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Ending malnutrition for every last child in Bangladesh

What’s the problem?

The rate of undernutrition in Bangladesh is among the highest in the world. The national prevalence of stunting'
among children under five declined from 51% in 2004 to 36% in 2014, but the rate of decline is slowing and the
scale of the problem remains immense: some seven million children are estimated to be chronically
undernourished. '

There are huge disparities in nutritional status across the country. Improvements are not spread evenly across
the country and certain areas are left behind. Rural children are more likely to be stunted than urban children
(38% compared with 31%). Stunting rates also vary across divisions from 28% in Khulna (the lowest) to 50% in
Sylhet (the highest)."

According to the undernutrition maps,” 39 out of 64 districts in Bangladesh have stunting rates above the
World Health Organization (WHO) critical threshold level of 40%. And 55 districts are above the WHO
critical threshold level for underweight (30%). At upazila level (the next administrative tier), 300 out of a total of
544 upazilas (55%) have a stunting rate above 40% and 440 upazilas (81%) have an underweight rate above 30%.

Children living in slums lag well behind national averages in terms of progress on nutrition. The national
micronutrients survey in 2013" was the first attempt to assess the nutrition status in the slum population, an
issue of long time need, which lacked data. The survey revealed that the slum population was suffering from key
micronutrient deficiencies. In 2013, 51.1% of preschool children in slums were stunted, compared to 32.1%
nationally. The prevalence of underweight children in slums was 47.4%, compared to 30% at the national level.
The prevalence of wasting” for children in slums was 20.3%, compared to 19.3% nationally.

The overall urban stunting rate, at 31% in 2014, " masks considerable diversity. The 2013 Urban Health Survey
showed that the stunting rate was 50% in city corporation slums — the worst affected urban areas.” This was as
bad as the worst affected rural areas in the country.

Bangladesh’s malnutrition rates also vary considerably by mother’s education and wealth and other women’s
empowerment indicators. Children of mothers with no education are much more likely to be stunted (40%) than
children whose mothers have completed secondary and higher education (29%). The differentials across wealth
quintiles are even larger. Children whose mothers are in the lowest wealth quintile are 2.8 times more likely to
be stunted than children whose mothers are in the wealthiest quintile. " This ratio has increased from 1.6 in
2007, indicating that things are getting worse for poor children in Bangladesh."

Early marriage continues to be common in Bangladesh, with 64% of all women aged 20-24 years married
before the age of 18 years.™ This, in addition to limited access to reproductive health services, continues to
drive pregnancy among adolescent girls, whose bodies are not fully developed for childbirth.

! Stunting refers to a child who is too short for his or her age. Stunting is the failure to grow both physically
and coghnitively and is the result of chronic or recurrent malnutrition. The effects of stunting often last a lifetime.
2 Wasting refers to a child who is too thin for his or her height. Wasting is the result of sudden or acute
malnutrition, where the child is not getting enough calories from food and faces an immediate risk of death.



Sylhet - an example of exclusion from progress on nutrition

Geographical exclusion

Sylhet Division is a good illustration of where such inequality exists. The Division consistently performs poorly
on key nutrition indicators compared with the national average. It has the highest rates of stunting amongst
children in Bangladesh at 50%; a high prevalence of wasting at 12%”; the highest under-five mortality rate at 83
per 1,000 children; a high fertility rate of 3.6/1,000 women; and the lowest rate of immunisation in the country.Xi
In Sylhet Division only 18% children aged 6 to 23 months had an adequate dietary diversity according to WHO
indicators, compared with a national average of 32%; this figure was lowest in Sylhet District (15%) of the four
districts within the division. Children experience frequent illness and receive variable quality care.

Poverty-based exclusion

Although Sylhet’s overall poverty rates are in line with the national average, notably due to remittances from
abroad, the division has the highest rates of inequality in Bangladesh, with a regional Gini coefficient of 0.319,33
meaning that the gap between the poorest and the richest is pronounced.”

Sixty-eight per cent of the population in Sylhet live below the international poverty line of US$1.25 a day and
have no or little land on which to grow food. This leaves them vulnerable to climatic or economic shocks and
unable to invest in their future through livelihoods, education or saving. Save the Children’s studies on Sylhet’s
agricultural plain livelihood zone show that although nutritious food is available, it is not affordable for the
poorest households. Extremely poor households need a 57% increase in their current income to afford a
nutritious diet for the whole family.*"

Gender-based exclusion

Gender inequality undermines the nutritional status of current and future mothers in Sylhet Division, which has
the lowest female literacy rates, the worst school attendance rates for adolescent girls, and the highest gender
inequality scores in the nation. Furthermore, the Household Economy Analysis highlighted that food insecurity
in Sylhet is linked to limited opportunities for employment and income generation, particularly for women.
Women and adolescent girls are rarely engaged in economic activities outside their home due to cultural
restrictions on their movement.

