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EXECUTIVE SUMMARY

Background and Objectives

In Bangladesh, the urban context has its unique characteristics and complexities. Considering the basic causes and
underlying causes of malnutrition, there would be differences between children residing in rural households
compared to a household in congested slums or on a pavement. The malnutrition levels among children and PLW
living in extreme poor households in urban slums are expected to be high. Meanwhile, the Covid-19 pandemic not
only affected the health situation, but will also had a profound impact on many spheres: political, social, human,
environmental, economic and infrastructural. There is a high risk of further deterioration of health and nutrition
situation, access to health and nutrition services because of the COVID-19 pandemic and increased cost of living
and the potiential impact on food security and nutrtion.

However, there is a lack of nutritional data for children under five and pregnant and lactating women (PLW) living
in the urban slums. Previous national level surveys also focused on rural and urban areas; hence, there is data
paucity specifically for urban slums

Therefore, it was essential to evaluate its adverse effect on health and nutrition that will support the identification
of a potential deterioration of access to and / or coverage of nutrition services, and deterioration of nutrition
outcomes due to specific factors linked to Covid-19 epidemics.

In May-June 2022, the Action Against Hunger Bangladesh in partnership with Concern Worldwide and World Food
Programme conducted two independent integrated nutrition surveys in Dhaka North City Corporation (DNCC) and
South City Cooperation (DSCC) slums. National Nutrition Services (NNS), the Institute of Public Health Nutrition
(IPHN), MoHFW and respective City Corporations authorized these assessments.

The main objective of these assessments was to determine nutrition status (e.g. wasting/acute malnutrition,
stunting and underweight) of children of 5 years of age, pregnant and lactating women (PLWs). The study also
aimed to determine possible causal factors for better understanding of the malnutrition situation in the slums that
might have deteriorated due to the impact of COVID-19. The collected data included: household demography,
anthropometry, morbidity, mortality, infant and young child feeding practices (IYCF), vitamin A, measles
vaccination, and deworming coverage among children, access to antenatal care (ANC) and iron supplementation
among pregnant women including ANC and post-natal care (PNC) checkups during the last pregnancy, food
security, and Water Sanitation and Hygiene (WASH).

The assessment findings and recommendations will inform timely and effective multi-sectoral interventions as well
as support stakeholders for necessary changes in their programme policies or interventions.

Methodology:

Two population representative cross-sectional household surveys following SMART methodology was conducted
which included two-stage cluster sampling (e.g. stage 1: selection of cluster using PPS sampling; stage 2: random
selection of households) to achieve the desired outcomes of the survey.

The sample size in number of children was calculated using ENA software [version January 11th, 2020] which was
then converted into number of households to provide a representative sample for the anthropometric and mortality
indicators in DSCC [Children-387, households-1336] and DNCC [Children-387, households- 1336].

A total of 56 clusters for each corporation were selected using PPS method using the ENA software. Each selected
cluster included 24 households and measured all eligible children for anthropometric measurements. The study
finally surveyed all targeted clusters covering minimum number of households and children 6-59 months of age.!

1 The minimum percentages of clusters surveyed [290%] and children measured [280%] stipulated by the SMART methodology to ensure representativeness
were achieved for this survey.
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The sample size for anthropometric indicator was determined to achieve adequate precision for acute malnutrition
and was used as reference sampling of all other indicators for this survey. No additional sample size was calculated
for IYCF. All children 0-23 months found in the enumerated households were included to assess the IYCF practices.

Finally, children aged 0-23 months included for IYCF indicators were 213 in DSCC and 245 in DNCC. It should be
noted that IYCF indicators require a larger sample size for results to be representative which is is difficult to
achieve through SMART sampling frame due to narrow age specific [YCF indicators (e.g. 0-5 months for exclusive
breastfeeding, 12-15 and 20-23 months for continuation of breastfeeding etc.). Therefore, the results of the [YCF
indicators are only provided as indicative information and are not representative for the whole population.

SUMMARY FINDINGS

Table 1: Key findings of Nutrition, Mortality and Diarrhea indicators, SMART survey, DSCC and DNCC Slum,

Bangladesh, May-June 2022

Indicator

DSCC Slum

n % 95% CI

DNCC Slum

] % [95% CI]

CDR[/10,000/Day] - - 0.19 - - 0.12 -
Population [0.10-0.38] [0.05-0.27]
U5DR - - 0.63% - - 0.16% -
[/10,000/Day] [0.20-1.93] [0.02-1.17]
GAM [WHZ] 456 | 84 18.4% 531 | 68 12.8 % 0.027
[14.7- 22.9] [10.1 - 16.1]
SAM [WHZ] 456 7 1.5% 531 | 12 2.3% 0.279
[0.8 - 3.1] [1.4 - 3.7]
GAM [MUAC] 458 | 9 2.0% 532 | 15 2.8% 0.383
Children 6- [1.1-3.6] [1.7 - 4.7
SAM [MUAC] 59 months | 458 | 3 0.7% 532 | 0 0.0% 0.111
[0.2 - 2.0] [0.0 - 0.0]
cGAM [WHZ & 458 | 86 18.8% 532 | 73 13.7% 0.046
MUAC] [15.1-23.1] [10.9-17.1]
cSAM [WHZ & 458 | 9 2.0% 532 | 12 2.3% 0.715
MUAC] [1.1-3.6 [1.4 - 3.7]
Stunting [HAZ] 457 | 164 35.9% 528 | 135 25.6% 0.001
[31.0-41.1] [22.0-29.5]
Underweight 455 | 170 37.4% 531 | 155 29.2% 0.013
[WAZ] [32.7-42.3] [25.0-33.8]
Diarrhea 458 | 92 20.1% 532 | 82 16.0% 0.137
[16.2-24.7] [12.8-19.7]
Low Women’s | PLWwith | 266 | 9 3.4% 306 | 12 3.9% 0.759
MUAC [<210mm] 0-23 month [1.6-7.0] [2.3-6.7]
children
PLW with | 98 5 5.1% 343 | 3 7.0% 0.578
0o-5 month [2.1-11.7] [3.0-15.2]
children3

2 P-value is a number obtained using statistical test, which indicates the strength of findings. P value < 0.05 indicates a significant difference between the two parameters.

3 Exclusively among women who were pregnant or lactating with an infant <6 months, as this subset was eligible for ongoing humanitarian programmes such as TSFP, IFA

supplementation, and IYCF.
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Table 2: Key findings of IYCF, ANC/PNC, FSL and WASH, SMART survey, DSCC and DNCC, Bangladesh, May-June

2022
DSCC Slum DNCC Slum
IYCF Indicator
V) (V)
N | n  %[95%CI] % Eﬁ; %
Early Initiation of 0-23 213 | 118  601% | . 653% | 0.297
breastfeeding for children months [51.9 - 67.7 [59.1-71.0]
Exclusive Breastfeeding with 0-5 37 | 11 29.7 % 43 20 46.5% 0.076
six months months [15.7 - 49.0] [5.6-92.3]
Exclusive breastfeeding within 0-23 531 o 45.7 % 0.152
two days of delivery months | 213 | 113 45 6.- 600 6] 245 | 112 [38.8 -
’ ) 52.9]
Continuation of Breastfeeding 12-23 92.0 % 90.6 % 0.681
113 | 104 118 | 107
at 12- 23 months months [87.6-96.4] [85.4-95.8]
Bottle feeding for children (0-23 | 213 | 61 28.6 % 245 | 78 31.8% 0.465
months) [22.9-35.1] [25.9-38.6]
Minimum Dietary Diversity 6-23 176 | 91 51.7% 202 | 91 45.0 % 0.508
[>=5 food groups] months [42.9-60.4] [63.1-54.5]
Minimum Meal Frequency - 6-23 409 3.0 % 0.833
non breastfed children [>=4 months | 176 | 7 e 202 6 o
full meals] [0.6-20.0] [0.4-20.9]
Minimum Meal Frequency - 6-8 0.787
84.29 77.19
breastfed children [>=2 full months | 38 | 32 [48.7- 9?7] 48 37 [18.7- 920 0]
meals] ' ' ' '
Minimum Meal Frequency - 9-23 0 0 0.542
breastfed children [>=3 full | months >0 | 107 [3279'?’9?3] 154 100 | S0
meals] ' ' ' '
Overall Minimum Meal 6-23 0 0 0.011
Frequency (6-23 months) months | 176 | 146 [723:).?85?3] 202 | 143 [ 6;0287§’ 4]
Minimum Acceptable Diet 6-23 176 | 79 449 % 202 | 73 36.1 % 0.141
months [36.5-53.6] [28.4-44.8]

Source of Antenatal Care services

services from any sources

% Of pregnant women accessing ANC

62

55

DSCC Slum

n % [ 95% CI]

88.7% [77.0-94.9]

69

58

DNCC Slum

84.1% (73.3-91.1]

\ n % [ 95% CI]

Antenatal care (ANC) check-up during
pregnancy by any health care provider
either at health facilities or home

204

181

88.7% [83.0-92.7]

237

212

89.5% (82.6-93.9]

home

Postnatal care (PNC) check-up within 42
days of delivery by any health care
provider either at health facilities/

204

135

66.2% [69.0-72.7]

237

152

64.1% (57.1-70.7]

Intake of Iron Folic Acid

62

40

64.5% [52.4-75.1]

69

47

68.1% [54.6-79.2]
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Reduced Coping Strategy DSCC Slum DNCC Slum
Index [rCSI]
No or low coping (0-3) 72.9% [66.8-78.2] 78.3% [75.0-81.3] 0.101
[919/1261] [1031/1317]
Medium coping (4-9) 15.1% [11.7-19.1] 13.9% [11.7-16.6] 0.590
[190/1261] [183/1317]
High coping (>=10) 12.1% [9.2-15.6] 7.8% [6.3-9.8] 0.020
[152/1261] [103/1317]
FIES Category DSCC Slum DNCC Slum
Moderate or severe 32.1% 32.3%
Severe 2.1% 4.2%

DSCC Slum

Source of drinking water

DNCC Slum P value

Direct WASHA’s supplied 68.8% [56.6-78.9] 77.9% [66.8-86.1] 0.222
water [868/1261] [1026/1317]
Deep Tube well 27.4% [17.4-40.3] 16.3% [9.1-27.7] 0.134
[345/1261] [215/1317]
Top challenges reported by HH
Bad smell and waste particles 45.5% [36.6-54.8] 53.1% [44.4-61.6]
present in the water [230/505] [390/735] 0.230
Inadequate water supply as 18.6% [13.0-25.9] 33.5% [25.7-42.4]
per demand [94/505] [246/735] 0.006
oilets
Piped with sewerage system 90.3% [81.2-95.3] 49.4% [36.5-62.4] 0.000
[1139/1261] [650/1317]
Mixed with nearby drain or 3.6% [1.1-10.9] 46.6% [34.3-59.4] 0.000
water body [45/1261] [614/1317]

The executive summary report can be source online

Key Highlights
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Global Acute Malnutrition (GAM) rate among children was found to be above the emergency thresholds
(“Very High”) of >15% in DSCC slums (18.4%) and remained in the second highest category (“High”) in
DNCC slums (12.8%).

Chronic malnutrition (stunting) among children was found to be above the Very High/Critical
WHO/UNICEF thresholds of >30% in DSCC slums and remained in the second highest category of >20%
(“High”) in DNCC slums.

While comparing the gender, boys were more undernourished in all forms of malnutrition (e.g. wasting,
stunting and underweight) compared to girls

Looking at the age groups older children (24-59 months) were more undernourished in all forms of
malnutrition (e.g. wasting, stunting and underweight) younger children (6-23 months).

Diarrhoea prevalence (DSCC- 20.1%, DNCC- 16.0%) among children 6-59 months was relatively high
compared to the national average rate of 5.0% and was more prevalent among younger children (0-23
months).

Poor infant and young child feeding (IYCF) practices varied with optimal (breastfeeding) and sub-
optimal (Complementary feeding) levels in both locations.

Vitamin A supplementation coverage found to be below the national average (79%), except for measles
vaccination (>85.0%) and deworming coverage (>64%) were found to be above the national average
Less intake of micronutrient powder (MNP) among children 6-59 months during previous days
(<1.0%).

Crude and under-five mortality rates are well below emergency levels.

ge


https://acutemalnutrition.org/en/resource-library/4x6y8R6HUezxLB60PM2p0s

Accessing Antenatal Care (ANC) services among pregnant women were found to be relatively high
(>=85%) but iron folic acid intake was reported low.

ANC and PNC checkups were optimal for at least one visit but were reported very low for at least four
visits in both locations.

Prevalence of acutely malnourished among pregnant and lactating women was found low.

Majority of the households had adopted no or low coping strategy in DSCC (72.9%) and DNCC (78.3%)
Slum based on Reduced Coping Strategy Index (rCSI)

However, One-third households [DSCC: 32.1%; DNCC: 32.3%] reported with medium or severe food
insecure based on Food Insecurity Experience Scale (FIES) who negatively adopted the situation
through consumption-based coping strategies to deal with food shortages. This affects both the quantity
and quality of food consumed.

Households (>95.0%) access to drinking water were optimal but there remains concern about the supply
of water quality.

Poor hand washing practices with soap during critical times expect after defecation and disposing of
child feaces.

Sanitation continues to be an issue in DNCC slums as contents of latrines are mixed with nearby drain
or water point with high risk of contamination of water borne disease.

Unsafe disposal of child feaces also remains a concern in both locations which makes children susceptible
to diseases transmitted via the fecal-oral route.

Recommendations and priorities

1.

10.

11.

12.

Ensure provision of minimum package of integrated health and nutrition services from Government and
NGO primary health care centre for both children and PLWs and established referral system for
malnourished cases.

Set up community based screening, detection and referral of acute malnourished children and PLWs
including routine growth monitoring activities in urban slums area

Strengthen the provision of quality nutritional treatment through exiting stabilization center or SAM corner
at government health facility.

Advocate for necessary revision of the current national CMAM guideline to consider admissions by all
criteria (e.g. WHZ, MUAC and Oedema) since national protocol recommendations MUAC based
programming only. This will ensure all acute malnourished children are detected and admitted for
management.

Set up community based management of acute malnutrition programmes (e.g. OTP and TSFP for SAM and
MAM respectively) in urban settings with use of context specific appropriate nutrition treatment products.
Enhance prevention programming including promotion of infant and young child feeding (IYCF) and care
practices to address high levels of undernutrition.

Develop a multi-sectoral Social Behaviour Change and Communication (SBCC) strategy for the population
living in urban slums across nutrition-specific and sensitive interventions to enhance diversified food
consumption in order to address the underlying causes of malnutrition.

Strengthen routine Expanded Programme for Immunization (EPI) and ensure sensitization to enhance
programmes coverage (e.g. vitamin A, immunization and deworming etc.) through community engagement.
Strengthen initiatives at the community and household level which promote personal hygiene and
sanitation (handwashing, water treatment, proper disposal of waste, etc.) to minimize the occurrence and
severity of diarrhoea in children.

Introduce food assistance programmes where needed and expand government safety net programmes for
the vulnerable families living in urban slums targeting nutritionally vulnerable groups.

Scale up WASH programmes in urban areas to help breaking the link between waterborne diseases on
malnutrition of children and PLWs

Develop nutrition strategy for urban slums under the leadership of Bangladesh National Nutrition Council
(BNNC) and bring together all relevant government ministries, key stakeholders and private sectors to
establish multi-sectoral linkages on health, agriculture and food, social protection, education and social
affairs etc.
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1. INTRODUCTION

1.1 Geographic and Demographic Information
Table 3: Summary of Geographic Area and Surveyed Population

Geographic Description of the Survey Area and Population

Period of survey

May-June 2022

Country, City Corporation

Bangladesh, Dhaka North and South City Corporation

Province/District/Sub-district

Dhaka North and South City Corporation

Type of setting (rural, urban, camp, etc.)

Urban Slums

Season when survey was conducted

Summer

Total number of slums/segmented slums in survey
area

North city-225; South city- 120

Total estimated number of population living in the
selected slums (survey area)

North city corporation slums: 251,774
South city corporation slums: 67,772

Type of population (resident, IDPs, refugees, mixed,

Resident (Bangladeshi nationals)

ethnic and/or religious groups)

Bangladesh is divided into 8 Divisions (Dhaka, Chittagong, Khulna, Sylhet, Rajshahi, Barisal, Rangpur, and
Mymensingh) which are then divided into 64 Districts comprising 492 Sub districts/Upazilas.*

Dhaka is a diverse city and capital of Bangladesh located in central Bangladesh beside the Buriganga River with a
population 22,478,116 (BBS 2011 projected to, 2022). Dhaka District shares borders with Narayanganj on the EAST
side, Manikganj on the WEST side, Gazipur and Tangail on the NORTH side, Munshiganj and Rajbari on the SOUTH
side. Dhaka Metropolitan area consists of 51 thanas under Dhaka City Corporation Area. Dhaka district consists of
5 Upazilas, 2 City Corporation, 3 Municipality (Pourashava), 79 Union Parishads and 1863 Villages.
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Figure 1 : Dhaka City Corporation

4 http://www.kabirhat.com/bangladesh-district/ http://www.bbs.gov.bd/
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1.2 Dhaka North and South City Corporation area
Dhaka North City Corporation (DNCC) area located
in between: 90°20 ' and 90°26' north latitudes and
in between 23°44 ' and 23°54 'east longitudes with
the area of 197.22 square kilometers. DNCC divided
into 10 zones, consists of 28 Thana, 54 wards within
which there may be one or more villages and 125
villages.

Tong! Ershad Nagar atum

Bank Neid / Moz Mazar 7/ Nishad Nagar 7 Kolabagan sium
v

Duaripara st | Qlotar-alm

Bhotar shum

Dhaka South City Corporation (DSCC) with an area
of 109.251 sq. km, located in 23° 43" 27" north
latitudes and in 90° 24' 29" east longitudes with the KSrul b
area of 109.251 square kilometers. DSCC consists of
23 Thana, 75 wards within which there may be one
or more villages and 238 villages. DNCC is inhabited
by an approximate 12,000,000 persons. Bhotpur shim

In the census of slum Areas 2014, a total of 13,938 Y X S el S
slums were counted covering all cities and other
urban areas of Bangladesh (BBS 2015). Out of Figure 2 Location of slums in DNCC and DSCC

13,938 slums, 33.62% were counted in Dhaka North Corporation

(11.80%), Dhaka South (12.59%), and Gazipur (9.23%) City Corporations. During the census of slums, 2,227,754
populations were counted and of these populations, 1,185,875 (53.2%) lived in big slums (100 or more
households). A slum is a cluster of compact settlements of 5 or more households which generally grow very
unsystematically and haphazardly in an unhealthy condition and atmosphere on government and private vacant
land. Slums also exist on the owner-based household premises and generally have the following six characteristics
in the context of Bangladesh (for detail, see BBS 2015):

a) Structures of slums are generally very small in terms of geographic area such as jhupri, tong, tin-shed, semi-
pucca structures and dilapidated buildings;

b) Population density and the concentration of structures are very high;

c) Slums generally grow on government, semi-government land, private vacant land, abandoned
building/houses, and slopes of hill or rail-line and road sides;

d) In slum areas, water supply is insufficient and unsafe, sanitation systems are quite inadequate and very
unhygienic environment.

e) Lighting and road facilities are very inadequate or not at all in the slum areas.

f) Socioeconomic status of the slum dwellers is very low, and dwellers are generally engaged in informal non-
agricultural jobs.

After extensive field visits and feasibility, population living in pavements, and informal settlements, and slums of
Concern and WFP working areas in Dhaka North City Cooperation and Dhaka South City Corporation, were selected
for the assessment team (travel time, security, etc.) for data collection. The full scope of the sampling frame was to
decide after a full mapping of available data reviewed and agreed by ACF, Concern and WFP.

1.3 Interventions in slums area by Concern Worldwide and WFP

Since 2012, Concern Worldwide has been implementing the Integrated Urban Programme through local
implementing partners mainly Sajida Foundation, Nari Maitree, and SEEP where one of the main sectors is
nutrition. With the support of Irish Aid, Concern is currently implementing “Improving Lives of the Urban Extreme
Poor (ILUEP)”, this programme is being implemented in extremely poor areas of Dhaka and Chittagong City
Corporations that have the greatest number of squatters and pavement inhabitants in the country. Within these
cities, the programme targets the extreme urban poor, living in squatter settlements, underdeveloped slums and
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on pavements. The ILUEP programme delivers targeted individual livelihood support mainly through asset
transfers, training, and savings. The programme provides nutrition support, addresses gender equality, prevents,
and addresses Gender-Based Violence (GBV), facilitates access to improved water and sanitation facilities and
promotes improved hygiene practices. At higher level, advocacy efforts are aiming for improved service delivery to
meet the entitlements of the Urban Extreme Poor (UEP).

