.6 6.2 0.8 4.0 4.7 3.2 2.5 3.9 5.8
7 or more times| 40.4 | 39.8 74.6 70.0 | 479 88.1 38.1 454 19.1 | 179 | 422 | 785

Mini-nutritional  assessment (MNA)

We conducted a preliminary screening for the risk of malnutrition among the elderly people using the
mini-nutritional assessment shoifiorm (MNASF) questionnaire developed and validated jointly by the
Centre for Internal Medicine and Clinical Getology of Toulouse (France), the Clinical Nutrition Program
at the University of New Mexico (United States), and the Nestle” Research Centre in Lausanne
(Switzerland) [3]. Figure 11.2 demonstrates the status of nutrition of the elderly people in Basiglade
assessed by the MN8F. As per the data, 20% of the elderly people of Bangladesh are estimated as
malnourished with an additional 69% of them are at risk of bemglnourished . From the divisional
estimates, elderly people who were livingtime Mymensingh district were malnourished tihe highest
percentage (37%)whereasthe lowest percentage (13%) of elderly people were malnourishethén
Barishal division. Among three types of places of residence, rural areas had the highest perceftgge (19
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of malnourished people while nesium urban areas had the lowest (13%).
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Figure 11.2: Nutritional status of elderly people using mintritional assessment

Assessment of nutritional status

As there are no nationally representative data on theritional status of the elderly population, we
measured the height (using locally made stadiometer), weight (using Tanita weighing scalepperd

arm circumference (using ShorrTape®©), calf circumference and waist circumference (using measuring
tape). Maeover, we measured the percentage of body fat and the percentage of body water in this
population. The following table (Table 11.6) presents the mean + SD weight, heighippad arm

circumference, calf circumference, and waist circumference.

Tabk 11.6: Selected anthropometric indicators of elderly people by area of residence
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o)) [@)]
. c
Anthropometric | — £ s D = s
measurements| & 2 T 2 s G s s =3 =
S| g |28 e | 2| 2| %|e |s5|8| 2| &
(meantSD) gF 5 o8| 3 T = P S, 2 T T =
z x Z5| » o0 O a S| ¢ o 4 %)
Weight (kg) 49 7| 495| 556| 52.2| 504| 51.1| 52.0| 47.1| 49.3| 49.0| 50.8| 46.3
9 9 +10.4| +10.3| +12.3| +11.1| +11.3| £10.7| £10.2| +9.2| +9.9| +9.5| +11.4| 9.5
Height (cm) 153.8| 153.7| 154.4| 154.2| 153.0| 152.9| 154.3| 154.4| 153.4| 154.2| 154.4| 152.5
9 +9.0| +8.9| +10.0| +8.7| +8.9| +8.6| +9.1| +9.2| +9.2| +8.7| +8.9| 9.2

Mid-upper arm
circumference
(cm)

25.0| 249| 26.3| 255| 249| 255| 25.7| 24.1| 24.6| 25.0| 255| 238
41| 41| *4.8| +33| 57| 34| +36| +28| 33| 55| 35| 27

Calf| 26.5| 26.3| 30.8| 28.9| 254 31.3| 27.2| 27.2| 26.7| 247| 27.6| 25.9
circumference| +*4.9| #4.8| #5.2| 45| +2.1| £5.1| +2.9| +4.8| +2.7| +7.7| +2.8| +4.0

Waist| 78.5| 78.4| 85.1| 81.3| 80.3| 81.7| 81.0| 75.3| 77.8| 77.4| 78.9| 759
circumference| £11.5| +11.4| +12.4| £11.6| £12.0| +11.1| +11.0| +10.2| £10.6 | £11.1| +12.6 | +10.8

Body mass index (BMI) categories

BMI comprises data from two measurements (height and weight). We tieedsian cutoff of BMI to

categorize underweight, normal, overweight, and obesity. Figure 11.3 shows the categorization by area of
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Figure 11.3: Prevalence whderweight, normal, overweight, and obesity among elderly people by area of
residence

The prevalence of underweight is higher among the elderly population in rural.dreasntrast,the
prevalence of overweight and obesity is higher in4stum urban agas. Of all the divisions, Mymensingh

and Sylhet divisions have the highest percentages of underweight elderly people.
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Behavioral risk factors of noncommunicable diseases