Sylhet Division has the worst indicators of women’s empowerment, with the highest gender inequality score
and the lowest proportion of empowered women at only 11%. "

Research shows that women who begin having children before the age of 20 are more likely to give birth to a
baby with a low birth weight. Given the high fertility rate within Sylhet (3.6 children/woman)® and a median
age of marriage of 19 years, this is a key cause for concern. Inadequate care is also closely correlated with
women’s autonomy. Even if women know the value of a nutritious diet and the importance of optimal infant and
young child feeding practices, they may be powerless both socially and economically within their household and
community to act on their knowledge or to access valuable nutrition-specific and nutrition-sensitive services.*"
Globally, evidence shows that women who are disempowered have less ability to influence household decisions
that promote the health and nutrition of their children.

There is a strong correlation between the age at which teenage girls get married and their retention in school.
Sylhet Division has Bangladesh’s lowest education levels and girls’ literacy rates,™" , and the worst net school

attendance rates for adolescent girls at 55%". Uneducated women typically have limited access to
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information, restricted freedom of movement outside their home, little power to make decisions about
household practices and purchases, and little control over their reproductive health.

Policy issues

The Government of Bangladesh has a National Nutrition Policy and is developing a National Plan of Action at
the moment. The goal specifically mentions disadvantaged groups:

“The goal of the National Nutrition Policy is to improve the nutritional status of people, especially
disadvantaged groups, including mothers, adolescent girls and children, to prevent and control malnutrition,
and to accelerate national development through raising the standard of living.”

The following objective, from the National Nutrition Policy, gives details on how they will be targeted: Ensure
adequate nutrition for disadvantaged groups

The nutrition status of disadvantaged groups is particularly affected during illness and national and manmade
disasters. Programmes based on the national Nutrition Policy will:

9 Ensure the adoption of nutrition programmes targeting people living in poor rural and urban areas and in
remote locations identified through nutrition surveillance. Give special targeting to those who have very
limited access to food and are unable to earn.

9 Ensure adequate nutrition for the people in emergencies, as well as ensure the inclusion of basic
nutritional needs of affected people in disaster preparedness plans. Furthermore, ensure application of the
related Act [Breastmilk substitute, infant food, commercially prepared complementary good and the
accessories thereof (Regulation of Marketing) Act 2013].

9 Ensure adequate nutrition during and after illness of people suffering from chronic diseases, including
those who are living with tuberculosis and HIV/AIDS*™

The problem in Bangladesh is generally not one of inadequate policies or commitments, but translating these
commitments into practice due to the issues with governance and service delivery.

Social protection: Often seen as a policy response for reaching the most vulnerable, social protection has
significant limitations in the Bangladesh context. The existing social protection system is unreliable and
ineffective, reaching just 35% of those under the poverty line in 2010 The current schemes do not adequately
address nutrition during the critical first thousand days of a child’s life, nor do they reach young, married
adolescents. Furthermore, there is no systematic linking of social protection beneficiaries to complementary
schemes and services that could increase the extent to which social protection addresses undernutrition.

Social protection coverage is substantially lower in urban than rural areas in Bangladesh. The historic rationale
for this has been that more people lived in rural areas, and that programmes such as disaster relief and income-
generation activities had an inbuilt rural focus. In 2012, 20.1% of rural households benefited from a social
security programme, compared to 9.4% for urban areas.® As urban areas continue to grow in size, and rates
of malnutrition rise, a critical priority area for the targeting of nutrition-sensitive social protection is emerging.
Rural programmes need to be sustained to address vulnerability to limited food access for the poorest in areas
prone to flooding, but urban programmes must also be developed.

Nutrition governance: A nutrition governance study™" highlighted a number of issues and blockages that prevent
nutrition-related services reaching the people who need them most and plans from being realised. The study
confirmed that opportunities to maximise nutritional outcomes through nutrition-sensitive service providers are
often missed or absent, often due to inadequate technical capacity within relevant ministries to deliver high
quality and inclusive nutrition-related services. At the upazila level, many ministry staff were not aware of
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nutrition or its relevance to their roles, and few had any knowledge of national plans or policies related to
nutrition and food security. In addition, inadequate staffing and vacant positions (in terms of coverage and
quality) were common and there were widespread problems throughout the government’s nutrition-specific and
sensitive service delivery system.

The delivery platform for Bangladesh’s health and nutrition services is weak and not equipped to meet the
needs of those who need it. A gap analysis undertaken by Save the Children Bangladesh™ found that:

1 Staff availability at the upazila and union level facilities was poor. There is a large gap or vacancy in the
sanctioned posts even at the upazila level. We also found a lot of staff absent on the days we visited, a
serious issue as it affects the operation of the facility.

9 Both union-level facilities and community clinics need more logistical and utilities support to function
adequately.

Higher-level facilities, such as district hospitals and upazila health complexes, have an ambulance available for

referring emergency patients to even higher facilities, but lower-level facilities, such as union and community
clinics, which sometimes need them even more, do not have any provisions for emergency transport.

Our response

SHIREE

Save the Children’s SHIREE (Stimulating Household Improvements Resulting in Economic Empowerment)
programme, which ran from 2009 to 2015, aimed to eradicate extreme poverty and hunger in beneficiary
households in Khulna and Bagerhat D- ,
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