Besides, WFP has been implementing Urban Food Assistance programme in in Dhaka North City Corporation. Under
this project, households meeting the targeting criteria receive a monthly stipend of BDT 3,000 using a mobile -
bKash -account and nutrition counseling to leverage Social Protection to Promote Diverse and Healthy Diets. This
programme collaborates with the Ministry of Social Welfare (MoSW), the Ministry of Women and Children Affairs
(MoWCA), the Dhaka North City Corporation (DNCC), FAO and UNFPA. The survey geographical location including
partner’s mapping is attached as annex 3.

In Bangladesh, the urban context has its unique characteristics and complexities. Considering the basic causes and
underlying causes of malnutrition, there would be differences between children residing in rural households
compared to a household in congested slums or on a pavement. The malnutrition levels among children and PLW
living in extreme poor households in urban slums are expected to be high. Meanwhile, the Covid-19 pandemic not
only affected the health situation, but also had a profound impact on many spheres: political, social, human,
environmental, economic and infrastructural>. The Demographic Health Survey for Bangladesh (2017/2018)
indicates a Global Acute Malnutrition (GAM) prevalence for under-5 children of 8.8% for Dhaka and 7.9% for
Chattogram. The national GAM prevalence for children living in urban households is 8.9% and for children living in
households belonging to the lowest wealth quintile is 10.0%. There was a high risk of further deterioration of health
and nutrition situation, access to health and nutrition services because of the COVID-19 pandemic and increased
cost of living and the potential impact on food security and nutrition.

However, there was a lack of nutritional data for children under five and pregnant and lactating women (PLW)
living in the urban slums. Previous national level surveys also focused on rural and urban areas; hence, there was
data paucity specifically for urban slums. Therefore, it was essential to evaluate its adverse effect on health and
nutrition that will support the identification of a potential deterioration of access to and / or coverage of nutrition
services, and deterioration of nutrition outcomes due to specific factors linked to Covid-19 epidemics.

Therefore, Concern Worldwide and World Food Programme wished to enter into a partnership with Action Against
Hunger to conduct two independent SMART nutrition surveys in the slums areas of Dhaka North and South City
Cooperation. The survey findings and recommendations will be used to inform new programme design, and to
advocate for any necessary changes in policy or health and nutrition services.

During survey implementation, necessary technical and operational recommendations will be followed as per
interim guideline to ensure adequate safety precautions for the beneficiaries as well as for the survey team . The
assessment will be authorised by National Nutrition Services, the Institute of Public Health Nutrition (IPHN),
MoHFW and the respective City Corporation.

2. SURVEY OBJECTIVES

2.1 Main Objectives:

The main objective was to determine current nutritional status of children aged under five including mortality
status among the population living in the pavements, informal settlements and slums of Dhaka North and South
City Corporation. The study was also aim to determine possible causal factors for better understanding of
malnutrition situation in the survey areas.

5 https://reliefweb.int/report/bangladesh/covid-19-impacts-bangladesh-nationwide-survey-livelihoods-nutrition-education-and

l4|Page



https://reliefweb.int/report/bangladesh/covid-19-impacts-bangladesh-nationwide-survey-livelihoods-nutrition-education-and

2.2 Specific Objectives:

e To determine the prevalence of acute and chronic malnutrition including underweight and overweight among
children aged 6-59 months.

e To determine the proxy prevalence of acute malnutrition among children aged 0-5 months.

e To estimate the nutrition status of pregnant and lactating women with child <24 months based on MUAC
(<210mm)

e To determine the mortality rate of the population (e.g., crude death rate and under 5 death rate).

e To determine prevalence of early initiation of breastfeeding, exclusive breastfeeding, continuation of
breastfeeding including bottle feeding, minimum dietary diversity and acceptable diet among children aged 0-
23 months.

e Todetermine the prevalence of diarrhea among children aged 6-59 months based on two weeks recall method

e To determine the use of oral rehydration salt (ORS) and/or zinc during diarrhea episodes in children aged 6-
59 months.

e To determine the coverage of vitamin A supplementation in the last 6 months among children aged 6-59
months.

e To determine the coverage of deworming in the last six months among children aged 24-59 months.

e To assess immunization of measles coverage among 9-59 months children.

e To determine enrolment into antenatal care services and coverage of iron-folic acid supplementation in
pregnant women.

e To assess antenatal care status among women aged 15-49 years with a live birth in the last 2 years.

e To assess postnatal care status among women aged 15-49 years who’s most recent live-born child received a
health check while in facility or at home following delivery, or a post-natal care visit within 2 days after
delivery.

e To assess prevalence of household food insecurity status and food based reduced coping strategies (rCSI) are
used by households.

e To determine the population’s access to safe drinking water, sanitation, and hygiene facilities.

3. METHODOLOGY

This nutrition assessments were conducted by using SMART methodology for cross-sectional surveys. Nutrition
surveys based on the SMART methodology are simple, rapid, and transparent to provide nutrition data for
immediate action. The standardized procedures and recommendations are given in order to collect timely and
reliable data from the field.

3.1 Survey Area

Two population representative cross-sectional surveys have been conducted in the slums of Concern and WFP
working areas in Dhaka North City Cooperation and Dhaka South City Corporation (annex 3). The study areas were
covered by slums that have a mix of Pucca$, semi-pucca’ and kacha houses. There is no organization or pattern in
the way households were arranged. However, the slums are defined by the name of the head/representative8 or
smallest geographic areas (like para, mohalla) for each slum. However, due to the unavailability of the complete list
of slums with total population until now from the BBS, a total 288 slums’ data was collected from NGOs currently
working in the Dhaka north and south city corporation notably Concern Worldwide and WFP.

8 Pucca: It is strong houses. They are made up of wood, bricks, cement, iron rods and steel. Flats and bungalows. Such houses are called permanent houses.
7 Semi pucca: These are tenements which are generally constructed of katcha or semi-pucca materials like mud, bamboo, grass, leaves, reeds, thatch,
unburnt bricks etc. and are inhabited by a large number of households.

8 [t is observed that this person controls, represent the total slum population and is assumed to be person who has begun the slum for first time.
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Table 4 : Demographic information of selected slums

Name of city corporation Number Estimated population
settlements/Clusters

Dhaka South City Corporation 120 67,772

Dhaka North City Corporation 225 199,209

The details list of geographical coverage is attached in annex 3

3.2 Type of survey

A population representative cross-sectional household survey following the Standardized Monitoring and
Assessment of Relief and Transitions [SMART] methodology was designed. Two-stage cluster sampling was used
for sampling and data collection. The interim guidance on resuming population-based surveys during COVID-19
released on October 8th 2020 by the SMART Global Team was referred to these SMART surveys. During survey
implementation, necessary technical and operational recommendations were followed as per interim guideline to
ensure adequate safety precautions for the beneficiaries as well as for the survey team?

3.3 Sample Size Calculation

The sample sizes were designed to achieve reasonable precision for estimates of acute malnutrition as well as
mortality separately for two population slum groups: Dhaka North City Corporation slums (DNCC) and Dhaka South
City Corporation (DSCC) slums. All calculations were made using ENA for SMART software (version Jan 11th 2020).
The purpose of the sample calculation was to get a sample having the optimal units so that results are reliable, with
reasonable precision. The following assumptions (based on the given context) were used to calculate the sample
size in number of children, later which have been converted into number of households to survey (corresponding
to the sample unit).

Table 5: Sample Size Parameters-Anthropometry

Parameters DSCC Slum | DNCC Slum Assumptions/Source of Information

According the 2015 SMART survey in Mirpur slums of DSCC, the
estimated prevalence of GAM by WHZ was 8.5% (5.5 - 13.1 95%

Estimated C.I). The Mirpur slums GAM prevalence was used as proxy
Prevalence of 13.1% 13.1% indicator for both areas as there is no recent data for urban
GAM (%) slums. Considering COVID-19 impact and poor living conditions,

the GAM prevalence in urban areas are expected to be high.
Therefore, upper confidence level has been used for sampling.
Precision is based on SMART guidance to allow for reasonably
precise estimates for each site where slightly lower precision
4% 4% has been considered to shorten the duration of data collection
and as per the new SMART guidance for survey during COVID-
19.
According to 2015 SMART survey, the design effects of Mirpur
1.30 1.30 slum was 1.01. There could be some heterogeneity due to COVID
and other external factors like continuous migration over the
past years; design effect should be possible to become higher
than the previous survey. Therefore, an adjusted design effect of
1.30 has been used to account for possible heterogeneity among
clusters in both the study locations. Since the assessment will be
in the selective intervention area of CWW with similar program
delivery for nutrition, hence we don’t accept high design effect
in the study location.

* Desired
precision

Design Effect

9Interim guidance on restarting population level surveys and household level data collection in humanitarian situations during covid-19 pandemic, SMART
8th October 2020
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Sample size

(children) Calculated by ENA software
Avers?fs HH 38 38 According to Baseline Population and Socioeconomic Census,
% Children 92 9.2 Slums of Dhaka, ICDDR’B, 2015-2016
under-5
% Non- A higher non-response rate has been considered to account for
response 8 8 possible household absences as most of the slum dwellers
Households both men and women) work outside in the ci

Sample size

Calculated by ENA software

(households)

Table 6: Sample Size Parameters: Mortality

Parameters

DNCC Slum DSCC Slum

Assumptions/Source of Information

There is no previous CDR available in the study locations. Hence,

Estimated
death rate per 0.5 0.5 according to SMART guideline, the crude death rate of 0.5 has
10,000 /day been considered here.
+ Desired Precision is based on SMART guidance to allow for reasonably
precision per 0.3 0.3 precise estimates. SMART recommend to use a precision of 0.30
10,000/day for a CDR of 0.50 death per 10,000 per Day.
There is no previous CDR and design effect available in the study
Design Effect 1.50 1.50 locations. Hence, according to SMART guideline, the design effect
of 1.5 has been considered here.
International Mother Language Day (21st February 2022) has
Recall period been considered as most memorable recall event. The midpoint
in day* 98 112 of data collection for DNCC and DSCC slum area are 28nd May
2022 (22 May-4 June May) and 11t June 2022 (5 June- 18
June) respectively.
Sample e 3,556 3,112 Calculated by ENA software
(population)
Average HH According to Baseline Population and Socioeconomic Census,
Size 3.8 3.8 Slums of Dhaka, ICDDR’B, 2015-2016
% Non- A higher non-response rate has been considered to account for
response 8 8 possible household absences due to women being busy with
Households housemaids in other families.
?ﬁ:ﬁfhs(:lz:s) 1,017 890 Calculated by ENA software

*Recall period has to be adjusted during analysis based on the actual survey data collection period and therefore, there might be
slightly differ from the initial protocol assumed recall period.

Summary: Since anthropometry has the highest estimated sample HH for both city corporation slum areas,
therefore highest number of HHs was the final sample size (BSU) for this survey:

DNCC Slums: 1336 households
DSCC Slums: 1336 households

Sample size for additional indicators:

The other individual (e.g. [YCF and PLW’s MUAC) and households level indicators (e.g. household food insecurity
and copping strategies; and water, sanitation and hygeine) were collected from the same households as calcuated
for the anthropometric indicator.

It should be noted that IYCF indicators require a larger sample size for results to be representative which is difficult
to achieve through SMART sampling frame due to narrow age specific [YCF indicators (e.g. 0-5 months for exclusive
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breastfeeding, 6-23 months for minimum acceptable diet etc.). Therefore, the results of the IYCF indicators in the
Integrated SMART survey are only an indication and NOT a representative for the whole population.

3.4 Sampling procedure

The SMART surveys were conducted with the use of two stage cluster sampling procedure to select the targeted
population. In the first stage, list of slums (segmented parts of slums) with total population was used to select the
clusters. In the second stage, list of households updated by the survey team during enumeration process was used
to select household using simple random sampling technique.

Cluster was the Primary Sampling Unit (PSU) while household was Basic Sampling Unit (BSU).The first stage
involves selection of clusters from a total list of slum using the Probability Proportion to Size (PPS) method. This
was applied prior the data collection. The second stage involves the random selection of households from a
complete and updated list of households. That was conducted at field level.

e First Stage Sampling - Sampling frame and selection of clusters

Developing Sampling Frame: A valid list of slums with total population was not available and the secondary data
available did not include 100% of the slums in Dhaka North and south City Corporation. Besides, there was no
organization or pattern in the way households are arranged. Due to the complex nature of the urban slum area and
lack of data, some additional steps have been followed to produce a complate list of clusters for each slums through
local partners as below:

e Initially, a list of slums under WFP and Concern Worldwide working areas was collected from stakeholder
(Concern) that are organized by geographical unit with total number of households and population.

e Each slum was then divided into smallest geographic unit by population (smallest unit considered as cluster
normally know as para, moholla, block or lanes etc.) with clear demarcation with support from Concern and
its partner agency in the field.

e Each cluster was consisting of minimum 60-80 households. For some clusters with very small number of
households (<60 HHs) were merged with adjacent cluster.

e After segmentation into smaller geographical unit, list of clusters for each slums under DNCC and DSCC
were combined for create a sampling frame for selecting clusters.

Selection of Clusters: At the first stage, the required number of clusters were assigned randomly using probability
proportion to size (PPS) sampling. A list of all updated clusters were uploaded into the ENA for SMART software
where PPS was applied. The number of clusters shall be determined by the number of households to be
targeted.The number of clusters have been selected to allow for one team to complete one cluster per day.

In some cases, clusters selected randomly might be very large or households very dispersed and sample selection
can then become very tedious; teams faced long distances to walk and not enough time to complete one cluster per
day. In those scenarios (approximately more than 80 households in the cluster), segmentation into smaller part
(max 80-120 HH each) were used in order to reduce the area that was covered by the survey teams. The objective
of this procedure is to divide the slums into smaller segments and choose one segment randomly to include the
cluster.

This division can be done based on existing administrative units (e.g. neighborhoods, lanes, block, sub-blocks
etc.), natural landmarks (e.g. river, road, rail line, cannel, etc.) or public places (market, shop, schools,

churches, mosques, temples, etc.). Segmentation was done into equal or unequal parts.

Segmentation into equal parts: If the slum area was divided into 2 or more approximately equal parts each, the
survey team leader was able to write the name of those parts on pieces of paper that he folds and put into a bag or
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hat and have the slum leader or his representative choose one part randomly. Therefore, the team goes to that part
of the slum area to conduct the survey for that cluster.

Segmentation into unequal parts: In some cases, it might be impossible to divide the slum area into equal parts,
as shown on. Therefore, the survey team tried to find some natural landmarks that can help divide the slum into
separate clearly defined segments. Once those segments are defined with an approximate population size, one
segment was selected randomly using PPS as shown in the example below.

A 70 70 1-70

B 100 170 71-170
C 30 200 171-200
D 190 390 201-390

Then the team had used a random number table (here considering three digits numbers) to select a number
between 001 and the cumulative total number of households (390) of all the segments. The segment containing
this number was the one to survey. In this example, a 3-digit number must be picked from 001- 390. E.g., we picked
167. This number is within the segment B. Survey will therefore be conducted in segment B. For the selection of
more than one cluster in each block, the v block will be segmented and then simple random technique using PPS
method will be applied for the assigned number of clusters.

Number of cluster and households to be interviewed / per day

During the preliminary household listing process and observatory visits, it was identified that all mothers cannot
participate in the survey throughout the day due to their job/work. It was also observed that if survey team arrives
early in the morning during 07:00AM to 01:00PM and again during 03:00PM till 07:00PM then majority of the
mothers can participate in the survey. Therefore, survey team’s data collection plan and office hours were
organized flexibly to include maximum mothers and children in the survey with a longer break time during lunch.
This should be noted that security procedures were given priority and put in place during the survey.

A calculation has been done for each team to estimate the number of households to be surveyed per cluster per day
at each location. Based on the estimated time to travel to the survey area, select and survey the households, 24
households were feasible to visit and complete the questionnaire by each team in each day.

Table 7 : Calculation of Household to be covered /day/team

~ Calculation of HH coverage/day/team |

Event/Activity Time to dedicate Total time remaining

Time per day for field work including lunch and 7:00-19:00=720 min 720 min
refreshment/prayer break.

Travel time (including travel time, round trip) 60 min X 2 trip =120 min 720-120=600min

Lunch and prayer break 13:00-15:00= 120 min 600-120= 480 min
Average time allocated for households’ 35 min+ 5 min= 40 min All indicators may not require to
interview by one interviewers (Interview + collect from all households
Travel time between household except demo, food security and

WASH. For instance, almost two
third of slum’s households have
no child meaning that team need
less time for these households.
For the household having
children, measurer assistant will
move to the next households
after completing measurement
in previous HH.
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Total number of HH’s to be covered by each | 480 min/40 min per HH=12
team per day (with one interviewers) households

Total number of HH’s to be covered by each 12 households*2
team per day (with two interviewers) interviewer= 24 households

Therefore 1336 households / 24 households were interviewed per day= 55.7~ 56 clusters needed from both
dhaka north and south urban slums area. Clusters and reserve clusters were assigned using ENA software. Reserve
clusters (RC) will only be implemented if >10% of clusters cannot be included or <80% of sample size of children
is not reached.

Table 8: Final targeted households, Dhaka South and North City Corporation

DSCC Slums 1336 56 1344 (56*24 HH)

DNCC Slums 1336 56 1344 (56*24 HH)

e Second Stage Sampling - Household Selection

Households were selected by using simple random sampling. An updated household list was developed by Action
Against Hunger and Concern Worldwide’ s partners staff 1-2 weeks prior to the data collection with the help of
local commuity leaders or community volunteer. On the day of data collection a verification was also be done in
case of any changes in the household list was amended. Once the list was updated, the team had used a random
number generator to select required number of households from the list. A community worker or volunteer or
leader were appointed by Concern worldwide to guide the survey teams to the selected households on the day of
the interview. In this case, the team also used a random number generator to select required number of households
from the list. All children 6-59 months within selected households were eligible for measurement.

Revisiting excluded/absent households and missing clusters on reserve days to mitigate possible high NRR

Additional two reserve days have been kept for the two survey locations for revisiting non-response/absent
household and missing clusters (if any). To ensure reaching maximum number of targeted samples and mitigating
the issue of possible high non-response rate (NRR) due to sample exclusion based on COVID health checklist, all the
households will be followed-up and accordingly revisited. Households those will be excluded based on child’s high
fever (>=100.4°F/38°C) confirmed by measuring body temperature or presence of any other sign/symptoms of
COVID-19 will be followed up regularly. A child and/or respondent, mother may have high fever during the day of
data collection and that could also be due to other morbidity/diseases and not COVID-19. Hence children those
were recovered from fever without showing any other sign/symptoms of COVID during the period of data collection
in each survey locations were visited again. Same health screening checklist was employed again during revisit to
ensure no sick children (with possible sign, symptoms of COVID) are measured. This approach of tracing each child
and the corresponding household as well as revisiting of other absent households was expected to minimize the
non-response rate.

3.5 Health and Safety Measures during Field Work:
Key technical and operational recommendations that have been followed to ensure all Infection Prevention Control
(IPC), health and safety measures for the beneficiary as well as for the survey team are as below:

During data field collection:

- Introduction, consent, interviews, and measurement was done outside in an open, shaded area with enough
space for proper physical distancing wherever feasible while still respecting a persons’ privacy.

- All survey team members have been provided with face masks, hand sanitizers and gloves. Each team
was to carry safety bag and safely dispose of used personal protective equipment at the end of data collection.
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- Household members who are directly in contact with the survey team (survey respondent and measured
children/adults above 2 years of age) were requested to wear a face mask during the entire household
interview process. The survey teams have been offering a face mask to the key household members prior to
the start of the interview if they are not available in the household.

- During the interview, the interviewer and respondent maintained a distance of at least 1-meter even if
wearing a mask

- All team members have been sanitize their hands immediately before entering a household using soap
and water or alcohol-based hand sanitizer with at least 60% alcohol.

- All surveys had followed the usual methods for measuring oedema, MUAC, weight, height and age using trained
measurers as per the SMART guidelines. Anthropometric equipment’s (e.g. scales, height boards, MUAC
tape) will be disinfected between households.

- Prevent congregation of others (household or community members) around the place of interview, by asking
to respect distance and privacy.

- Well-functioning vehicles with enough space for sitting was hired for survey team and disinfected
regularly. All drivers were also provided face mask and hand gloves.