We have collected data on smoking and smokeless tobacco use, physical inaatigitinadequate
consumption of fruits andegetables among elderly people (60 years and above) as the behavioral risk
factors of noncommunicable diseases (NCD). The prevalence of smoking among the elderly people in our
survey was 18.4% at the natial leve] with the highestprevalence inslums (26.4%) andhe lowest

in nonslumurban areas (16.5%). Nationally, about 52% of the elderly people use smokeless tgbacco
with the highest 58% in slums arnke lowest 34% in noilum urban areasThe percentag®f smoking
tobacco is highest ithe Khulna division and lowest iiie Chattogram divisions. In terms of physical
inactivity, 38% of the elderly people performed less than 150 minutes of moderate to vigorous physica
activity every week. Approximately 4 out of 5 elderly people in-sloim urban areas were physically
inactive at the time othe survey with 2 out 5 such elderly persons in both rural and slum areas. From
divisional estimates, elderly people time Barshal division were most physically inactive (56%h the

lowest percentage ithe Mymensingh division (23%).

The WHO recommends fruits and vegetables as crémiah healthy diet and has advocated for
AYONBIF AaSR 02y adzy Ll dedigys e day) RUBdj aimll ve§etabdes thrpugh targeted
campaigns. We have calculated the servings of daily fruits and vegetable intake among elderly people at
the national and divisional levelNine out of ten (91%) of the studied elderly people consdifess than

5 servings of fruits and vegetables per day at the national level. The proportion of elderly people
consuming inadequatiuits andvegetables was highest in the slum areas (97%). Most of the elderly
people fromthe Rajshahi tision (98%) consumed less than 5 servings of fruits and vegetables, and the

proportion was lowest ithe Mymensingh division (66%) (Table 11.7).

Table 11.7: Prevalence of behavioral risk factors of NCDs among elderly people aged 60 years and above

= S
i [ g 5| 5 G | 5
Riskfactors c _ % C P IS © S © < a -
S| 8|ldg E| 2| B || €| S|l 2|8
< S cgQ 3 © < = > = < o =
pd x |23 » m @) &) = 2 04 14 %)
Smoking* 18.4|18.4| 16.5| 26.4| 13.2| 23.2| 24.0| 29.9 | 13.8| 18.0| 13.3| 28.7

Smokeless tobacco| 51.7| 52.0| 33.6| 58.0| 57.0| 38.3| 56.2| 51.3 | 60.6| 50.4| 48.7 | 57.1

Physical inactivity**| 38.4| 37.8| 78.9| 38.6| 56.0| 54.0| 42.9| 23.3 | 33.2| 39.6| 32.4| 37.2

Inadequate fruits | 91.0( 90.9| 95.4| 96.7| 97.2| 93.2| 90.5| 66.2 | 86.7 | 97.7| 97.2| 90.9
128




and vegetable

consumption***
* Current smoker/current user of smokelesbhacco; **<150 minutes of moderate to vigorous activity per week; *** <5
servings of fruits and vegetables per day

Noncommunicable Diseases (NCD)

We measured the blood pressure of elderly people and asked #imnt several chronic diseases. For

the selected chronic diseases, we asked them whether any health care provider diagnosed the disease.
The following table (Table 11.8) presents data on blood pressure and hypertension. Nationally, the mean
+ SD of systolic BP is 138.23.5 mm Hglrhe nean + SD of diastolic BP is 79.5 + 12.4 mm Hg. The results
reveal that the mean of both systolic and diastolic BP was highest ksloonurban areadn addition,

the prevalence of hypertension was highest in redam urban elderlies.