- Before the interview, the team members were screening respondents and all measured subjects. If any
individual in the household meets any of the following conditions, the household was excluded from the
survey.

e Measure temperature with an infrared thermometer for eligible children and their
mothers/caregivers. Exclude household only if the eligible child and respondent/mother have
temperature 2100.4°F /38°C and/or other symptoms of COVID-19 (e.g. dry cough, sneezing, shortness
of breath, chest pain or pressure, loss of speech or movement etc.). If there are multiple eligible children
in a randomly selected households (for example two children) and if one child has high fever while the
other doesn’t have fever or other COVID sign/symptoms then only the healthy children were included
as well as that corresponding household. Other members of the HH were also asked if anyone has fever
or other COVID like symptoms, then that member of the HH was asked to be isolated and kept in
distance but that was not considered as the HH exclusion criteria.

e Inquire about prior diagnosis of COVID-19. Exclude if anyone in the household has tested positive test
for COVID-19 within the past 14 days.

e Ask if any household members that have been in close contact with a confirmed COVID-19 patient
within the last 14 days. A close contact is anyone who was within 2 meters of an infected person for at
least 15 minutes. To remind that an infected person can spread COVID-19 starting 48 hours (or 2 days)
before the person has any symptoms or tests positive for COVID-19.

e Asuspect case for whom testing for the COVID-19 virus is inconclusive (Inconclusive being the result of
the test reported by the laboratory) OR a suspect case for whom testing could not be performed for any
reason.

e Inquire if any of the household’s members currently are in home quarantine or quarantine in centre for
isolation.

Currently the case definitions of COVID 19 in Bangladesh are:
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Suspect case:

- A patient with acute respiratory illness (fever and at least one sign/symptom of respiratory disease, e.g.,
cough, shortness of breath), AND residence in Bangladesh or travel to a country reporting community
transmission of COVID-19 disease during the 14 days prior to symptom onset.

- OR

- Apatient/ health care worker with any acute respiratory illness AND having been in contact (see definition
of contact) with a confirmed or probable COVID-19 case in the last 14 days prior to symptom onset.

- OR

- Apatient with severe acute respiratory illness (fever and at least one sign/symptom of respiratory disease,
e.g., cough, shortness of breath) AND in the absence of an alternative diagnosis that fully explains the clinical
presentation

Probable case:

- Asuspect case for whom testing for the COVID-19 virus is inconclusive (Inconclusive being the result of the
test reported by the laboratory).
OR

- A suspect case for whom testing could not be performed for any reason.

Confirmed case:

- A person with laboratory confirmation of COVID-19 infection, irrespective of clinical signs and symptoms

Related to the survey methodology and human resources management:

All survey staff who was involved in the field (enumerators including all reserve teams and drivers) was
vaccinated for COVID before training. While waiting for test results, team members should self-quarantine if
possible or practice strict physical distancing and other protective measures to minimize the risk of COVID-19
infection. Survey data collection will be started once results have been received and all test results are reported
as COVID-19 negative.

Every team member was monitored for his/her symptoms twice a day and report those to the team lead
(morning before field work and after return from the field). Self-assessment (ideally supervised by another
team member) should at least include reporting of temperature check for fever (i.e. temperature 2100.4 °F/38
°C) and reporting of new/worsening cough.

In case a team member develops symptoms that are consistent with the local suspect COVID-19 case definition
the survey manager will withdraw the entire team from field work for the remaining duration of survey or
until it can be confirmed that all team members are negative for SARS-COV-2 and replace it with a reserve
team or other team available.

Two survey teams (6 enumerators) will be kept as reserve and the necessary supplies for IPCs equipment’s
will be made available.

All survey team members were thoroughly trained on modules necessary for implementing a SMART
survey (e.g. Logistics, Objectives etc.) as well as a review of additional field safety procedures during
COVID-19 as described above.

Reference: Interim guidance on restarting population level surveys and household level data collection in humanitarian
situations during covid-19 pandemic; Version of October 8th, 2020

3.6 Overview of indicators, Target population, Case Definitions and Thresholds

The anthropometric results for 0-59 months children were based on the WHO 2006 growth standards. All children
aged 0-59 months and pregnant and lactating women were included for anthropometric measurement. Infant and
Young Child Feeding (IYCF) practices have been assessed by interviewing the mothers or primary care givers and
were applicable for children aged below 2 years (under 24 months); diarrhoea for the preceding 14 days and were
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applicable for children 6-59 months; vitamin A and measles vaccination were applicable for 6-59 months and 9-59
months respectively, for which the mother/primary care givers recall and the child vaccination card has been used.
All eligible children within the same household were included for the survey. If individuals or children are absent,
the team had revisited the house at the end of the day before leaving the villageln case there are no children
identified, other household information (e.g. mortality, food security and WASH) has been collected.

Table 9: Overview of survey indicators and their target population

S it rarget Population

Anthropometry and Morbidity
1. Acute Malnutrition by WHZ and/or Oedema
2. Chronic Malnutrition by HAZ
3. Underweight by WAZ
4. Overweight or obesity by WHZ Children 6-59 months
5. Acute Malnutrition by MUAC and/or Oedema
6 Combined Acute Malnutrition (cGAM & cSAM) by both WHZ
) and/or MUAC and/or Oedema
7. Diarrhoea prevalence
8. Immunization of Measles 9-59 months
9. Vitamin A supplementation 6-59 months
10. MNP supplementation 6-59 months
All pregnant and lactating
11. Low MUAC prevalence among PLWs women with child <24
months
lactating women with
child <24 months
12. ANC and PNC check up Women of reproductive
age 15-49 years
13. Exclusive breastfeeding (EBF) 0-5 months
14. Early Initiation of breastfeeding
- 0-23 months
15. Bottle feeding
16. Minimum dietary diversity (MDD)
o 6-23 months
17. Minimum meal frequency (MMF)
18. Minimum acceptable diet (MAD)
19. Crude Mortality Rate (CDR) Entire population
20. Under 5 Children Death Rate (USDR) Children under 5 years
21. Household Food Security Wor.nen who is .
responsible for cooking
22. Water, Sanitation and Hygiene Householt_i Head
/Caregiver

Case definitions (related to households)

a) Households (HH): A household is defined as a group of people who normally live together and eat from the
same pot and resources.

b)

Case definitions (related to children)

c) Age was recorded as a date of birth (day/month/year) if the information is available on official written
documents such as vaccination or birth registration cards. If documentation is unavailable, age will be recorded
in months. A local calendar of events will be used to estimate the age (annex 7).
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d)

g)

h)

j)

k)

D

Weight (in kg): Children was weighed removing of all clothes to the nearest 100g (0.1 kg) by using a SECA
electronic scale. The children who can easily stand are asked to stand on the weighing scale and their weight is
recorded. In a situation when the children cannot stand, the double weighing method is applied.

Height/Length (in cm): A measuring board was used to measure bare headed and barefoot children. The
precision of the measurement is 0.1 cm. All children under 2 years were measured lying down (length) and all
children over 2 years were measured standing up (height). Two measurers will undertake measurements of
each child, with the participation of the caregivers.

Mid Upper Arm Circumference (MUAC) was measured using a flexible non-elastic tape, midway between the
tip of the acromion process and the tip of the olecranon process of the left arm with the arm hanging freely by
the child’s side. MUAC measurements were recorded in millimeters (precision to the nearest millimeter).

Bilateral Pitting Oedema: was assessed by applying a moderate thumb pressure on BOTH feet for three
seconds. If oedema is present, a shallow pit will remain after releasing pressure from the feet. Only children
with bilateral oedema (oedema on both feet) are diagnosed positive for nutritional Oedema. Supervisor
confirmed all cases of oedema. However, no oedema case found during the assessment

Crude mortality rate (CDR): One of the primary goals of humanitarian response to a humanitarian crisis is
the prevention and reduction of mortality?0.The CDR is a metric frequently used to gauge the severity of a
humanitarian crisis. It is defined as the number of deaths from all causes per 10,000 people per day over a
specified period of time. It is calculated from the following formula:

CDR = Number of deaths / (mid-interval population / 10,000) x time interval
= deaths / 10,000 / day
Under five death rate (U5DR): U5DR is defined as the number of deaths among children under five from all
causes per 10,000 people per day over a specific period of time. It is calculated from the following formula:

US5DR = Number of under 5 deaths / (mid-interval population / 10,000) x time interval
= under 5 deaths / 10,000 / day

Diarrhea was assessed through two weeks recall period. Diarrhea is defined as passage of three or more loose
or liquid stools in a day in children aged 6-59 months.

Use of ORS/zinc during a diarrhea episode: The interviewer was asked the mother/caregiver of the child if
he/she received ORS sachets and/or zinc during a diarrhea episode. An ORS sachet and a zinc pill were shown
when asked to recall.

Measles vaccination in children 9-59 months: Measles vaccination were assessed among children aged 9-59
months by checking for the measles vaccine on the EPI card if available or by asking the caregiver to recall if no
EPI card is available.

m) Vitamin A Supplementation in children 6-59 months: Vitamin A supplementation was assessed among

children aged 6-59 months by checking the EPI card if available or by asking the caregiver to recall if no EPI
card is available.

n) Case definitions Infant and Young Child Feeding practices:

Only few important [YCF indicators were used to calculate them are detailed below.
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» Exclusively breastfed for the first two days after birth: Percentage of children born in the last 23 months
who were fed exclusively with breast milk for the first two days after birth

Children born in the last 24 months who were fed exclusively with breast milk for the first two days after birth
Children born in the last 24 months

» Early Initiation of breastfeeding: Proportion of children born in the last 24 months who were breastfed
within one hour of birth.
Children born in the last 24 months who were put to the breast within one hour after birth
Children born in the last 24 months

» Exclusive breastfeeding under 6 months: Percentage of infants 0-5 months of age who were fed
exclusively with breast milk during the previous day
Infants 0-5 months of age who received only breast milk during the previous day
Infants 0-5 months of age

> Bottle feeding: Proportion of children 0-23 months of age who are fed with a bottle.

Children 0-23 months of age who were fed with a bottle during the previous day
Children 0-23 months of age

» Minimum dietary diversity: Percentage of children 6-23 months of age who consumed foods and
beverages from at least five out of eight defined food groups during the previous day. The eight food groups
used for tabulation of this indicator are:

breast milk;

grains, roots, tubers and plantains;

pulses (beans, peas, lentils), nuts and seeds;

dairy products (milk, infant formula, yogurt, cheese);
flesh foods (meat, fish, poultry, organ meats);

eggs;

vitamin-A rich fruits and vegetables; and

Other fruits and vegetables.

© N W

» Minimum meal frequency: Proportion of breastfed and non-breastfed children 6-23 months of age who
receive solid, semi-solid, or soft foods (but also including milk feeds for non-breastfed children) the
minimum number of times or more.

e Minimum meal frequency for non-breastfed children [6-23 months] [>=4 full meals]
e Minimum meal frequency for breastfed children [6-8 months] [>=2 full meals]

e Minimum meal frequency for breastfed children [9-23 months] [>=3 full meals]

» Minimum acceptable diet: Percentage of children 6-23 months of age who consumed a minimum
acceptable diet during the previous day

Case definitions (women from 15 to 49 years of age)
0) Age: The age was recorded in years on the questionnaire.

p) Pregnant and Lactating Status: The team leader asked all women if they are pregnant and/or lactating.
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q)

t)

Mid-Upper Arm Circumference (MUAC): The MUAC was measured in millimeters on the left arm, at midpoint
between the shoulder's tip and the elbow, on a relaxed arm for all women.

Enrolment in an ANC programme and Iron and folic acid supplementation: If the woman was pregnant,
the team leader asked two additional questions about her enrolment in an antenatal care programme and
consumption of iron-folic-acid pills. An iron-folic acid pill image was shown to the pregnant woman when asked
to recall.

Antenatal Care (ANC): Percentage of women aged 15-49 years with a live birth in the last 2 years who during
the pregnancy of the most recent live birth were attended at ANC check-ups. If the women are lactating
pregnant having children aged <24 months, the team leader asked if she received ANC check-ups for the
younger children.

Postnatal care (PNC): Percentage of women aged 15-49 years with a live birth in the last 2 years whose most
recent live-born child received a health check while in facility or at home following delivery, or a post-natal care
visit within 2 days after delivery. If the women is lactating pregnant having children aged <24 months, the team
leader asked if she received PNC check-ups for the younger children.

Water, Sanitation and Hygiene (WASH
The table below provides an overview of the definitions of drinking water and sanitation (toilet) facilities used in
the survey and available in the Dhaka urban slums.

Table 10 : Table Definitions of drinking water and sanitation (toilet) facilities*

_ Protected/treated source Un-protected/un-treated source

Drinking water e Deep Tubewell e Supply water (WASHA)
e Collected from Water ATM booth by | ¢ Rainwater collection
payment e Surface water (lake, pond, dam,
e Bottled/ Jar water river)
e Other
Latrines/toilets Hygiene Latrine ‘ Unhygienic Latrine
e Piped with sewerage system e Latrine without water seal
e Latrine with septic tank Mixed with nearby drain or
e Latrine with water seal/ water body
e Payable public toilet with water seal | ® Communal sharing latrine
e Payable public toilet without
water seal Open defecation
e Plastic bag
e Plastic pot/potty
e Others (specify)
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Table 11: Cut-offs for the Indices for Weight-for-Height z-score (WHZ), Height-for-Age z-score (HAZ), and Weight-
for-Age z-score (WAZ) (2006) AND MUAC cut-offs

Malnutrition Status Classification

Chronic Underweight Overwel
Acute Malnutrition (WHZ) . ght
malnutrition (HAZ) (WAZ) (WHZ)
Status ; ; . Weight/
We'g[l“;{{;l]e ight MUAC Height/Age [HAZ] We['g;‘;é;‘ge Height
[WHZ]
WHZ< -2 SD and/or | MUAC< 125 mm and /or
Global HAZ< -2 SD WAZ< -2 SD WHZ >
Oedema Oedema
2SD
WHZ >
Moder | WHZ <-2SDto =-3 115 mm< MUAC< 125 HAZ <-2SDto=2-3 | WAZ<-2SDto 2 25D
to <
ate SD mm SD -3SD
3SD
WHZ < -3 SD and/or | MUAC< 115 mm and /or WHZ >
Severe HAZ <-3SD WAZ <-3SD
Oedema Oedema 3SD

Table 12: Classification for MUAC in PLW1!

Severity Women- MUAC (mm)

GLOBAL <210 mm
MODERATE >160to <210 mm
SEVERE <160 mm

Low MUAC in women was defined as a mid-upper arm circumference below 210 mm for the purpose of this
assessment in line with the national protocols for community based management of acutely malnourished children
and PLWs.

Table 13: WHO and/ UNICEF Classification for the Severity of Malnutrition by Prevalence among

Children under Five

Indicators Prevalence Thresholds Level [%]12
High Medium Low
Wasting [WHZ] =15 10 -<15 5-<10 2.5-<5 <2.5
Overweight [WHZ] =15 10 - <15 5-<10 2.5-<5 <2.5
Stunting [HAZ] =30 20 - <30 10 -<20 2.5-<10 <2.5

Table 14: Sphere Standards CDR and U5DR Emergency Threshold Cut-offs by Region?'®

Emergency
Indicator Population Global Emergency Threshold for South
Threshold :
Asia
CDR Entire population >1 death/10,000/day 0.40
U5DR Children Under 5 >2 deaths/10,000/day 0.90

12 WHO/UNICEF latest public health emergency thresholds for the prevalence of wasting, overweight and stunting in children under 4
years, August 2018
13 The Sphere Project (2011) Humanitarian Charter and Minimum Standards in Humanitarian Response
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The most broadly referenced CDR emergency threshold is >1 death/10,000/day among the entire population and
>2 deaths/10,000/day among children under five years. Sphere standards recommend the interpretation of
CDR and U5DR by regional cut-offs, as shown in table 14 above. Bangladesh is situated in South Asia, and
therefore results from this assessment will be compared with this region.

Table 15: Thresholds level for household Coping Strategy Index [CSI]

Reduced Coping Strategy Index [rCSI] Thresholds

No or low coping 0-3
Medium coping 4-9
High coping 210
Source: Technical Guidance, Food and Agricultural Organization.

3.7 Ethical Considerations

All participants were asked for informed consent verbally. No participant was forced to provide information for the
study; all participation was volunteerly. The survey objectives were clearly explained to all the survey participants
before gathering data from them. The enumerators were abstain from collecting data from those who will deny or
show any kind of disinterest in providing information. The enumerators were highly committed to the respondents
to keep the privacy of survey participants’ information and sources of data as well as made their heartiest endeavor
to be unbiased in collecting data. Survey approval has been taken from NNS, IPHN and Dhaka City Corporation. No
sick children as well as the corresponding households especially with COVID-19 sign/symptoms were included in
the survey.

In addition to that, a half day preliminary results review, and validation meeting followed by a dissemination
workshop was conducted in Dhaka and participated by Government Authorities (e.g. BNNC, NNS-IPHN, City
Corporations) and nutrition cluster members partners (e.g. UNICEF, WFP, ACF, BRAC, SEEP, Sajida Foundation and
Nari Maitree)

3.8 Referral

MUAC only programing are in place with global MUAC thresholds. Therefore, all children identified as meeting the
case definition for severe (<115 mm) and moderate (>= 115 and <125 mm) acute malnutrition have been refered
to the nearest nutrition centre (SAM corner or SC) if prgoramme exits. Pregnant and lactating women with
MUAC<210mm were also refered to the nearest nutrition centre if they are not admitted yet.-

3.9 Special Cases:

a) No children in the household: Households and women questions were administered. Household were not
replacex the household with another one!

b) Abandoned Household: Generally, abandoned households have not been occupied for a long period of
time and was considered as household abandoned if no one lived there last night and no one is coming back.
All abandoned households were removed before HH listing and selection.

c) Absent Household: Household recently inhabited but is currently empty were considered as absent and
not replaced absent household. Skip house and continue to the next household according to the sampling
procedure. A household were only marked absent after at least two re-visits to the household have been
made. If more than half of the HH are absent, revisit the area at a later date.

d) Excluded Household: If any eligible child or other households members in the household meets the
exclusion criteria of COVID 19 as per checklist attached in the annex 1 was excluded from the survey.
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e) Absent children: If a child is absent at the time of the survey it must be noted. Collect the other household
related data. The mother was told that team will return later that day - continue to look for missing children
until your departure from the survey area.

f) Children with disability/handicap: All data that is not influenced by the disability were collected.
Determine if it is possible to measure all anthropometry indicators: If not possible to measure height and
weight, then give an ID number, record data as missing and report the reason.

3.10 Survey Equipment:

Weight has been measured with SECA electronic scale. SECA scales allow for double measurement. Weight scales
were calibrated nightly through 2 Kg standard weight. Shorr boards were used for measuring height. Shorr boards
were calibrated before each survey. All anthropometric equipment’s have been disinfected between each
household during the field data collection. Necessary personal protective equipment (PPE) including 15%
additional buffer to account for supplies required during training as well as any damaged supplies were ensured.
In addition, teams were given adequate supplies to safely dispose of used personal protective equipment.

3.11 Supervison, Team Composition and Trinning
3.11.1 Supervision

ACF experienced Nutrition Surveillance Head of Department was assigned for overall coordination and
implementation of this assessment. There was one Surveillance Manager and two survervisors who were
responsible for operatinal and technical support to the team including field supervision using checklist (annex 8).
ACF also deployd one regional SMART advisor (ACF Cananda) for overall technical support. The Health and
Nutriton Advisor for Asia region, ACF France HQ and the Health and Nutrition Head of Department, Bangladesh
Mission, have been overseeing the survey and providing necessary support to the survey team.

3.11.2 Team Composition

The surveys were implemented by 6 teams, each consisting of 4 members: one team leader/measurer, one
measurer assistant and two interviewers. Each team member has the following designated roles:

e Interviewer: Gain consent and complete household’s health screening checklist, create household listing
of family members and ask mortality related questions, conduct verbal interview while entering data into
the tablet.

e Team leader measurer: Introduce the team in the surveyed area, identifiy households, take
anthropometric measurements of children 6-59 months, fill up anthropometric and cluster control form;
coordinate and supporte the team.

e Measurer assistant: Assist in taking anthropometric measurements and confirm household listing of
family members by interviewer; disinfect all anthropometric equipments after each households.

Two additional enumerators were kept as reserve. If any individual team member meets the criteria of COVID-19
sign/symptoms as per checklist attached in the annex 1, he/she will be kept in home quarantine.

3.11.3 Training

The survey team had received 4 days residential training from 16th - 20th May 2022. During the training, the field
enumerators were trained on survey objectives, household selection techniques, demonstration of anthropometric
measurements, mortality questionnaire and use of mobile data collection. The training was consist of both lecture
and practical sessions while experienced and skilled surveillance team member acted as measurer. Hence, this
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training exlcuded standardization test as recommeded by Interium guideline!4. All survey team members have also
been trained on the module of field safety procedures in the context of COVID-19. All necessary steps were put in
place to ensure the IPC health measures during training session. A field test was conducted a day before the actual
survey in nearest village. The questionnaire was translated and administered in the local language. Determination
of the team composition was done based on performance on a written evaluation (pre and post-test), and field test.

3.12 Electronic data collection, Data Management and Data Analysis

3.12.1 Questionanire Development and Data Collection

The survey questionnaire were developed by surveillance department in close collaboration with Concern and
WFP. The paper questionnaire (annex 4) was translated into .xls script by Nutrition Surveillance Head of
Department and deployed into Kobo Toolbox. Data was collected on tablets (Lenovo). Data was uploaded daily to
a Kobo server to enable remote monitoring of data quality. All teams were provided one back-up tablet and hard
copies of the questionnaires in case the tablet fails at any point.

3.12.2 Quality Assurance

Quality of survey data is guaranteed by proper diligence at all stages of the survey. Details in the protocol related
to efforts to ensure quality assurance during recruitment, sampling (e.g., efforts to ensure an updated sampling
frame), training (e.g., field test, written exams), and field work (e.g., calibration of equipment, supervission) are
noted in each respective section above. In addition, a daily check of entered data was conducted by the survey
manager to assess complleteness and consistency of data. Data quality was assessed using the ENA plausibility
check of anthropometric data. Teams, supervisors, and survey manager have been meeting nightly throughout data
collection to review any issues observed during field work as well any issues identified in reviewing the data.

3.12.3 Data Management, Analysis, Dissemination and Report Writing

Data were collected in two forms: a paper copy with anthropometric data for children 0-59 months and PLWs, and
an electronic copy of all collected data entered tablets. The data were uploaded daily to a secure server, and paper
copies were submitted to the surveillance manager. Daily random checks of entered data were conducted by the
survey manager in addition to a daily plausibility check of anthropometric data to assess and assure continued data
quality. All anthropometric and mortality data were analyzed using the most recent ENA for SMART software [11th
January 2020]; SMART flags were used for exclusion of z-scores out of range values [+/-3 from the observed survey
mean]. All other indicators were analyzed using Epi Info version 7.2.3.1. Confidence Interval type “Logit” was used
for “Complex Sample Frequencies” in Epi Info for additional non-anthropometric variables. The CDC Statistical
Calculator for Two Surveys was used to identify statistical significance of relevant indicators between previous
surveys as well as relevant indicators within this assessment. P-value obtained using statistical test indicates the
strength of findings. P value < 0.05 indicates a significant difference between the two parameters.

1 Interim guidance on restarting population level surveys and household level data collection in humanitarian situations during covid-19

pandemic, SMART, 8th October 2020
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4. RESULTS

4.1 Sample Achieved

The survey achieved the minimum percentages of clusters surveyed [90%] and children measured [80%]
stipulated by the SMART methodology to ensure representativeness for two city corporations. In DSCC, 1,261
households comprising 459 children were enlisted during data collection. In DNCC, 1,317 households comprising
531 children were enlisted and measured. The sample is detailed in the table below.

Table 16: Details of plan and actual sample size achieved, SMART survey, DSCC and DNCC, May-June 2022

DSCC

56

100%

1344

1261

387

459

118%

DNCC 56 56

100% 1344

1317

387

533

137%

4.2 Demography

4.2.1 Household and Family Composition

Under this survey, the average household size was 3.8 members in DSCC and 4.0 in DNCC Slums. The percentage of
U5 children was 10.3% in DSCC and 11.0% in DNCC, which is slightly above the ICDDR’B baseline estimates!s

[9.2%].

Table 17: Household and family composition, SMART survey, DSCC and DNCC Slum, May-June 2022

DSCC Slum

Category/Indicator Value | Proportion/Mean | Value | Proportion/Mean
Total Population [current HH members] 4,824 - 5,222 -
Average Household Size NA 3.8 NA 4.0
% of Male members 2353 48.8% 2559 49.0%
% of Female members 2471 51.2% 2663 51.0%
% of Children 0 to 5 months 37 0.8% 43 0.8%
% of Children 6 to 23 months 176 3.6% 202 3.9%
% of Children 24 to 59 months 283 5.9% 331 6.3%
Children 0-5 years 497 10.3% 577 11.0%
Children 5-10 years 637 13.2% 605 11.6%
Children 11-17 years 663 13.7% 750 14.4%
Adult 18-59 years 2717 56.3% 3044 45.3%
Adult 60+ years 310 6.4% 246 4.7%
Pregnant and Lactating Women 272 5.6% 308 5.9%
Pregnant women 66 1.4% 69 1.3%
Lactating women with children 0-5 months 36 0.7% 44 0.8.%
Lactating women with children 6-23 months 170 3.5% 195 3.7%

15 Baseline Population and Socioeconomic Census Slums of Dhaka (North and South) and Gazipur City Corporations, 2015-16
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4.2.2 Age and Sex Distribution in Children 6-59 months

The overall sex distribution [ratio of boys/girl: 0.9 for DSCC and 0.9 for DNCC] of the sampled children has shown
equal representation with no significant difference [P= 0.575 for DSCC, P=0.544 for DNCC] of boys and girls ratio.
In both locations, younger are significantly higher. P value is less than <0.05 in both location. Possible reasons were:
1) Families living in urban slums have tendency to keep their older kids in grandmother’s house since parents work
outside. 2) During last 2 years, there might have more child birth since husband stay in home due to COVID-19
restriction.

Table 18: Age and sex ratio, SMART survey, DSCC and DNCC Slums, May-June 2022

DSCC Slum DNCC Slum
 AGE

G1r1 G1rl
6-17 57 543 48 457 105 229 1.2 56 415 79 585 135 254 @ 0.7
18-29 | 56 # 438 72 | 563 128 @ 27.9 0.8 61 445 76 555 137 258 @ 0.8
30-41 47 534 41 46.6 88 19.2 1.1 63 525 57 475 120 @ 22.6 1.1
42-53 | 46 @ 46.0 54 | 54.0 100 21.8 0.9 55 59.1 38 409 93 17.5 1.4
54-59 | 17 @ 459 20 | 541 37 8.1 0.9 24 511 23 489 47 8.8 1.0
Total | 223 487 235 513 458 100.0 09 @ 259 487 273 513 532  100.0 0.9

4.3 Overall Data Quality

The SD value for WHZ, HAZ and WAZ fall within the accepted range of 0.80 and 1.20, indicating an adequate
distribution of data around the mean and data of acceptable quality. The overall WHZ analysis included 458
children for DSCC and 531 children for DNCC survey. The standard deviation [SD], design effect, missing values,
and flagged values are listed for WHZ, HAZ, and WAZ in Table 18 below.

Table 19: Mean z-scores, Standard Deviation, Design Effects, Missing and Flagged Values for Z-scores, SMART
survey, DSCC and DNCC Slums, May-June 2022

Mean z- Design Z-scores Excluded z- Excluded z-
Indicator N | scoresSD Effect [z- not scores scores %

score<-2] | available* = [SMART flags] @ [SMART flags]

s

Weight-for-Height -1.10£0.96 1.28

Weight-for-Age 455 -1.64+0.96 1.12 0 3 455
Height-for-Age 457 | -1.60+1.03 1.29 0 1 457
I
Weight-for-Height 531  -1.00+0.94 1.05 1* 0 531
Weight-for-Age 531  -1.48+0.94 1.23 0 1 531
Height-for-Age 528  -1.41+0.97 1.00 1* 3 528

*Height was not taken due to child disability that led the missing of height-based Z-scores [WHZ and HAZ]

The overall percentage of flagged data was well below the SMART Methodology recommendation of less than 5.0%
and considered of “excellent” quality by the ENA Plausibility Check, as demonstrated in Table below. The overall
data quality for both Slums was “Excellent” as per the SMART plausibility criteria. The complete ENA Plausibility
Check report is presented in Annex 2.
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Table 20: Overall data quality from plausibility check, SMART survey, DSCC and DNCC Slum May-June 2022

DNCC Slum

Desired Observed Observed
Score Category Score Category

@ 0.96 Good 0.94 Excellent
> . 0.4% Excellent 0.0% Excellent
=2 |  Sexratio  [EIEONE p=0.575 Excellent p=0.573 Excellent
8, & \ [p>0.05] p=0.034 Acceptable p=0.015 Acceptable

)
S 5 Digit Pref. Weight <13 6 Excellent 2 Excellent
<=
@, S Digit Pref. Height ‘ <13 4 Excellent 3 Excellent
=)
g _c_:é Digit Pref. MUAC ‘ <13 2 Excellent 1 Excellent

A
§, & \ <+0.6 0.18 Excellent 0.94 Excellent
& | Kurtosis L) -0.14 Excellent 0.0 Excellent
2 |  PoissonDistr.  [RISXOH p=0.04 Excellent p=0.455 Excellent
< Overall Score \ <15% 5.0% Excellent 4.0% Excellent

. \ DSCC Slum DNCC Slum

= Criteria for FEIS Desired Observed Interpretation Observed Interpretation

2 from survey P ! from survey

%}

@ Lo LG 0.81 Acceptable 0.77 Acceptable

4.4 Malnutrition

4.4.1 Prevalence of Acute Malnutrition based on WHZ:

The prevalence of acute malnutrition by WHZ was based on the analysis of 456 children in DSCC and 531 children
in DNCC Slum [excluding outliers]. There were no identified cases of Oedema in two Slums.

As seen in table below, the overall GAM prevalence by WHZ among children 6-59 months in DSCC Slum was 18.4%
[14.7 - 22.995% C.I.] and in DNCC Slum was 12.8% [10.1 - 16.1 95% C.L.]. The overall acute malnutrition situation
in DSCC was in the “Very High or Critical” category and in DNCC was in the “High or Serious” category according
to WHO/UNICEF Emergency thresholds!é. The overall SAM prevalence in DSCC Slum was found to be 1.5 % [0.8 -
3.195% C.I.] and in DNCC was 2.3% [1.4 - 3.7 95% C.L]. Global Acute Malnutrition (GAM) prevalence based on WHZ
among children 6-59 months found higher in DSCC slums than in DNCC slums with significant difference [p=0.027]
was observed.

Table 21: Prevalence of Acute Malnutrition disaggregated by Slums, based on WHZ and /or Oedema, SMART
survey, DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum P-value
n =456 n=531 [Dscc vs DNCC]

Global acute malnutrition [WHZ<-2 SD (84) 18.4 % (68)12.8 %
and/or oedemal (14.7-22995%C1)  (10.1-16.195% C.L) 0027
Moderate acute malnutrition [WHZ<-2 SD (77) 16.9 % (56)10.5%
and >=-3 SD, no oedema] (135-21.095% C.1) | (8.4-13.295% C.1) 0.004
Severe acute malnutrition [WHZ<-3 SD (7)1.5% (12)2.3 %
and/or oedemal (0.8-3195%CL)  (L4-3.795%Cl) 0279

16 WHO/UNICEF Cut Off Points using Z-Score (-2 Z scores in populations: <2.5% - Very low; 2.5-<5% - Low; 5-<10% - Medium; 10-<15% - High; 215% - Very
High)
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Table 22: Prevalence of Acute Malnutrition disaggregated by sex, based on WHZ and /or Oedema, SMART survey,
DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum
Indicators Girls Boys Girls P-value
Global acute malnutrition | (44) 19.8% (40)17.1% (36) 13.9% (32)11.8%

WHZ<-2 SD d/ DSCC: 0.487
[ and/or - (145-26.5 @ (12.7-22.795%  (10.2-18.7 (8.3-16.3 DNCC: 0.474
oedema] 95% C.1) clL) 95% C.1) 95% C.1)

Moderate acute  (39)17.6 % (38)16.2% (26) 10.0 % (30)11.0%

Inutriti [WHZ<-2 SD DSCC:0.691
mainutrition (12.9-234  (12.1-21.595%  (6.9-14.3 (7.8-15.3 DNCC: 0.701
and >=-3 SD, no oedema] 95% C.L) clL) 95% C.I.) 95% C.I.)

Severe acute malnutrition (5)23% (2)09% (10)3.9% (2)0.7%

WHZ<-3 SD  and/or Deccozs
[ and/or | (1.0-5295%  (0.2-3495% (2.2-6.895% (0.2-2.995% DNCC: 0.008
oedema] Cl) Cl)

C.L) C.L)

Further gender-based analysis indicated that the prevalence of global acute malnutrition by WHZ and/or Oedema
was relatively higher among boys in both locations, but the differences were not statistically significant [P>0.05].

Table 23: Prevalence of acute malnutrition disaggregated by age group, based on WHZ and/or edema, SMART
survey, DSCC Slum and DNCC Slum, May-June 2022

DNCC Shum P-value
Indicators Younger Older Younger Older [6-23vs 24-59]
[6-23 months] [24-59 months] [6-23 [24-59
n=161 n=275 months] months]
n=134 n=291
Prevalence of global global (27)15.5% (57)202% (26)12.9% (42)12.8%
acute malnutrition (10.8 - 21.7 95% (15.3-26.2 (15.3-26.2 (9.5-16.9 DSCC:0.223
[WHZ<-2 SD and/or C.I) 95% C.1.) DNCC: 0.973
95% C.L) 95% C.L)
oedemal]
Prevalence of moderate (23)13.2% (54)19.1 % (21)10.4 % (35)10.6 %
acute malnutrition = (9.0 - 18.9 95% (14.7 - 24.6 (7.1-14.9 (7.8-143 DSCC: 0.091
[WHZ<-2 SD and >=-3 SD, C.I) 95% C.1.) DNCC: 0.937
no oedemal 95% C.I) 95% C.I)
Prevalence of severe (4)23% 3)11% 5)25% (MN21%
acute malnutrition | (0.9 - 6.0 95% (0.3-3.295% (1.0-59 (1.0 - 43 95% Eli(;(c::- (:)375711
[WHZ<-3 SD and/or C.lL) C.lL) . e
oedemal 95% C.1) C.L)

When comparing the prevalence of acute malnutrition in younger children [6-23 months] vs older children [24-59
months]; in DSCC older children had higher prevalence of GAM [20.2%], while in DNCC younger children had
prevalence of GAM 12.9% which was almost similar [12.8%] in older children. However, no significant differences
observed in GAM and SAM prevalence [p>0.05] between younger and older children in two Slums.
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Table 24: Prevalence of acute malnutrition by age, based on weight-for-height z-scores and/or edema, SMART
survey, DSCC Slum and DNCC Slum, May-June 2022

- DSCC Slum DNCC Slum

Age Severe Moderate Normal Oedem Severe Moderate Normal Oedema

wasting wasting wasting wasting

S

Age Total N % No %  No % N % Total No. % No % No % No %

[mo.] no. 0. . 0. no. .
6-17 103 3 29 14 136 8 835 0 0 135 2 15 12 89 121 896 0 O

18-29 = 128 1 08 17 133 11 859 0 0 137 4 17 | 124 116 847 O
0 2.9 0

30-41 88 0O 0 18 25 70 795 O O 119 3 12 | 101 104 874 O
25 0

42-53 100 1 10 20 200 79 790 O O 93 3 32 7 75 83 892 0
0

54-59 37 2 54 8 216 27 730 0 0 47 0 00 8 170 39 830 O
0
Total 456 7 15 77 169 37 816 0 O 531 12 23 56 105 463 872 0 O

When data was further disaggregated by age group, the prevalence of SAM and MAM was highest among the age
group of 54-59 months [5.4% and 21.6%] respectively in DSCC Slum. Though, the highest SAM and MAM prevalence
was observed among the age group of 42-53 months [3.2%] and age group of 54-59 [17. 0%] months in DNCC Slum.

Figure 3: The distribution of WHZ sample curve [red] compared to the WHO 2006 WHZ reference curve [green]

% of Chldran Weight-for-Height z-scores % of Children Weight-for-Height z-scores
454 (n=436) w— WHO standards 454 (=330  WHO standards
401 20

351 354

304 30

251 154

201 201

151 15

101 10

5 1 $

L
DMART fap
DSCC Slum DNCC Slum

The sampled population Gaussian curve [red curve] shows a shift to the left [with mean WHZ of -1.10 in DSCC and
-1.00 in DNCC] of the reference curve [green curve] representing the WHO standards. This is an indication of poor
nutritional status. The overall standard deviation [SD] for WHZ [DNCC-0.96, DNCC—0.94] falls within the
acceptable range of 0.8-1.2.

4.4.2 Prevalence of Acute Malnutrition based on MUAC

Using MUAC as an indicator for acute malnutrition, the prevalence of GAM was 2.0% [1.1 - 3.6 95% C.I.] in DSCC
and in DNCC, 2.8% [1.7 - 4.7 95% C.1.] with no significant difference. There were no SAM cases found in DNCC Slum,
while in DSCC Slum the SAM prevalence was 0.7 % [0.2 - 2.0 95% C.L].
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Table 25: Prevalence of acute malnutrition by Slums, based on MUAC cut offs [and/or oedema], SMART survey,
DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum P-value
[osccrowe

Prevalence of global acute (9)2.0% (15)2.8%
iti 0.383
g‘eﬂ:r‘:lt:]‘t“’“ [<125 mm and/or ;1 34950, c1) (1.7 - 4.7 95% C.L)
revalence of moderate acute . 0 . 0
Preval f mod (6) 1.3 % (15) 2.8 %
LS i o medena] ¢ (06-2895%C1) (1.7 - 47 95% C.L) 0.082
revaience 0] severe acute . (1] . 0
Preval £ 3) 0.7 % 0) 0.0 %
L‘:ﬂ:;t:]‘tmn [<115 mm and/or ., 54950, C1) (0.0 - 0.0 95% C.L) 0.111

Table 26: Prevalence of acute malnutrition based on MUAC cut offs [and/or oedema] and by sex, SMART survey,

DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum

DNCC Slum

Boys Glrls Boys Girls
n=223 n =235 n =259 n=273

P-value
[Boys vs Girls]

Prevalence of global global 3)1.3% (6) 2.6 % (5)19% (10)3.7% (1.9
acute malnutrition (0.4-4.095%  (1.2-5495% (0.8-4595% -6.895%Cl) g;%%. %'3322
[<125 mm and/or CL) C.L) C.L) o
oedemal]
Prevalence of moderate (2)0.9% D) 1.7% (5)19% (10)3.7% (1.9
acute malnutrition [< (0.2-3595%  (0.7-4.495% @ (0.8-4595% -6.895%Cl) g;%%: %’_;223
125 mm and >=115 mm, CL) L) Cl)
no oedemal]
Prevalence of severe (1) 0.4 % (2)0.9 % (0)0.0% 0)0.0%
acute malnutrition = (0.1-3.395% (0.2-3.495% (0.0-0.095%  (0.0-0.095% []))Sl\?((:fcol\;l-/():
[<115 mm and/or C.L) C.I)

C.L) C.L)
oedemal]

Further analysis disaggregated by sex reveals that the prevalence of global acute malnutrition by MUAC was
comparatively higher among girls compared to boys in DSCC Slum [1.3% vs 2.6%] and same for DNCC Slum [1.9%
vs 3.7%] but the difference was not statistically significant [p=0.302 for DSCC, p=0.222 for DNCC].

Table 27: Prevalence of acute malnutrition disaggregated by age group, based on MUAC cut offs [and/or oedema],
SMART survey, DSCC Slum and DNCC Slum, May-June 2022

DNCC Slum

Older
[24-59

P-value
[6-23 vs 24-59]

DSCC Slum

Younger Older
[24-59 months]

Younger
[6-23

Indicators

[6-23 months]

n=176

n =282

months]
n=202

months]
n=2330

Prevalence of global (7)4.0% (2.0- (2)0.7% (14)6.9% [1]0.3 %

[<125 mm and/or C.L) .

oedema] 95% C.I) C.L]

Prevalence of moderate (4) 2.3 % (0.9 - (2)0.7% (14) 6.9 % [110.3 %

acute malnutrition [< 5.995% C.1.) (0.2-2.895% (40-11.6  [0.0-2.595% DD;%%: ((])'.%]?)?)
125 mmand >=115 mm, C.L) .

no oedema] 95% C.I) C.L]

36|Page



DSCC Slum DNCC Slum P-value

Indicators Younger Older Younger Older [6-23 vs 24-59]
[6-23 months] [24-59 months] [6-23 [24-59
n=176 n =282 months] months]
n=202 n=330
Prevalence of severe 3)1.7% (0) 0.0 % (0)0.0% [0] 0.0 %

t Inutrition (0.6 - 5.0 95% DSCC:0.055
acute malnutrition | (0.6 - 5. °  (0.0-0.095% (0.0-0.0  [0.0-0.095%  DNCC:N/A
[<115 mm and/or C.I) Cl) .
oedema] 95% C.1.) C.L]

When comparing acute malnutrition by MUAC for younger [6-23 months] vs older [24-59 months] children;
younger children had significantly higher GAM prevalence in DSCC Slums [4.0% vs 0.7%, p=0.023] and statistically
significant higher prevalence among younger children in DNCC Slum [6.9% vs 0.3%, p=<0.05].