Table 11.8: Blood pressure and prevalence of hypertension among elderly people aged 60 years and above

S
pressure an c _ = c T =2 © ) @ @ o =
Hypertension| = o 2a8| E 2 £ % £ = B, 2 2
yp © 5 o2 =] < < < = = ] I} =,
4 o Z D wn m (@] o = X g g wn
(mefnyit%'g 130.8| 130.8| 133.8| 128.4| 133.7| 134.8| 132.4| 127.9| 136.2| 124.8| 129.8| 127.0
=90 o3 5| 4235 | +23.3| +21.2| +23.4| +21.0| +22.3| +23.5| +24.2 | +24.4| +22.1| +22.1
mm of Hg
(me[;'r‘;"sfos"é 795| 795| 805| 79.0| 78.1| 84.1| 81.3| 78.1| 805| 765| 79.1| 81.1
901 104 +12.4| +11.5| £10.9| +11.3| +10.0| +10.9| +12.2| +12.3| +12.7| +13.6| +11.4
mm of Hg
Hype”e”?(';;‘ 490| 49.0| 532| 39.4| 59.1| 53.9| 49.2| 43.3| 53.3| 39.6| 50.0| 49.4

We also collected data on the se#fported prevalence of heart diseases, asthma, kidney diseases,
diabetes, stroke, cancer, and mental heafttoblems by asking whether any qualified health care
provider ever told them that they have any of thediseases. Nationally, the sedported prevalence of
heart diseases, asthma, kidney diseases, diabetes, stroke, cancer, and mental health ppobledence
was 16%, 14%, 3%, 9%, 7.5%, 0.5%, antetpectively. The prevalence of heart disease, asttidagy
diseases, diabetes, and mental health problems is higher irshon urban areas. Table 11.9 shows the
distribution of the seHreported NCDs (other than hypertension).
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Table 11.9: Prevalence of sedfported NCDs among elderly people aged/é@rs and above

S
(@]
5 £ 5 e .z 3
= < © o —

S|z |28 | 8| 2|38 |5 |5|2| &8

@ S o = =] I < < > - @ @© =

Z o Z 2D wn m (@) (@) = 4 o g (7))
Hypertension 36.0| 359 | 412 | 284 | 484 | 39.1 | 329 | 29.7 | 35.7| 31.3 | 37.7 | 37.1
Any heart 16.1| 21.8 | 160 | 169 | 19.7 | 237 | 119 | 11.8 | 188 | 146 | 11.0 | 21.1
diseases (%)
Asthma (%) 14.0| 19.4 | 139 | 166 | 124 | 19.7 | 10.7 | 16.7 | 17.6 | 122 | 92 | 13.0
gf)”ey diseases | 51|\ 53 | 30| 35| 25 | 22 | 1.9 | 25 | 42 | 30 | 39 | 09
Diabetes (%) 89 | 243 | 87 | 119 | 138 | 155 | 110| 54 | 7.8 | 75 | 7.2 | 6.0
Stroke (%) 75| 73 | 75 | 74 | 124 | 44 | 61 | 50 | 135| 63 | 46 | 58
Cancer (%) 05| 00| 05| 00| 05| 08 | 00| 1.0 | 00| 06 | 05 | 07
Mental health 14| 23| 14| 03| 24| 13| 16| 05| 23| 14| 07| 17

problem (%)
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ANNEXL

Annex-1: Comparison of major indications with recent national

surveys
Sl | Indicators BDHS MICS FSNSP FSNSR
no 201718 2019 2015 NNS 2018
19
1 Mean size of household 4.5 (BDHS 2014) 4.3 4.8 4.5
2 Household food security status*
(HFIAS) (% ofhouseholds)
Food secure 75 59
Mild food insecurity 3 24
Moderate food insecurity 2 5
Severe food insecurity 20 12
3 Improved sanitation facility (not 43 37
shared)
4 Improve source of drinking wate 98 (BDHS 2014) 91
5 Nutritional status of children (0
to 59 months)
Stunting 31 28 35 28
Underweight 22 23 31 25
Wasting 8 10 10 10
6 Receipt of vitamin A capsule for 79 67 70
six months (€69 months)
7 Inadequate dietary diversity 66 55
among adult women**
8 Maternal nutritional status (BDHS 2014) (Asian (Asian cut
(International cut cut-off) off)
off)
Undernourished 19 16 11
Normal 58 43 40
Overweight 19 29 35
Obesity 4 12 14
9 ANC visit (4 or more visits to 31 (BDHS2014) 37 29 39
any provider)

*For food security status, FSNSP 2014 was compared as FSNSP 2015 does not have this indicator.

**Different indicators/scales for different surveys.
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