Table 28: Prevalence of acute malnutrition by age groups, based on MUAC cut offs [and/or oedema], SMART
survey, DSCC Slum and DNCC Slum, May-June 2022

[ DSCC Slum

Age | Sampl | Severe | Moderate Normal
group | € | wasting wasting
S
0

\ DNCC Slum

Oedem Severe | Moderat Normal
a wastin e
g wasting
%

mont | Total N & % No. % No. % N Tota  No. % No. % No % N %
h no. | o. o. I no. 0.
6-17 105 |3 29 3 29 | 99 943 0 0 135 0 0 9 6.7 126 933 0 0
18-29 | 128 |0 0.0 2 1.6 126 984 0 0 137 0 0 5 36 132 964 0 | 0O
30-41 88 0 0.0 1 1.1 87 989 0 0 120 0 0 1 08 119 992 0 O
42-53 ' 100 | 0 | 0.0 O 0.0 100 1000 O 0 93 0 0 0 0.0 93 1000 O O
54-59 37 0 00 O 0.0 37 1000 O 0 47 0 0 0 0.0 47 1000 O O
Total 458 | 3 07 6 1.3 449 980 0 0 532 0 0 15 | 28 517 972 0 | 0

The prevalence of acute malnutrition per MUAC as disaggregated by age group as presented in above Table
demonstrates that all children who were identified as SAM and MAM were in the age group of 6-17 months [2.9%
and 2.9%] respectively in DSCC Slum. While their highest MAM prevalence was found among the same age group
of 6-17 months [6.7%] and no SAM case was found in DNCC Slum.

4.4.3 Prevalence of Acute Malnutrition by Combined GAM and Combined SAM [WHZ and/or MUAC and/or
Oedemal]

Combined GAM [cGAM] is an aggregated indicator for acute malnutrition that provides overall prevalence of acute
malnutrition based on WHZ and/or MUAC and/or Oedema altogether.

Table 29: Prevalence of combined GAM and SAM by Slums, based on WHZ and MUAC cut off's [and/or oedema]
*, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

| DpsScCSlum | DNCCSlum P-value
Indicators n =458 n=>532 [Dpscc vs DNCC]

Prevalence of combined GAM [WHZ <-2 (86) 18.8 % (73)13.7% 0.046
SD and/or MUAC < 125 mm and/or ;c; 531959 c1) (10.9-17.195%C.L)

oedemal

Combined Moderate Acute (77)16.8% (61)11.4%

Malnutrition** NA
[cMAM- WHZ and/or MUAC and /or

oedemal

Prevalence of combined SAM [WHZ < -3 (992.0% (12) 2.3 % 0.715
SD and/or MUAC < 115 mm and/or (11-3.695%CL) | (L4-3.795%C.lL)

oedema

*With SMART or WHO flags a missing MUAC/WHZ or not plausible WHZ value is considered as normal when the other value is available.
**Based on manual calculation since Emergency nutrition Assessment (ENA) software only provides point prevalence including confidence internal for
combined GAM and combined SAM.
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When data were combined for both WHZ and MUAC and Oedema, 18.8% [15.1 - 23.1 95% C.I.] cGAM rate is derived
in DSCC and 13.7% [10.9 - 17.1 95% C.1.] in DNCC Slum with a combined SAM rate of 2.0% [1.1 - 3.6 95% C.I] and
2.3% [1.4 - 3.7 95% C.1.] respectively. There was statistically significant difference of cGAM [P=0.046]. However, in
cSAM there was no significant difference [P=0.715] between the two Slums.

Table 30: Prevalence of combined GAM and SAM by sex, based on WHZ and MUAC cut off's [and/or oedema]?*,
SMART survey, DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum
P-value

[Boys vs Girls]

Boys Glrls Boys Girls
. n=223 | . n=235 | n=205 n=221

Prevalence of combined (45) 20.2 % (41)17.4% (37)143% | (36)13.2%

GAM [WHZ <-2 SD and/or  (14.8-26.9 (13.0-230  (10.6-19.0  (9.5-180 e 047
MUAC < 125 mm and/or 95% C.1.) 95% C.1) 95% C.1.) 95% C.I.) o
oedemal

Prevalence of combined (6)2.7% 3)13% (10)3.9% (2) 0.7 %

SAM [WHZ < -3 SD and/or (04-4.095%  (0.4-3995%  (2.2-68 (0.2-29  DeEC 0261
MUAC < 115 mm and/or cl) L) 95% C.1.) 95% C.1.) s
oedema

*With SMART or WHO flags a missing MUAC/WHZ or not plausible WHZ value is considered as normal when the other value is available

Further disaggregated analysis by sex demonstrates that boys were found with slightly higher cGAM than girls
[20.2% vs 17.4% for DSCC; 14.3% vs 13.2% for DNCC] and same for cSAM [2.7% vs 1.3% for DSCC; 3.9% vs 0.7%
for DNCC]. There was no statistically significant cGAM prevalence differences found between boys and girls in DSCC
and DNCC Slum.

Table 31: Prevalence of combined GAM and SAM disaggregated by age group, based on WHZ and MUAC cut off's
[and/or oedema]*, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Younger
[6-23 months]
n=176

Older
[24-59 months]
n =282

Younger
[6-23
months]
n =202

DSCC Slum DNCC Slum

P-value

[6-23 vs 24-59]

Prevalence of combined (29) 16.5% (57)20.2% [7.6 [31]15.3% (42)12.7% DSCC: 0.328
GAM [WHZ <-2 SD (11.9-22395% -15395%C.I] (11.3-205 (9.5-16.9 DNCC: 0370
and/or MUAC < 125 mm C.lL) 95% C.I) 95% C.I) o
and/or oedema]

Prevalence of combined (6)3.4% [1]10.4 % (5)2.5% (MN21%

SAM [WHZ < -3 SD (1.6-7295%  [0.0-2795%  (1.0-5995% (1.0 -4.95%  DSCC:0.116
and/or MUAC< 115 mm C.L) C.L] C.I) C.L) DNCC: 0.771
and/or oedema

*With SMART or WHO flags a missing MUAC/WHZ or not plausible WHZ value is considered as normal when the other value is available

Further disaggregated analysis by younger vs older indicates that older children [24-59 months] had slightly higher
cGAM prevalence [16.5% vs 20.2%, P=0.328] in DSCC Slum. Vice versa in DNCC, younger children [6-23 months]
had higher with prevalence of [15.3% vs 12.7%, P=0.370]. However, cSAM prevalence [3.4% and 2.5%] found
comparatively higher among younger children in both Slums.
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The distribution of total GAM cases by WHZ and MUAC is illustrated in the figure 4 below.

Figure 4: Distribution of total GAM cases by WHZ and MUAC criteria, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022

Total GAM Cases by both WHZ and /or MUAC Total GAM Cases by both WHZ and /or MUAC
and/or Oedema in DSCC Slum [n=86] and/or Oedema in DNCC Slum [n=73]

16.8% ‘ 10:9%

GAM by WHZ only, A GAM by WHZ only,
n=58

GAM by WHZ only:  Child with WiHZ <-2 and MUAC 2125mm
GAM by MUAC only: Child with WHZ 1-2 and MUAC «<125mm
GAM by both criteria; Chvid with WHZ «<+2 and MUAC <123%5mm

*Figure not to scale. Children with either WHZ or MUAC values included in the analysis.

The prevalence of acute malnutrition among children 6-59 months was notably different as identified by WHZ and
MUAC in DSCC [16.8% vs 0.4%] and DNCC [10.9% vs 0.9%] Slums, meaning majority of children were identified as
acutely malnourished by WHZ alone than MUAC.

Based on above Figure 4, the concordance between WHZ and MUAC was very poor in both Slums. Among the total
cases of acute malnutrition [DSCC= 86, DNCC=73], only 1.5% and 1.9% GAM cases were identified by both WHZ and
MUAC criteria in DSCC and DNCC Slums respectively. However, most of the children [89.5% in DSCC and 79.5% in
DNCC] were acutely malnourished by WHZ only criteria [n=77 for DSCC and n=58 for DNCC] whereas only few
children [2.3% in DSCC and 6.8% in DNCC] were acutely malnourished by MUAC only criteria [n=2 for DSCC and
n=>5 for DNCC] Slums.

This also indicates that using only MUAC indicator results in an estimated of 97.7% acutely malnourished children
in DSCC and 93.2% in DNCC being undiagnosed or undetected. Therefore, it is important to use both indicators for
the diagnosis, treatment, and follow-up of acute malnutrition among children to ensure no wasted child is left
behind out of treatment; this is especially of importance where concordance between WHZ and MUAC is poor.
Additionally, the Bangladesh national CMAM guideline for outpatient SAM and MAM has the provision of MUAC-
only admission and treatment of children with acute malnutrition without medical complications. Hence, it’s also
important to keep the provision of both WHZ and MUAC in the outpatient CMAM guideline for children under 5
years of age.

4.4.4 Prevalence of Underweight by WAZ

The underweight prevalence by WAZ among children 6-59 months was found 37.4% [32.7 - 42.3 95% C.1.] in DSCC
Slum as per WHO classifcation categorized as “Critical “and 29.2% [25.0 - 33.8 95% C.I.] in DNCC categorized as
‘High’, as presented in table below!”. There is significant difference in overall underweight prevalence between two
Slums [p=0.013]

17 WHO Classification of Underweight: Low - <10%, Medium - 10 - 19.9%, High - 20 - 29.9%, Alarming/Critical - >30%
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Table 32: Prevalence of based on WAZ by Slums, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum P-value

[WAZ <-3 SD]

(6.3 -11.5 95% C.1.)

(2.9 - 6.4 95% C.1)

Global underweight (170) 37.4 % (155) 29.2 %
[WAZ <-2 SD] (32.7-42395% ClL) | (25.0-33.895% C.L) 0.013
Moderate underweight [WAZ <-2SD and (131) 28.8 % (132) 24.9 %

>=-3 SD] (24.6-33495%C1)  (21.0-29.295% C.1) 0.0198
Severe underweight (39)8.6% (23) 4.3 % 2007

Table 33: Prevalence of underweight based on WAZ by sex, SMART survey, DSCC Slum and DNCC Slum, May-
June 2022

DSCC Slum DNCC Sum
P-value

[Boys vs Girls]

_ (87)394%  (83)355%  (79)305%  (76)27.9%
Global underwelght (325 -46.6 (293 -42.2 95% (250 -36.6 (221 -34.6 95% DSCC: 0.421
[WAZ<-2 SD] N DNCC: 0.543
95% C.1.) C.L) 95% C.L) ClL)
Moderate (70)31.7 % (61)26.1 % (70) 27.0 % (62)22.8%
underweight [WAZ<-  (25.6-384  (21.0-31.995%  (214-335  (174-29395%  DScC0.1%3
2SD and >=-3 SD] 95% C.L.) Cl) 95% C.1.) Cl)
_ (17) 7.7 % (22)9.4 % (9)3.5% ( (14)5.1%
f;‘rz';e_gusl:)‘;erwe‘ght (49-119 | (62-14195%  19-6495%  (3.2-8395% paec 0500
95% C.1.) CL) CL) C1)

Further sex based disaggregated analysis found no statistically significant differences [p >0.05] between boys and
girls for global, moderate, and severe underweight although it was comparatively more prevalent among boys.

Table 34: Prevalence of underweight based on WAZ by age group, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022

DNCC Slum

Younger
[6-23 months]
n=201

P-value
[6-23 vs 24-59]

Older
[24-59 months]
n=2330

| DsCCSum |
Indicators Younger Older
[6-23m] [24-59m]
n=174 n =281

Global (53)30.5% (117) 41.6 % (55) 27.4 % (100) 30.3 % DSCC: 0.015
underweight (24.1-37.7 (35.9-47.6 (21.5-34.1 (24.9 - 36.3 DNCC: 0.499
[WAZ<-2 SD] 95% C.L.) 95% C.L.) 95% C.L.) 95% C.L.)

Moderate (44) 25.3 % (87) 31.0 % (47) 23.4 % (85) 25.8 % DSCC: 0.185
underweight (19.3-32.3 (25.8-36.7 (18.2-29.6 (20.8 - 31.4 DNCC: 0.540
[WAZ<-2SD and >=- 95% C.1.) 95% C.L.) 95% C.L.) 95% C.L.)

3 SD]

Severe (9) 5.2 % (30) 10.7 % (8) 4.0 % (15) 4.5 % DSCC: 0.035
underweight (26 -10.295% (75 -15.095% (20 -7.795% (26 -7.895% DNCC: 0.785
[WAZ<-3 SD] Cl) Cl) Cl) Cl)

When comparing the prevalence of underweight for younger children [6-23 months] vs older children [24-59
months]; older children had significantly higher prevalence of global [30.5% vs 41.6%, P=0.015], with no significant
difference for moderate underweight [25.3% vs 31.0%; P=0.185] and with significant difference for severe
underweight [5.2% vs 10.7%, P=0.035] in DSCC Slum. Likewise, the underweight prevalence was found higher
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among older children for global [27.4% vs 30.3%, P=0.499] and moderate [23.4% vs 25.8%, P=0.540] and for
severe underweight [4.0% vs 4.5%, P=0.785] with no significant difference observed between younger and older
children for underweight in DNCC Slum.

Table 35: Prevalence of underweight based on WAZ by age group, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022

DSCC Slum DNCC Slum

Age Severe Moderate Severe Moderate
groups underweight | underweight underweight | underweight
~ Age  Total  No.

Total No. % No. % < No. % Total No. % No. % No. %

[mo] no. no.

6-17 103 4 3.9 21 204 103 4 134 3 2.2 23 17.2 108 80.6
18-29 127 13 10.2 41 32.3 127 13 137 8 5.8 38 27.7 91 66.4
30-41 88 10 11.4 21 239 88 10 120 6 5.0 33 27.5 81 675
42-53 100 8 8.0 38 38.0 100 8 93 5 5.4 22 23.7 66 71.0
54-59 37 4 10.8 10 27.0 | 37 4 47 1 2.1 16 34.0 30 638
Total 455 39 8.6 131 28.8 | 455 39 531 23 4.3 132 249 376 708

When data was further disaggregated by age group, both severe and moderate underweight prevalence was highest
among the same age group of 30-41 months [11.4%] and 42-53 months [38.0%] respectively] in DSCC Slum.
However, the severe and moderate underweight prevalence was highest among the age groups 18-29 months
[5.8%] and 54-59 months [34.0%] respectively in DNCC Slum.

4.4.5 Prevalence of Chronic Malnutrition/ Stunting by HAZ

The prevalence of global chronic malnutrition or Stunting per HAZ among children 6-59 months was found 35.9%
[31.0 - 41.1 95% C.I.] in DSCC and 25.6% [22.0 - 29.5 95% C.I.] in DNCC Slum that are considered ‘very High” and
‘High’ respectively as per WHO/UNICEF latest classification!8. The severe stunting prevalence was found 7.9% [5.7
-10.7 95% C.I] in DSCC and 5.3% [3.7 - 7.6 95% C.1.] in DNCC. There is significant difference observed in global
[35.9% vs 25.6%, P=0.001] and moderate [28.0% vs 20.3%, P=0.009] prevalence of stunting among two slums.
However, there was no significant difference observed among severe stunting prevalence between the two slums
[P>0.05].

Table 36: Prevalence of Stunting based on HAZ, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

- | DpSCCSlum |  DNCCSlum | P-value |
Indicators =457 e [DSCC vs DNCC]

[ 0,
Prevalence of stunting 31 (()16;? isézo/oc I 22 813253 i%gobc I 0.001
[HAZ<-2 SD] (31.0-41.195% Cl) = (22.0-29.595% C.L.)
Prevalence of moderate stunting [HAZ (128) 28.0 % (107) 20.3 %
<-2 SD and >=-3 SD] (23.7-32.795%Cl)  (16.9-24.095% C.L.) 0.009
Prevalence of severe stunting [HAZ<-3 (36) 7.9 % (28)5.3%
SD] (5.7-10.795% C.1.) (3.7-7.695% C.1.) 0.103

18 WHO/UNICEF Cut Off Points for stunting using Z-Score (-2 Z scores in populations: <2.5% - Very low; 2.5-<10% - Low; 10-<20% -
Medium; 20-<30% - High; 230% - Very High)
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Table 37: Prevalence of stunting based on HAZ by sex, SMART survey, DSCC Slum and DNCC Slum, May-June

2022

Indicators

DSCC Slum

DNCC Slum

P-value

[Boys vs Girls]

Prevalence of stuntin (93) 41.9 % (71)302%  (67)260%  (68)252% ]

(HAZ<-2 SD] & (354-48795% (243-36995% (21.1-315  (204-30.6  peco o2
cl1) cl1) 95% C.1) 95% C.1)

Prevalence of (74) 33.3 % (54) 23.0% (54) 20.9 % (53) 19.6 %

moderate  stunting (27.6-39.695% (17.9-29.095% = (162-266 = (157-243  proc o ooy

[HAZ <-2 SD and >=-3 cl) cl1) 95% C.1) 95% C.L)

SD]

Prevalence of severe (19)8.6 % (17)7.2 % (13)5.0% (15)5.6% DSCC: 0.554
cl1) cl1) 95% C.L.) cl)

As seen in above table, the prevalence of chronic malnutrition was relatively higher among boys compared to girls
for global [41.9% vs 30.2%] and moderate stunting [ 33.3% vs 23.0%] and for severe stunting [8.6% vs 7.2%] in
DSCC Slum. There is significant difference of in global and moderate stunting prevalence in DSCC Slum. Similarly,
in DNCC Slum the stunting prevalence was found higher among boys for global [26.0% vs 25.2%], moderate [20.9%
vs 19.6%] and vice versa for severe stunting [5.0% vs 5.6%]. However, the differences of stunting rates between
boys and girls were not statistically significant [P>0.05] in DNCC Slum.

Table 38: Prevalence of stunting based on HAZ by age group, SMART survey, DSCC Slum and DNCC Slum, May-

June 2022

Younger

[6-23 months]

n=175

Older
[24-59 months]
n =282

Younger
[6-23
months]
n=131

DSCC Slum DNCC Slum

P-value

[6-23 vs 24-59]

Prevalence of stunting (56) 32.0 % (108)383%  (49)246%  (86)26.1%  DSCC:0.185
[HAZ<-2 SD] (25.5-39.3 (32.1-44.9 (18.6-319  (21.9-30.9  DNCC:0.707
95% C.1.) 95% C.1.) 95% C.1.) 95% C.1.)
Prevalence of moderate (42) 24.0% (86)30.5% (36)18.1 % (71)21.6 % DSCC: 0.123
stunting [HAZ <-2 SD  (18.6-30.4 (24.9 - 36.7 (13.1-245  (17.5-26.3 = DNCC: 0.332
and >=-3 SD] 95% C.1.) 95% C.1) 95% C.L) 95% C.1)
Prevalence of Severe (14)8.0 % (22) 7.8 % (13) 6.5 % (15) 4.6 %
stunting [HAZ<-3 SD] (49-12995% @ (53-11.495% (3.7-114  (2.9-7.195% DSCC:0.934
ClL) ClL) 95% C.1.) Cl) DNCC: 0.363

When comparing the prevalence of stunting for younger children [6-23 months] vs older children [24-59 months];
older children in DSCC Slum had higher but not significant prevalence of global [32.0% vs 38.3%, P=0.185] and for
moderate [24.0% vs 30.5%, P=0.123] stunting and vice versa for severe stunting [8.0% vs 7.8%, P=0.934] with no
significant difference. Similarly, the stunting prevalence in DNCC Slum was found higher but not significant among
older children for global [24.36% vs 26.1%, P=0.707] and moderate [18.1% vs 21.6%, P=0.332] and vice versa for
severe stunting [6.5% vs 4.6%, P=0.363].
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Table 39: Prevalence of stunting based on HAZ by age, SMART survey, DSCC Slum and DNCC Slum, May-June
2022

DSCC Slum DNCC Slum

Age Severe Moderate Normal Severe Moderate Normal
groups stunting stunting stunting stunting

Age Total No. % No. % No. % Total No. % No. % No. %

[mo] no. no.

6-17 104 9 8.7 17 16.3 78 75.0 133 7 53 20 15.0 106 @ 79.7

18-29 128 10 7.8 45 35.2 73 57.0 136 7 51 27 199 102 @ 75.0

30-41 88 8 9.1 24 27.3 56 63.6 119 10 84 29 @ 244 80 67.2

42-53 100 7 7.0 34 34.0 59 59.0 93 2 22 20 215 71 76.3

54-59 37 2 5.4 8 21.6 27 73.0 47 2 43 11 234 34 72.3

Total 457 36 7.9 128 28.0 293  64.1 528 28 53 107 @203 393 744

When data was further disaggregated by age group, the prevalence of severe and moderate stunting was highest
among the age group of 30-41 months [9.1%] and 18-29 [35.2%] respectively in DSCC Slum. However, in DNCC
Slum the severe and moderate stunting prevalence was highest was among the same age group of 30-41 months
[8.4%] and [24.4%] respectively.

4.5.6 Prevalence of Overweight based on WHZ

Overweight or obesity among children is defined as Weight-for-Height Z-score >+2SD from the median according
to WHO growth reference standards 2006. The overweight prevalence in DSCC and DNCC Slums found similar at
0.0% as shown in table below.

Table 40: Prevalence of overweight based on WHZ and by sex [no oedema], SMART survey, DSCC Slum and DNCC
Slum, May-June 2022

DSCC Slum DNCC Slum
LG e All Boys Girls All Boys Girls
n =456 n=222 n =234 n=531 n =259 n=272

Prevalence  of  (0)0.0%  (0)0.0% = (0)0.0% = (0)0.0% = (0)0.0%  (0)0.0%
overweight (0.0-0.095%  (0.0-0.0 (0.0 -0.0 (0.0 - 0.0 (0.0 - 0.0 (0.0 - 0.0
[WHZ > 2 SD] C.L) 95%Cl) = 95%C.l) 95% C.L.) 95% C.L) 95% C.L)
Prevalence of  (0)0.0% (0)0.0% = (0)0.0%  (0)0.0%  (0)0.0%  (0)0.0%
severe overweight (0.0-0.095%  (0.0-0.0 (0.0 -0.0 (0.0 - 0.0 (0.0 - 0.0 (0.0 - 0.0
[WHZ > 3 SD] C.L) 95%Cl) = 95%C.l) 95% C.L.) 95% C.L) 95% C.L)

Table 41: Severity of malnutrition as per WHO/UNICEF classification 2018 among Children aged 6-59 months,
SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Prevalence: Prevalence: Severity |
Indicators DSCC Slum DNCC Slum

Very high
0, * 0,
Wasting [WHZ] 18.4% 12.8% *High
Overweight [WHZ] 0.0% 0.0% Very Low
Very High
0, * 0,
Stunting [HAZ] 35.9% 25.6% *High
Critical
0, * o,
*Underweight [WAZ] 374% 29.2% *Serious

* The severity of underweight is based on WHO classification.
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Table 42: Prevalence of Acute malnutrition among children 0-5 months, SMART survey, DSCC Slum and DNCC
Slum, May-June 2022

Indicator DSCC Slum DNCC Slum P value
[%, 95% CI ] [%, 95% CI ]

Global Acute Malnutrition 5.4% [1.3-20.4] 7.1% [2.2-21.2] 0.758
by WHZ [N=37] [N=42] '

_ 21.6% [11.2-37.6] 14.3% [6.4-28.7]
Stunting by HAZ [N=37] [N=42] 0.396

. 13.5% [5.5-29.5] 16.3% [7.6-31.5]

Underweight by WAZ [N=37] [N=43] 0.734

As seen in the table above, the overall GAM prevalence by WHZ among children 0-5 months in DSCC Slum was 5.4%
[1.3 - 20.4 95% C.I.] and in DNCC Slum was 7.1% [2.2 - 21.2 95% C.L]. There was no signficant difference with p
value=0.758. Similaly, prevalance of Stunting among children 0-5 months shows [DSCC: 21.6%, DNCC: 14.3%] and
Underweight [DSCC: 23.5%, DNCC: 16.3%].

4.4.8 Low Women’s MUAC

Low MUAC in women was defined as a MUAC below 210 mm for the purpose of this assessment. Following the
CMAM guideline MUAC <210 mm was used for the identification of malnourished women since its gives narrower
range to identify the women at risk. The prevalence of low MUAC among all pregnant and lactating women with
children 0-23 months was 3.4% [1.6-7.0] in DSCC and 3.9% [2.3-6.7] in DNCC Slum as presented in Table below.
The low MUAC prevalence for women who were pregnant or lactating with an infant less than 6 months was 5.1%
[2.1-11.7] and 7.0% [3.0-15.2] in DSCC and DNCC Slum respectively. There was no significant difference observed
in low MUAC prevalence between two Slums.

Table 43: Low women’s MUAC [<210 mm], SMART survey, DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum P value
Women MUAC DSCC vs DNCC
Low MUAC
[Among PLW with children 0-23 3.4% 3.9%
months] 2661 9 1 116701 300 120 23467 0.759
Low MUAC 0 0
[Among PLW with children <6 98 | 5 2 51'_11f 7] 43 | 3 3 Z)Olé) 2] 0.603
months*] ) ) ) '
| MEAN MUAC Women 15-49 Years | N | Mean[sD] | N | MeaniSD]
PLWs’s MUAC [All] 258.2 260.1
266 [2.0] 306 [2.0]

*Exclusively among women who were pregnant or lactating with an infant <6 months, as this subset was eligible for ongoing
humanitarian programs such as TSFP, IFA supplementation and IYCF.
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4.4 Access to ANC (Antenatal Care) Services and Iron Folic Acid pills

Information was collected to understand the health seeking behaviors of pregnant mothers and access to health
centers or other programs.

Table 44: Access to ANC (Antenatal Care) Services and Iron Folic Acid pills, SMART survey, DSCC Slum and DNCC
Slum, May-June 2022

Source of Antenatal Care services DSCC Slum DNCC Slum
N | on | wreswan n | opeswa
69 58

:/:rgifczzeffg;“;n";zr:fi;“essmg ANC 162155 | 58704 [77.0-94.9] 84.1% (73.3-91.1]

Government health centre 62 14 | 22.6%[12.9-36.5] @ 69 2 2.9% (00.8-10.9]

Private health centre 62 | 18 | 29.0%[19.3-41.2] = 69 & 19 | 27.5% (16.9-41.7]

NGO health programme 62 28 | 45.2% [32.5-48.5] | 69 39 | 56.5% (43.2-69.0]

No 62 | 7 | 113%[03.1-23.0] = 69 = 11 | 15.9% (09.0-26.8]
Intake of Iron Folic Acid

Yes 62 | 40 | 64.5%[52.4-75.1] 69 47 @ 68.1% [54.6-79.2]

The table shows, majority [88.7% and 84.1%] of pregnant mothers able to access antennal services in DSCC and
DNCC slums respectively. Nearly half [45.2%] in DSCC and more than half [56.5%] of pregnant mothers received
ANC services from NGO health programs followed by private health centre [DSCC: 29.0% and DNCC: 27.5%].
Moreover, data on intake of Iron folic acid pills by pregnant mothers shows 64.5% in DSCC Slum and 68.1%.in DNCC
Slum.

Furthermore, information about total visits of Antenatal Care (ANC) and Postnatal Care (PNC) checkups was also
collected, survey findings show, in DSCC Slum [ANC: 88.7% and PNC: 66.2%] mothers had checkups to any health
care provider either at health facilities or home, while [ANC: 42.6% and PNC: 8.8%] mothers went for checkup at
least 4 times. Similarly, in DNCC Slum [ANC: 89.5% and PNC: 64.1%] mothers had checkups to any health care
provider either at health facilities or home, while [ANC: 42.2% and PNC: 13.9%] mothers went for checkup at least
4 times.

Table 45: ANC (Antenatal Care) and PNC (Postnatal Care) checkups, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022

Source of Antenatal Care services DSCC Slum

N n | %[9s%c)

Antenatal care (ANC) check-up during
pregnancy by any health care provider

204 | 181 237 | 212
either at health facilities or home 88.7% [83.0-92.7] 89.5% (82.6-93.9]

At least 4 ANC check-ups 204 | 87 | 42.6%[35.4-50.3] 237 100  33.8% (33.8-51.1]

Postnatal care (PNC) check-up within 42
days of delivery by any health care

204 135 237 | 152
provider either at health facilities/home 66.2% [69.0-72.7] 64.1% (57.1-70.7]

Atleast 4 PNC check-ups 204 18 @ 8.8%][5.8-13.4] 237 100 13.9% [8.9-21.1]
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4.5 Retrospective Prevalence of Diarrhoea

The prevalence of diarrhoea was assessed based on two weeks recall. It is to be noted that, there was no clinical
examination performed to confirm the disease condition, rather mothers/caregivers were asked with respective
symptoms for the morbidity questionnaires.

Table 46: Prevalence of diarrhoea based on symptoms over a two-week recall period, SMART survey, DSCC Slum

and DNCC Slum, May-June 2022
-!

Diarrhoea DSCC Slum DNCC Slum

Prevalence

[6-59
months]

P value

% [ 95% CI] % [ 95% CI]

All 458 92 20.1% (16.2-24.7) 16.0% (12.8-19.7)
BOYS 223 47 21.1% (16.2-27.0) Girls vs Boys 260 49 18.8% (7.9-38.9] Girls vs Boys
Girls 235 45 | 19.1% (14.1-25.4] 0.608 273 36 | 13.2% (4.5-32.6] 0.581
6-23

176 | 42 | 23.9% (18.4-30.3 202 45 | 22.3%[17.3-28.2 - .
months 6 1 623 vs24.59 6l ] 6-23vs24

59

24-59 0.133

282 50 17.7% (12.8-24.1] 330 40 | 12.1% [8.9-28.2] 0.002
months

*Diarrhoea defined as the passage of three or more loose or liquid stools in a day.

The prevalence of diarrhoea among children 6-59 months was 20.1% [16.2-24.7] and 16.0% [12.8-19.7] in DSCC
and DNCC Slums respectively as presented in table 44 above. Further disaggregating data by sex and age groups
demonstrates that there was no significant difference found between boys and girls [DSCC: 21.1% vs 19.1%,
p=0.608; DNCC 18.8% vs 13.2%, p=0.581]. Similarly, there was no significance difference observed among the
children aged 6-23 months compared to children 24-59 months [DSSC: 23.9% vs 17.7%, p=0.133] in DSCC, and vice
versa in DNCC 22.3% vs 12.1%, p=0.002], indicating younger children were significantly vulnerable and prone to
diarrhoea in DNCC Slums.

4.6 Health Seeking Behavior

The children who have suffered from diarrhoea in both slums had taken following treatment, reported by the
caregiver.
Table 47: Health seeking behavior of caregivers, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Treatment Sources / Health Seeking DSCC Slum

SENAVIONE ““ % [ 95% CI] n“ % [ 95% CI]

Oral Rehydration Solution (ORS) 80.4% [69.9-87.8] 89.4% (81.5-94.2]
Zinc tablet or syrup 92 17 | 18.5%[11.1-28.9] | 85 19 | 22.4% (14.5-32.9]
Homemade saline 92 4 4.3% [01.0-16.9] 85 2 2.4% (00.1-08.8]
Pastor or herbal or religious treatment | 92 0 N/A 85 1 1.2% (00.2-08.1]
Syrup or tablet 92 44 | 47.8% [34.1-68.4] 85 41 | 48.2% (37.4-59.4]
Treatment from hospital 92 5 5.4% [02.2-12.5] 85 6 7.1% (31.1-15.4]
Others 92 3 3.3%[00.7-09.0] @ 85 1 1.2% [00.2-08.5]
No treatment 92 5 549%7[022-125] @ 85 1 | 1.2% [00.2-08.5]

In both Slums DSCC and DNCC, Oral Rehydration Solution (ORS) has been given as a treatment [80.4% and 89.4%
respectively] by majority of caregivers when their children were suffering from diarrhoea.
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4.7 Supplementation and Immunization

Table 48 : Supplementation and Immunization coverage, SMART survey, DSCC Slum and DNCC Slum, May-June
2022

Supplementation and Immunization DSCC Slum DNCC Slum

“ﬂ % [95% CI] “ﬂ % [95% Cl]

Measles i ization by both card

el (0,50 et 86.0% [80.8-89.9] 86.0% (81.5-89.5]

and recall (9-59 months) 420 484
Yes, by card 242 | 57.6% [51.1-63.8] 305 | 63.0% (56.1-68.7]
Yes, by recall 119 | 28.3% [22.8-34.6] 111 | 22.9% (18.0-28.7]
Vitamin A (6-59 months) 458 @ 340 @ 74.2%[69.3-78.7] | 532 | 379 @ 71.2% (63.9-77.7]
Deworming (24-59 months) 282 | 181 | 64.2%[57.1-70.7] | 330 | 223 | 67.6% (60.2-74.2]
MNP supplementation (6-59 months) | 458 4 0.9% [00.3-02.2] | 532 | 4 0.9% [00.3-02.0]

The proportion of children aged 6-59 months received vitamin A in the last six months in DSCC was 74.2% and
DNCC was 71.2%. An estimated 86.0% children aged 9 to 59 months were vaccinated against measles as confirmed
by card, [57.6%] and by recall [28.3%] in DSCC Slum. Similarly, in DNCC Slum an estimated 86.0% children aged 9
to 59 months were vaccinated against measles as confirmed by card, [63.0%] and by recall [22.9%]. As shown in
the table above, the overall coverage of vitamin A supplementation, deworming and measles vaccination were
found to be good but still below the Sphere Standard’s recommendation of 95% coverage.

4.8 Infant and Young Child Feeding [IYCF] and Care Practices

It is important to note when interpreting the IYCF indicators from this assessment, that the survey sample sizes were
calculated based on anticipated prevalence of GAM for children 6-59 months. The sample size and precision were not
calculated for IYCF indicators, leading to lower precision and larger confidence intervals for some of the results as it was
difficult to get adequate sample for IYCF indicators. The IYCF results of this survey should therefore be interpreted with
caution and in consideration of the width of their associated confidence intervals as presented results provide an
overview of the situation on IYCF practices, but the results cannot be generalized.

The table below presents the overall sample for the IYCF component. In total, 213 and 245 children aged 0-23
months were included in the survey for DSCC and DNCC Slum respectively.

The table below presents the summary findings of IYCF indicators

Table 49: Summary Findings of IYCF practices, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

DSCC DNCC -Value
Indicator ) 0 DSCC VS
Early Initiation of 0-23 60.1 % 245 | 160 65.3% 0297
breastfeeding months [51.9-67.7 [59.1-71.0]
. . 0-5 29.7% 46.5% 0.076
Exclusive Breastfeeding months 37 11 [15.7 - 49.0] 43 20 [5.6-92.3]
Exclusive breastfeeding 0-23 0.152
sy s 53.1% 45.7 %
w1t!11n two days of months 213 | 113 [45.6 - 60.6] 245 | 112 [38.8 - 52.9]
delivery
Continuation of 12-23 0.681
. 92.0% 90.6 %
Ilf:'::;\tslieedlng at12-23 months | 113 | 104 87.6-96.4] 118 | 107 [85.4-95.8]
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Indicator [DSCC VS
] Lo v L

Bottle feeding for children (0-23 213 | 61 28.6 % 245 | 78 31.8% 0. 465
months) [22.9-35.1] [25.9-38.6]
Minimum Dietary 6-23 0.508
. . _ 51.7 % 45.0 %
gD:zlelll;ssllty [>=5 food months 176 | 91 [42.9-60.4] 202 | 91 [63.1-54.5]
Minimum Meal Frequency 6-23 40 % 3.0 % 0.833
- non breastfed children months 176 7 [0 6;-2 000] 202 6 [0 4'_2 009]
[>=4 full meals] ) ' ) )
Minimum Meal Frequency 6-8 0.787
. . 84.2 % 77.1%
;ul;lr::::ggi children [>=2 months 38 32 [48.7-96.7] 48 37 [18.7-98.0]
ini - .542
2/[ll:;::I:nls:ltrfm:e3/[ fﬁllgizﬂlffi';y mirﬁls 138 | 107 77:5 % 154 100 . O*9% o
full meals] [36.9-95.3] [35.8-86.1]
Overall Minimum Meal 6-23 0.011
83.0% 70.8 %
Frequency (6-23 months) months 176 | 146 [75.9-88.3] 202 | 143 [63.2-77.4]
Minimum Acceptable Diet 6-23 176 | 79 44.9 % 202 | 73 36.1% 0.141
months [36.5-53.6] [28.4-44.8]

4.8.1 Early Initiation of Breastfeeding
The early initiation of breastfeeding rate in DSCC Slum was 60.1% [51.9-67.7] which is below the national rate of
69.0% and comparatively lower than DNCC Slum which was found at 65.3% [59.1-71.0] with no significant
difference [p=0.297] between two Slums.

4.8.2 Exclusive Breastfeeding

The exclusive breastfeeding rate in DSCC Slum was 29.7% [15.7-49.0] which is below the national rate of 65.0%
and comparatively lower than DNCC Slum which was found at 46.5% [5.6-92.3] with significant difference
[p=0.076] between both locations.

4.8.3 Exclusive Breastfeeding within 2 days of delivery

The exclusive breastfeeding within 2 days of delivery in DSCC Slum was 53.1% [45.6-60.6] while in DNCC Slum it
was bit lower compared to both slums with rate of 45.7% [38.8-52.9]. However, there was no significant difference
[p=0.152].

4.8.4 Bottle Feeding for Children

Findings revealed that the rate of bottle feeding among children 0-23 months in DSCC Slum was 28.6% [22.9-35.1]
which is comparatively lower than DNCC Slum which was found at 31.8% [25.9-38.6] with no significant difference
[p=0.465] between two Slums. Bottle feeding rate was significantly high in both slums compared to national rate of
16%.

4.8.5 Continued Breastfeeding among children 12-23 months

The Continuation of breastfeeding among children aged 12-23 was reported 92.0% [87.6-96.4] in DSCC and 90.6%
[85.4-95.8] in DNCC Slum showing no significant difference [p=0.681] higher in DSCC compared to DNCC Slum.

4.8.6 Minimum Dietary Diversity

The minimum dietary diversity [>=5 food groups] was reported at 51.7% [42.9-60.4] in DSCC and 45.0% [36.1-
54.5] in DNCC Slum showing no significant difference [p=0.508] higher in DSCC compared to DNCC Slum. This also
indicates that nearly half of the children in DSCC and more than half DNCC Slum did not receive at least five
categories of food groups as recommended.
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4.8.7 Minimum Meal Frequency

The minimum meal frequency for breastfeed children aged 6-8 months [>=2 full meals per day] and 9-23 months
[>=3 full meals per day] were reported as 84.2% [48.7-96.7] and 77.5% [36.9-95.3] respectively in DSCC Slum and
77.1% [18.7-97.0] and 64.9% [35.8-86.1] respectively in DNCC Slum. Conversely, only 4.0% [00.6-02.2] of non-
breastfed children aged 6-23 months in DSCC Slum and 3.0% [00.4-20.9] in DNCC Slum received recommended
meal frequency [>= 4 full meals per day] during previous day or in past 24 hours. Similarly, the overall minimum
meal frequency (breastfed and non-breastfed children) aged 6-23 months was found 83.0% [75.9-88.3] in DSCC
and 70.8% [63.2-77.4] in DNCC Slum. This indicates significant difference [p=0.011] among both locations.

4.8.8 Minimum Acceptable Diet

The minimum acceptable diet was 44.9% [36.5-53.6] in DSCC and 36.1% [28.4-44.8] in DNCC Slum among children
aged 6-23 months who fed with minimum five food groups and adequate number of meals according to their age
and if they were breastfed or not. There was no significant difference in minimum acceptable diet with [p=0.141]
among DSCC and DNCC Slum.

4.8.9 Consumption of Diversified of Food Groups in the Previous Day

Figure 5 below shows what categories of food were being consumed at the highest frequency. The category most
frequently consumed was “grain or carbohydrate rich foods” in both [DSCC-97.0%, DNCC- 98.3%] and the category
second most frequently consumed was “pulses, legumes and nuts” [DSCC-53.0%, DNCC-57.4%]. The “milk and milk
product” category was the third most frequently consumed food group at 44.6% in DSCC and 46.6% in DNCC. The
intake of eggs, fruits, vegetables, meat, fish and eggs were very low meaning that children were not receiving
adequate diversified foods essential for proper growth and development. However, complementary feeding
patterns were found comparatively higher in DSCC than DNCC Slum.

Figure 5: Diet in the previous day [6-23 months], SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Complementary feeding pattern among children 6-23 months during previous day
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4.9 Food Security and Livelihood

4.9.1 Household Reduced Coping Strategy Index [rCSI]

Reduced Coping Strategy Index was expressed to understand the different behaviors related to food consumption
as a coping strategy when food shortage occurs. Table 50 shows the level of coping strategies for the surveyed
households in both Slums.
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Table 50: Reduced Coping Strategy Index [rCSI], SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Reduced Coping Strategy

DSCC Slum

DNCC Slum

P value

Index [rCSI]

No or low coping (0-3) 72.9% [66.8-78.2] 78.3% [75.0-81.3] 0.101
[919/1261] [1031/1317]

Medium coping (4-9) 15.1% [11.7-19.1] 13.9% [11.7-16.6] 0.590
[190/1261] [183/1317]

High coping (>=10) 12.1% [9.2-15.6] 7.8% [6.3-9.8] 0.020
[152/1261] [103/1317]

R value 0.14 -0.08 NA
(Correlation between Acute Positive relation Negative relation
Malnutrition and rCSI)

As seen in above table, majority of the households had adopted no or low coping strategy in DSCC and DNCC Slum.
Furthermore, Medium coping strategy was found [DSCC: 15.1%, DNCC: 13.9%] and High coping strategy was found
[DSCC: 12.1%, DNCC: 7.8%] with no significant difference of [p=0.590 and 0.020] respectively.

Further correlational analysis revealed that there is a week but positive relationship observed in DSCC slums
between rCSI and acute malnutrition cases meaning households more experienced with food based copping
strategies are more tends to have malnourished children. However, no positive relation was observed in DNCC
slums.

Data was further disaggregated by different food-based coping strategies during last seven days as presented in
below figure-6. The most frequent coping strategy as experienced by the household members in both Slums was
reported “rely on less preferred and/or less expensive food with” at [DSCC: 34.4%, DNCC: 25.2%], followed by
“reduce the number meal eaten per day” at [DSCC: 23.3%, DNCC: 19.9%)].

Figure 6: Food based coping strategies, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

®DMCC Slum wDSCC Slum

Reduce consumption by adults so children could eat ‘3?"}‘%%

Reduce number of meals eaten in a day 19.9%

23.3%

Limit portion sizes at mealtime 11.6%

174%

Borrow food, or rely on help from a friend or relative 19'2%22

6%

Rely on less preferred andfor less expensive foods 25.2%

34.4%

0.0% 10.0% 20.0% 30.0% 40.0%
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4.9.2 Food Insecurity Experience Scale

Food insecurity experience scale data was collected from the survey population of both DSCC and DNCC Slum.
This scale explains what it means to measure food security in a population, and what experience-based food
security scales are. Findings are presented in the table below.

Table 51: Food Insecurity Experience Scale, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

FIES Categor DSCC Slum DNCC Slum

Moderate or severe 32.1% 32.3%

Severe 2.1% 4.2%

Note: Calculation was done using FIES calculator: https://fies.shinyapps.io/ExtendedA

Approximately one third households [DSCC: 32.1%; DNCC: 32.3%] experienced moderate or severe level and only
few households [DSCC: 2.1%; DNCC: 4.2%] of food insecurity over last 30 days due to lack of money or lack of other
resources to buy food.

Furthermore, the data was disassembled by difference food insecurity experiences over last 30 days by the
population of both DSCC and DNCC Slum. The most frequent food insecurity experience by the household members
in both Slums was reported “worried about not having enough food” at [DSCC: 47.7%, DNCC: 45.5%], followed by
“unable to eat healthy food” at [DSCC: 39.5%, DNCC: 38.4%].

Figure 7: Types of Food Insecurity Experience, SMART survey, DSCC Slum and DNCC Slum, May-June 2022
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https://fies.shinyapps.io/ExtendedApp/

4.10 Water, Sanitation and Hygiene

4.10.1 Main source of drinking water

Survey findings indicated that, more than 95% households reported accessing drinking water either from WASHA
supply or deep tube well (DSCC-68.8%, 27.4% and DNCC-77.9%, 16.3% respectively). Other drinking water sources
were water ATM booth, bottled or jar water and NGO supply water etc.

Table 52: Food Insecurity Experience Scale, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Source of drinking water DSCC Slum DNCC Slum

Direct WASHA'’s supplied water 68.8% [56.6-78.9] 77.9% [66.8-86.1] 0.222
[868/1261] [1026/1317
Deep Tube well 27.4% [17.4-40.3] 16.3% [9.1-27.7] 0.134
[345/1261] [215/1317]
Collected from Water ATM booth by 1.7% [0.8-3.4] 0.7% [0.3-2.1] 0.157
payment [21/1261] [9/1317]
Bottled/ Jar water 2.0% [0.8-5.1] 0.5% [0.3-1.4] 0.105
[25/1261] [7/1317]
Others 0.2% [0.02-1.2] 4.6% [1.6-12.5] 0.068
[2/1261] [60/1317]

4.10.2 Purification of drinking water

The household practices regarding purification of drinking water also reported as almost equal to 3 parts [DSCC:
78.1%, DNCC: 72.7%] of household are drinking water without any purification or treatment. Only few households
[DSCC: 18.8%, DNCC: 20.1%] responded that they always purify the water before drinking.

Figure 8: Purification of drinking water, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Percentage of HH purify drinking water in ) Percentage of HH purify drinking water in
DSCC el DNCC
know
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4.10.3 Main Challenges of drinking water

Household reported challenges of drinking water in both Slums were [DSCC: 40.0%, DNCC: 55.8%]. The most
frequent challenge regarding drinking water experienced by the household members in both Slums was reported
“Bad smell and waste particles present in the water” at [ DSCC: 45.5%, DNCC: 55.8%], followed by “Inadequate
water supply as per demand” at [ DSCC: 18.6%, DNCC: 33.5%)].
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Table 53: Main Challenges of drinking water, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

Indicator DSCC Slum DNCC Slum

Households reported having problem 40.0% [32.0-48.6] 55.8% [48.3-63.2]
with drinking water [505/1261] [735/1317] 0.006
Bad smell and waste particles present in the 45.5% [36.6-54.8] 53.1% [44.4-61.6]
water [230/505] [390/735] 0.230
Inadequate water supply as per demand 18.6% [13.0-25.9] 33.5% [25.7-42.4]

[94/505] [246/735] 0.006
Long waiting time at water point 13.3% [6.7-24.6] 3.4% [1.0-11.5]

[67/505] [25/735] 0.042
Lack of water storage utensils 9.5% [5.2-16.7] 2.4% [1.5-4.2]

[48/505] [18/735] 0.014
Drinking water sources is long distance from 9.3% [5.1-16.5] 5.0% [1.9-13.1]
household [47/505] [37/735] 0.236

4.10.4 Household’s Toilet Faculties and Management of Child Feces

As seen in the below Table, Approximately 90.0% households in DSCC have access toilets that are piped with
sewerage system while this percentage was significantly low about 49.4% in DNCC slum. Besides that, nearly fifty
percentage households (46.6%) in DNCC used latrine that are mixed with nearby drain or water point that are
alarming for contamination of water borne disease.

Table 54: Main Challenges of drinking water, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

| Indicator | DSCCSlum DNCC Slum

Piped with sewerage system 90.3% [81.2-95.3] 49.4% [36.5-62.4] 0.000
[1139/1261] [650/1317]

Latrine with septic tank 1.7% [0.5-5.2] 3.9% [1.4-11.3] 0.323
[21/1261] [52/1317]

Payable public toilet with water seal 3.5% [0.8-13.4] 0.0% [0.0-0.0] 0.155
[44/1261] [0/1317]

Latrine without water seal 0.2% [0.02-1.2] 0.0% [0.0-0.0] 0.385
[2/1261] [0/1317]

Mixed with nearby drain or water body 3.6% [1.1-10.9] 46.6% [34.3-59.4] 0.000
[45/1261] [614/1317]

Communal sharing latrine 0.2% [0.03-1.7] 0.0% [0.0-0.0] 0.293
[3/1261] [0/1317]

Payable public toilet without water seal 0.4% [0.1-2.0] 0.0% [0.0-0.0] 0.150
[5/1261] [0/1317]

Plastic bag 0.2% [0.03-0.6] 0.1% [0.01-0.6] 0.652
[2/1261] [1/1317]

The management of child feces in the surveyed area was good but one third of the caregiver didn’t dispose child
feaces properly as presented in below figure 9. In both Slum majority of the caregivers reported that child used
latrine and feces picked up and threw in latrine at [DSCC: 36.2% and 32.5%] while [DNCC: 39.1% and 32.6%]
respectively. Second highest response was reported “feces thrown in solid waste, dustbin or drain” in DSCC and
DNCC Slums. However, about one-third of households with a child under five did not dispose child feaces safely,
which makes children susceptible to diseases transmitted via the fecal-oral route.
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Figure 9: Management of Child Feces, SMART survey, DSCC Slum and DNCC Slum, May-June 2022
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4.10.5 Handwashing Behaviour

Handwashing with soap at "critical moments" during the day prevents the spread of many diseases, for
example diarrhoea and cholera that are transmitted through fecal-oral route. There are five critical times during
the day where washing hands with soap is important to reduce fecal-oral transmission of disease: before cooking
or preparing food, after defecation, before eating food, after disposing of child’s feces, before child feeding
/breastfeeding. Other occasions when correct handwashing technique should be practiced in order to prevent the
transmission of disease include after working with animals, crops, after sneezing, after handling money, after daily
domestic work etc.

The survey findings revealed that almost all respondents, Handwashing behaviour with soap during critical times
is also alarming. Despite good practices of handwashing among caregiver reported after defecation (>90%) and
disposing of child feces (>60%), other hand washing practices for example, before cooking or serving, eating, and
feeding or breast feeding was reported low in DSCC and DNCC Slum as presented in figure 10 below.

Figure 10: Handwashing practices with Soap during critical times, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022
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Information about handwashing items was also collected, frequent hand washing behaviour among caregiver of
under 5 children with soap reported very low in both locations. It was also described that most of the caregivers
reported washing their hands most frequently with water only (DSCC-53.5%; DNCC-64.9%) while less than half of
the caregiver wash their hand with water and soap (DSCC-46.1%; DNCC-34.7%). See figure 11 below:
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Figure 11: Frequently used items for handwashing, SMART survey, DSCC Slum and DNCC Slum, May-June 2022
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Furthermore, survey findings revealed that, all the households don’t have access to soap which was comparatively
low in DSCC (76.8%) compared to DNCC (89.6%). As presented in figure 12 below.

Figure 12: Household Access to Soap, SMART survey, DSCC Slum and DNCC Slum, May-June 2022
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4.11 Retrospective Mortality

The overall Crude Death Rate found in DSCC 0.19% (0.10-0.38) and in DNCC 0.12% (0.05-0.27) at 10,000/Day
which shows almost the similar rates in both slums. However, Under 5 death rate was comparatively higher in
DSCC than DNCC (0.63 vs 0.16 death/10,000/day). Both the CDR and U5DR are well below the public health
emergency thresholds of 1 and 2 deaths/10,000/day respectively!9. Household level questions were asked to
determine the cause of each death, under the broad categories of illness or injury/trauma.

19 https://emergency.unhcr.org/entry/38763/mortality-surveillance-threshold
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Table 55: Retrospective Mortality and Cause of Death, SMART survey, DSCC Slum and DNCC Slum, May-June
2022

DSCC Slum DNCC Slum
Death Rate .
Population [/10,000/Day  95% CI gflein ][D/iag%gg%ay] 95% CI
Overall*
Male 0.26 [0.12-0.57] 1.00 0.11 [0.03-0.33] 1.00
Female 0.13 [0.04-0.39] 1.00 0.14 [0.05-0.36] 1.00
By Age Group [in years
Under 5 children 0.63 [0.20-1.93] = 1.00 0.016 [0.02-1.17] = 1.00
[0-4 years]
5-11 Years 0.00 [0.00-0.00] 1.00 0.13 [0.02-0.95] 1.00
12-17 Years 0.00 [0.00-0.00] 1.00 0.00 [0.00-0.00] 1.00
18-49 Years 0.09 [0.02-0.35] 1.00 0.03 [0.00-0.24] 1.00
50-64 Years 0.73 [0.23-2.24] 1.00 0.00 [0.00-0.00] 1.00
65-120 Years 0.59 0.08-4.40 1.00 2.44 0.89-6.48 1.00
\ Cause of death
Illness Household 100.0% Household member deaths 85.7%
. member [n=9]
0, 0,
Injury deaths [n=9] 0.0% 14.3%

*International Mother Language day (21st of February 2022] was used as the beginning of the mortality recall period. All
household members present during recall period adjusted for in and out-migration.

The results of this SMART survey provide a snapshot of the situation; it tells us what is happening at the given
moment. This cross-sectional survey collected some additional information that potentially explains the immediate
and underlying causes of malnutrition and eventually will support to make programmatic decisions.

5.1 Malnutrition

The survey findings revealed that Global Acute Malnutrition (GAM) prevalence based on WHZ among children 6-
59 months found “Very High or Critical” in DSCC slums (18.4%) which is significantly higher than in DNCC slums
(12.8%) that is also considered as “High or Serious”. The general observations and informal discussion with
community people depicted that most of the slums in DSCC are disorganized having more pavement and informal
settlements with high family migration. The WASH and food security situation including NGO assistance
programmes (e.g. GMP, Food assistance, health support) found relatively poor in DSCC slums compared to DNCC.
These factors might lead to a high level of acute malnutrition in DSCC.

However, a higher SAM in North compared to South, which is a bit surprising. However, this situation is of great
concern in both slums and requires an adequate response as children under five who suffer from severe wasting
have a 12 times higher risk of death compared to healthier children [Lancet, 2013]. Acute malnourished children
are also in need of life-saving treatment to prevent risk of death. When comparing the prevalence of acute
malnutrition in younger children [6-23 months] vs older children [24-59 months]; in DSCC older children had
higher prevalence of GAM [20.2%], while in DNCC younger children had prevalence of GAM [12.9%] which almost
similar [12.8%] with older children].

Using MUAC as an indicator for acute malnutrition, the GAM prevalence was 2.0% [1.1-3.6 95% C.L.] in DSCC Slum
which is comparatively lower than DNCC Slum, with a rate at 2.8% [1.7-4.7 95% C.1.]. The SAM prevalence was
found 0.7% [0.2-2.0 95% C.1.] in DSCC with no SAM cases found in DNCC Slum. Poor concordance in wasting case
detection between WHZ and MUAC. WHZ identified more wasted children than by MUAC. The study also revealed
that GAM by WHZ found more prevalent among boys and older children while MUAC were more among girls and
younger children. It is likely that MUAC based community screenings using global thresholds are not enough to
detect all acutely malnourished children eligible for treatment as per WHO recommendation.
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Moreover, disaggregated analysis indicates that the concordance between WHZ and MUAC was very poor in both
Slums. Among the total cases of acute malnutrition [DSCC= 86, DNCC=73], only 1.5% and 1.9% GAM cases were
identified by both WHZ and MUAC criteria in DSCC and DNCC Slums respectively. However, the majority of the
children [89.5% in DSCC and 79.5% in DNCC] were acutely malnourished by WHZ only criteria [n=77 for DSCC and
n=58 for DNCC] whereas only few children [2.3% in DSCC and 6.8% in DNCC] were acutely malnourished by MUAC
only criteria [n=2 for DSCC and n=5 for DNCC] Slums. Therefore, it is important to use both indicators for the
diagnosis, treatment, and follow-up of acute malnutrition to ensure no wasted child left behind treatment
program especially where the concordance between WHZ and MUAC is very poor.

The overall combined GAM [cGAM] prevalence found 18.8% [15.1 - 23.1 95% C.1.] in DSCC with a combined SAM
(cSAM) rate of 2.0% [1.1 - 3.6 95% C.I.] and in DNCC slum c¢GAM 13.7% [10.9 - 17.1 95% C.I] and cSAM 2.3% [1.4 -
3.7 95% C.L.] respectively. There was statistically significant difference of cGAM [P=0.046]. However, in cSAM there
were no significant difference [P=0.715] between the two Slums. The cGAM and cSAM is an aggregated indicators
which provides overall acute malnutrition prevalence based on WHZ and/or MUAC and/or Oedema altogether.
Looking at combined prevalence, it is clear that the cGAM and cSAM rates were notably different by WHZ and MUAC
which suggests that use of only MUAC or only WHZ based rates might lead to under estimation as well as of caseload
when it comes to programming. Therefore, it is recommended to use cGAM estimate from routinely reported
population-representative nutrition surveys globally, in addition to WHZ and MUAC, to enable context-specific
decision-making, caseload calculation and Joint Response Planning [JRP]20

In Bangladesh, despite WHO recommendation to use both WHZ and or MUAC as admission and treatment criteria
for acute malnourished children, MUAC is the primary admission criteria for nutrition treatment for children aged
6-59 months. In this regard, exploring innovative methods of community detection and screening should be
considered. The admission criteria in nutrition programme based on MUAC should also be revised, with
consideration of WHZ criterion for both admission and discharge.

The overall underweight prevalence by WAZ was found 37.4% [32.7 - 42.3 95% C.L.] in DSCC which categorized as
“Critical” and 29.2% [25.0 - 33.8 95% C.1.] in DNCC Slum which is below the critical mark of 30% but still considered
“Serious” as per WHO thresholds for nutritional emergency. There was significant difference observed in
underweight prevalence between two Slums [p=0.013]. When comparing the prevalence of underweight for
younger children [6-23 months] vs older children [24-59 months]; older children had significantly higher
prevalence of global [30.5% vs 41.6%, P=0.015], with no significant difference for moderate underweight [25.3%
vs 31.0%; P=0.185] and with significant difference for severe underweight [5.2% vs 10.7%, P=0.035] in DSCC Slum.
Likewise, the underweight prevalence was found higher among older children for global [27.4% vs 30.3%, P=0.499]
and moderate [23.4% vs 25.8%, P=0.540] and for severe underweight [4.0% vs 4.5%, P=0.785] with no significant
difference observed between younger and older children for moderate underweight in DNCC Slum.

The overall stunting prevalence among children 6-59 months was found 35.9% [31.0 - 41.1 95% C.I.] in DSCC and
25.6 % [20.0 - 29.5 95% C.I.] in DNCC Slum which is considered ‘very High” and ‘High” respectively as per
WHO/UNICEEF lastest classification. There was significant different observed in global stunting prevalence between
two Slums [p=0.001]. This indicates that large population of children in both Slums are suffering from chronic
malnutrition and many of them are probably at risk of permanently damaging their mental and physical health, and
undermining their future productivity and development. When comparing the prevalence of stunting for younger
children [6-23 months] vs older children [24-59 months]; older children in DSCC Slum had higher but not
significant prevalence of global [32.0% vs 38.3%, P=0.185] and for moderate [24.0% vs 30.5%, P=0.123] stunting
and vice versa for severe stunting [8.0% vs 7.8%, P=0.934] with no significant difference. Similarly, the stunting
prevalence in DNCC Slum was found higher but not significant among older children for global [24.36% vs 26.1%,
P=0.707] and moderate [18.1% vs 21.6%, P=0.332] and vice versa for severe stunting [6.5% vs 4.6%, P=0.363].

20 https://www.ennonline.net/fex/61/gamafghanistan
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Figure 13: Prevalence of wasting, underweight and stunting disaggregated by sex, SMART survey, DSCC Slum
and DNCC Slum, May-June 2022
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Further gender-based analysis as seen in above figure 13 indicates that boys are more likely to be undernourished
compared to girls in all forms of malnutrition except GAM by MUAC in both locations. The undernutrition was also
found higher among boys for wasting [by WHZ and cGAM] and vice versa for MUAC based GAM and underweight
prevalence in DNCC Slum. Although the point prevalence indicates boys are likely to be more undernourished
compared to girls, but the difference is not significant difference [p>0.05].

Figure 14 : Prevalence of wasting, underweight and stunting by age, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022
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As seen in the above figure 14, the prevalence of wasting was further disaggregated by age group, which
demonstrated that older children aged 24-59 months are more likely to be acutely undernourished in DSCC Slum
and vice versa for MUAC based GAM prevalence. Similarly, wasting prevalence by all indicators was found higher
among older children in DSCC Slum. When comparing the prevalence of underweight and stunting by age group,
older children aged 24-59 months found to be more underweight and stunted in both [30.5% vs 41.6%, p=0.015
for Underweight; 32.0% vs 38.3%, p=0.185 for Stunting] DSCC Slum and [27.4% vs 30.3%, p=0.499 for
Underweight; 24.6% vs 26.1%, p=0.707 for Stunting] DNCC Slum.
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This study suggested special attention is required for male and older children aged 24-59 months who are
more prone to be undernourished and being undetected and untreated as acutely malnourished due to
MUAC only programming. Probable factors could be the female and younger children stays at home and take
proper food with adequate frequency along with breastmilk while male and older children are always busy playing
outside and food intake being compromised. However, these are just assumptions a deeper study and causal
analysis will provide the better picture. Being an absolute measure, MUAC mostly detects younger children. This
discrepancy has been reported as a general phenomenon by Grellety and M. H Golden?! based on survey data from
47 countries. The discrepancy of rates of GAM across age groups and sex supports the conclusion that MUAC is
dependent on age and sex. MUAC overestimates acute malnutrition among younger children and underestimates
among older childrenz2. Low MUAC for girls compared to boys was observed and reported by LT Hop, R Gross, S
Sastroamidjojo, T GiaY and W Schultink?3, which is similar to this survey finding.

5.2 Nutrition Status of PLWs and Access to ANC/PNC Services

The study also revealed that acute malnutrition prevalence among PLWs found very low. This prevalence found
also low while comparing with MICS 2019 findings which highlights 17.6% women are being married before the
age of 15 years. This prevalence among women of reproductive age was 3.4% [1.6-7.0] in DSCC and 3.9% [2.3-6.7]
in DNCC Slum whereas pregnant and lactating women [with infant< 6 months child] were found to be more
malnourished with low MUAC [<210 mm] classification in DNCC Slum 7.0% [3.0-15.2] compared to DSCC 5.1% [2.1-
11.7].

The study revealed that majority [88.7% and 84.1%] of pregnant mothers able to access antennal services in DSCC
and DNCC slums respectively. Nearly half [45.2%] in DSCC and more than half [56.5%] of pregnant mothers
received ANC services from NGO health programs followed by private health centre [DSCC: 29.0% and DNCC:
27.5%]. Moreover, data on intake of Iron folic acid pills by pregnant mothers shows, in DSCC Slum 64.5% and in
DNCC Slum 68.1% mothers in-taken Iron folic acid pills. Furthermore, information about total visits of checkups of
Antenatal Care (ANC) and Postnatal Care (PNC) was also collected, survey findings show, in DSCC Slum [ANC: 88.7%
and PNC: 66.2%] mothers had checkups to any health care provider either at health facilities or home, while [ANC:
42.6% and PNC: 8.8%] mothers went for checkup at least 4 times.

5.3 Diarrhoea and Treatment Source

Two weeks prevalence of diarrhoea among children 6-59 months was 20.1% [16.2-24.7] and 16.0% [12.8-19.7] in
DSCC and DNCC Slums respectively. Further disaggregating data by sex and age groups demonstrates that there
was no significant difference found between boys and girls [DSCC: 21.1% vs 19.1%, p=0.608; DNCC 18.8% vs 13.2%,
p=0.581]. However, the results indicates that younger children aged 6-23 months were more vulnerable and prone
to diarrhoea in both slums compared to older children aged 24-59 months, with a significant difference was
observed in DNCC slums [DSSC: 23.9% vs 17.7%, p=0.133; DNCC 22.3% vs 12.1%, p=0.002].

The literature also confirmed that children between 6-23 months are associated with the highest risk of diarrhoea

[Diana atal.2014]. Consistent with other studies, child’s age is a significant risk factor for diarrhoea with the highest

risk group identified as children 6-11 months. Unhygienic food preparation, food storage and feeding of infants
may explain the increase in diarrhoea in this age cohort as weaned foods get exposed to contamination [Samwel et
al., 2014, Maponga et al., 2013, Bezatu et al., 2013, Thiam et al., 2017]. Naturally, most children start crawling and
teething from six months and this predisposes many infants to frequent infections as they wander into unhygienic
environments [Budhathoki et al., 2016, Quigley et al., 2006]. Future studies should attempt to investigate the

association.

2 Emmanuel Grellety and M H Golden: Weight-for-height and mid-upper-arm circumference should be used independently to diagnose acute malnutrition:
policy implications

22 de Onis M,, Yip R,, and Mei Z., "The development of MUAC-for-age reference data recommended by a WHO Expert Committee,” Bull World Health
Organization, vol. 75, pp. 11-8, 1997. PMID: 9141745

23 Hop le T, Gross R., Sastroamidjojo S., Giay T., and Schultink W., "Mid-upper-arm circumference development and its validity in assessment of
undernutrition.
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For the treatment given to the children who have suffered from diarrhoea, caregivers reported in both Slums DSCC
and DNCC reported that, Oral Rehydration Solution (ORS) has been given as a treatment [80.4% and 89.4%
respectively] by majority of caregivers when their children were suffering from diarrhoea.

5.4 Supplementation and Immunization coverage

Survey results discovered that vitamin A supplementation within the last six months (verified by card and recall by
the mother in children aged 6-59 months) was below the national average (79.0%) in both DSCC (74.2%) and DNCC
(71.2%) slums. Deworming coverage among children 24-59 months within the last six months was also found lower
in the slums settings (DSCC-64.2%; DNCC-67.6%) above the national rate of 46.0%. Similarly, measles vaccination
coverage among children 9-59 months confirmed by card and caregivers’ recall was above (86.0% in both location)
the national average of 83.1%. The overall coverage of vitamin A supplementation, deworming and measles
vaccination were found to be good but still below the Sphere Standard’s recommendation of 95% coverage. It was
observed that majority of caregivers are not aware about vaccination campaign schedule which needs to be widely
announced through different channels.

5.5 Infant and Young Child Feeding Practices

The exclusive breastfeeding rate in DSCC Slum was (29.7%) which is below the national rate of 65.0% and MICS
2019 results of (62.2%) and comparatively lower than DNCC Slum which was found at 46.5% with significant
difference [p=0.076] between two Slums. Addition to that, continuation of breastfeeding among children aged 12-
23 months was reported more than 90% in both slums.

The minimum dietary diversity [>=5 food groups] was reported at 51.7% [42.9-60.4] in DSCC and 45.0% [63.1-
54.5] in DNCC Slum showing no significant difference [p=0.508] higher in DSCC compared to DNCC Slum. MDD
results in both slums were high while comparing with MICS 2019 results (34.6%). This also indicates that nearly
half of the children in DSCC and more than half DNCC Slum did not receive at least five categories of food groups as
recommended. The minimum meal frequency for breastfeed children aged 6-8 months [>=2 full meals per day] and
9-23 months [>=3 full meals per day] were reported as 84.2% [48.7-96.7] and 77.5% [36.9-95.3] respectively in
DSCC Slum and 77.1% [18.7-97.0] and 64.9% [35.8-86.1] respectively in DNCC Slum. The minimum acceptable diet
was 44.9% [36.5-53.6] in DSCC and 36.1% [28.4-44.8] in DNCC Slum among children aged 6-23 months who fed
with minimum five food groups and adequate number of meals according to their age and if they were breastfed or
not. There was no significant difference in minimum acceptable diet with [p=0.141] among DSCC and DNCC Slum.
MAD results were high in both slums while comparing with MICS 2019 results (27.8%).

The overall IYCF results in DSCC and DNCC Slums suggested a context with inadequate complementary feeding
practices although breastfeeding among infants and young children was found relatively lower compared to the
national prevalence of some IYCF indicators [e.g. exclusive breastfeeding rate- 65%, Early Initiation of
breastfeeding-69%, continued breastfeeding up to 2 years- 87% and minimum acceptable diet 34%]2*. Adequate
complementary feeding from 6 months following recommended dietary diversity and meals frequency prevent
undernutrition and decrease the risk of infectious diseases, such as diarrhoea and pneumonia. Therefore, an in-
depth IYCF study with representative sample is recommended to explore the actual scenario of [YCF status in these
slums that may help to adjust [YCF interventions with the framework of nutrition programme.

5.6 Food Security and Livelihood

Food security indicators and other livelihoods related parameters used in the survey indicate a moderate food
security situation in DSCC and DNCC Slum. However, the COVID-19 crisis that has immediately changed the
situation. The crisis severely impacted the livelihoods of all categories of the income groups relying on daily basis
earning options. The current food security and livelihood situation in both Slums is of major concern while food

24 Bangladesh Demographic Health Survey 2017
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security is essential to ensure adequate nutrition and prevent hunger; the concepts of food security, optimal
nutrition, and lack of hunger and undernutrition are interlinked but not synonymous.

The study revealed that majority of the households had adopted no or low coping strategy in DSCC and DNCC Slum.
Furthermore, Medium coping strategy was found [DSCC: 15.1%, DNCC: 13.9%] and High coping strategy was found
[DSCC: 12.1%, DNCC: 7.8%] with no significant difference of [p=0.590 and 0.020] respectively. The most frequent
coping strategy as experienced by the household members in both Slums was reported “rely on less preferred
and/or less expensive food with” at [DSCC: 34.4%, DNCC: 25.2%], followed by “reduce the number meal eaten per
day” at [DSCC: 23.3%, DNCC: 19.9%]. The study also revealed that there is a positive relationship observed in DSCC
slums between rCSI and malnutrition cases meaning households more experienced with food based copping
strategies are more tends to have malnourished children. However, no positive relation was observed in DNCC
slums. It was also observed that household income is low in DSCC compared to DNCC. Nutrition in Bangladesh cities
survey conducted by WFP in 2017 shows 33% of the household reported under severe food insecure with Hunger.
Moreover, Food insecurity experience scale data was collected from the survey population of both DSCC and DNCC
Slum. Approximately two third households [DSCC: 32.1%; DNCC: 32.3%] experienced moderate or severe level and
only few households [DSCC: 2.1%; DNCC: 4.2%] of food insecurity over last 30 days due to lack of money or lack of
other resources to buy food. The most frequent food insecurity experience by the household members in both
Slums was reported “worried about not having enough food” at [DSCC: 47.7%, DNCC: 45.5%], followed by “unable
to eat healthy food” at [DSCC: 39.5%, DNCC: 38.4%].

It should be noted that the survey team faced some challenges while administering food-based questionnaires. For
instance, some respondents tried to prove themselves as vulnerable families especially while asking food
insecurity-related questions due to the expectation of getting aid or support. We also observed that some families
provided information that are not coherent with other responses.

5.7 Water, Sanitation and Hygiene

Water, sanitation, and hygiene are the key determinant of undernutrition that affects all four pillars of nutrition
and food security including food availability, food access, food stability and [most importantly] utilization of
nutrients. The latter has particular consequences when discussing the ways in which infectious disease is related
to changes in gut health, and in turn, the nutrition of infant and young child.

The study depicted that more than 95% households reported accessing drinking water either from WASHA supply
or deep tube well (DSCC-68.8%, 27.4% and DNCC-77.9%, 16.3% respectively). The household practices regarding
purification of drinking water also reported as almost equal to two third [DSCC: 78.1%, DNCC: 72.7%] of household
are drinking water without any purification or treatment. Only few households [DSCC: 18.8%, DNCC: 20.1%]
responded that they always purify the water before drinking. Household reported challenges of drinking water in
both Slums were [DSCC: 40.0%, DNCC: 55.8%]. The most frequent challenge regarding drinking water experienced
by the household members in both Slums was reported “Bad smell and waste particles present in the water” at [
DSCC: 45.5%, DNCC: 55.8%], followed by “Inadequate water supply as per demand” at [ DSCC: 18.6%, DNCC:
33.5%].

It was also reported that, approximately 90.0% households in DSCC have access toilets that are piped with
sewerage system while this percentage was significantly low about 49.4% in DNCC slum. Besides that, nearly fifty
percentage households (46.6%) in DNCC used latrine that are mixed with nearby drain or water point that are
alarming for contamination of water borne disease. The management of child feces in the surveyed area was
satisfactory. In both Slum majority of the caregivers reported that child used latrine and feces picked up and threw
in latrine at [DSCC: 36.2% and 32.5%] while [DNCC: 39.1% and 32.6%] respectively.

For handwashing behaviour, the survey findings revealed that almost all respondents, Handwashing behaviour
with soap during critical times is also alarming. Despite good practices of handwashing among caregiver reported
after defecation (>90%) and disposing of child feces (>60%), other hand washing practices for example, before
cooking or serving, eating, and feeding or breast feeding was reported low in DSCC and DNCC Slum. It was also
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reported that most of the caregivers reported washing their hands most frequently with water only (DSCC-53.5%;
DNCC-64.9%) while less than half of the caregiver wash their hand with water and soap (DSCC-46.1%; DNCC-
34.7%).

5.8. Mortality

The overall crude and under 5 death rates [CDR and U5DR] were well below the emergency thresholds with no
major concern. However, Under 5 death rate was comparatively higher in DSCC than DNCC (0.63 vs 0.16
death/10,000/day)

6. LIMITATION OF THE ASSESSMENT

The SMART applied cross-sectional survey methodology that provides a snapshot of the prevalence of malnutrition
and other indicators collected during the data collection period. However, the prevalence of malnutrition cannot
be entirely understood without an in-depth analysis of the underlying causes of malnutrition, including the socio-
economic context, childcare practices, food security and livelihoods environment, WASH assessment, market
analyses etc. as typically found in a 6-month Nutrition Causal Analysis [NCA]. This report provides a general
overview and analysis of the context in DSCC and DNCC Slums during the period from 22rd May- 16th June 2022.
However, additional information as assessed during this study can potentially explains the immediate and
underlying causes of malnutrition that eventually will support to make programmatic decisions.

SMART methodology recommends calculating sample size based on children’s anthropometry and mortality. The
sample size is determined to achieve adequate precision for acute malnutrition. For some additional indicators
these sample sizes were not specifically calculated to achieve high precision in estimation. No additional sample
was calculated for IYCF, FSL and WASH sample size as the anthropometric indicators were used as reference. It is
to be noted that, IYCF indicators usually require higher sample size and may not be able to achieve required optimal
precision with these estimated number of samples based on Anthropometry. Hence, it should be noted that the
results of the IYCF indicators in the integrated nutrition survey is only an indication and NOT a representative for
the whole population.

The survey achieved the minimum percentages of clusters surveyed [90%] and children measured [80%]
stipulated by the SMART methodology to ensure representativeness for two city corporations. In DSCC, 1,261
households comprising 459 children were enlisted during data collection. In DNCC, 1,317 households comprising
531 children were enlisted and measured.

More younger children included in the sample might have an influence on some specific indicators associated with
age. No trend analysis as no baseline data were available, however triangulation with existing data can be done.

Additional stress also fell into the entire survey management and execution team to strictly ensure the health and
IPC guidelines throughout the training and data collection period. All the survey enumerators were highly
experienced and had been involved in previous surveys. Exclusion criteria of household based on COVID-19
checklist might introduced some selection bias although finally exclusion due to COVID-19 related issues were very
minimal. However, finally, there was no exclusion due to fever or COVID-19 sign symptoms. Some of the IPC safety
procedures were incredibly challenging to adhere [e.g. Physical distancing, putting mask to children].

Challenges encountered during data collection:

* Hotweather, no ventilation for air circulation and limited space at household’s level.

* Inadequate volunteer support-Team faced difficulties to identify households

» Difficult to access some cluster due to heavy rainfall

* Long waiting time for the absent households since they work outside

+ Difficulties in data collection in pavements due to absence of household’s member during daytime. It took
one extra day to complete these clusters in the pavements.
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* Expectation of getting aid or support among respondents- Tried to prove them as vulnerable families
especially while asking food insecurity related questions.

» Difficult to manage secured place for interview that might lead to get bias information since some families
are not comfortable to share about their food crisis in front of others.

» Difficult to make the respondent clear understanding on food security related questions. Some families
provided information that are not coherent with other responses.

Table 56: Some essential field observation, SMART survey, DSCC Slum and DNCC Slum, May-June 2022

DSCC Slum DNCC Slum
Slum settings Disorganized but less slum found Established and more organized but most of
upon waterbodies/upon spoilage the slums found on waterbodies or spoilage
pond. More pavement and informal ponds.
settlements
Population Frequent family movement to other Less family movement to other places. They
stability places are living for a long time in that slum area.
Household Comparatively low Comparatively bit higher than DSCC
Income
Main Income | CNG driver, rickshaw-puller, garments worker, day labor, maid worker, small tea or
sources vegetable shopkeeper, beggar, etc.

NGO assistance
(e.g. GMP, Food
assistance, health
support)

Comparatively low Comparatively good than DSCC

General
observation

- Education status found comparatively low in DSCC than DNCC.

- Mothers are not well aware about vaccination and campaign schedule.
- Extra cost for vaccination that demotivates most of the families.

- No one else in the households to bring their child to campaign center.
- Some children were found eating unhygienic street food.

- Early marriage among mother and more cesarean case

- Lack of awareness among mother about critical hand washing practices.
- Hygiene condition in DSCC was found bad compared to DNCC.

- Lack of knowledge about positive health and nutrition behaviour.

- No systematic health and nutrition programme existing in the slum.

- Lack of awareness programme exits in both slum.

- No NGO is providing MNP support in both area.
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7. RECOMMENDATIONS AND PRIORITIES

The recommendations drawn from the findings of this assessment are based on the relevant stakeholders and
partner’s consultations are as follows:

High”) of >15% in DSCC
slums and remained in the
second highest category
(“High”) in DNCC slums.
Chronic malnutrition
(stunting) among children
was found to be above the
Very High/Critical
WHO/UNICEF thresholds of
>30% in DSCC slums and
remained in the
highest category of >20%
(“High”) in DNCC slums.
Boys and older children (24-
59 months) were more
undernourished in all forms of
malnutrition (e.g. wasting,
stunting and underweight)
compared to girls and
younger  children  (6-23
months).

second

Child e Global Acute Malnutrition Ensure provision of minimum package of
Undernutrition (GAM) rate among children integrated health and nutrition services from
(e-s. wast'ing, was found to be above the Government and NGO primary health care centre
underwel.ght emergency thresholds (“Very for both children and PLWs and established
and Stunting)

referral system for malnourished cases.

Set up community based screening, detection
and referral of acute malnourished children and
PLWs including routine growth monitoring
activities in urban slums area.

Strengthen the referral system and the linkage
between the community and the health facilities.
Strengthen the provision of quality nutritional
treatment through exiting stabilization center or
SAM corner at government health facility.
Advocate for necessary revision of the current

national CMAM guideline to consider admissions
by all criteria (e.g. WHZ, MUAC and Oedema)
since national protocol recommendations MUAC
based programming only. This will ensure all
acute malnourished children are detected and
admitted for management.

Set up community based management of acute
malnutrition programmes (e.g. OTP and TSFP for
SAM and MAM respectively) in urban settings
with use of context specific appropriate nutrition
treatment products.

Enhance prevention programming including
promotion of infant and young child feeding
(IYCF) and care practices to address high levels
of undernutrition.

Develop nutrition strategy for urban slums
under the leadership of Bangladesh National
Nutrition Council (BNNC) and bring together all
relevant government ministries, key
stakeholders and private sectors to establish
multi-sectoral linkages on health, agriculture
and food, social protection, education and social
affairs etc.
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Infant & Young
Child Feeding
Practices

Poor infant and young child
feeding (IYCF) practices
varied with optimal and sub-
optimal levels in both locations.

Timely initiation of
breastfeeding found closer
to the national average.

- Only approximate half of
children exclusively
breastfeed within two days
of delivery.

- Very low percentage of
exclusive breastfeeding in
DSCC slums compared to
DNCC slums. Both rates are
below the national average.

- Bottle feeding practice is
also a great concern in both
locations (DSCC 28.6%; 31.8
%) and higher than national
rate of 16.0%.

- More than half of the
children didn’t meet
minimum acceptable diet
(DSCC 44.9% DNCC 36.1%)

Integration of IYCF counseling in nutrition-
sensitive and specific interventions run by GO and
NGOs.

Improve dietary diversity through the proper
counselling on food & nutrition including
introduction of or expansion of urban safety net
programme targeting children and women of
reproductive age.

Implementation of Baby-Friendly Hospital
Initiatives (BFHI) and Baby -friendly community
initiatives (BFCI).

Childhood
diarrhoea, MNP,
vitamin A,
deworming and
measles
vaccination
coverage and
mortality

e Diarrhoea prevalence
(DSCC-  20.1%, DNCC-
16.0%) was relatively high
compared to the national
average rate of 5.0% and
was more prevalent among
younger children

e Less intake of
micronutrient powder
(MNP) among children 6-59
months during previous
days (<1.0%).

e Vitamin A supplementation
coverage found to be below
the national average (79%),

except for measles
vaccination (>85.0%) and
deworming coverage

(>64%) were found to be
above the national average.

e Strengthen routine Expanded Programme for
Immunization (EPI) and ensure sensitization
to enhance programmes coverage (e.g. vitamin
A, immunization etc.) through community
engagement.

e Ensure adequate supplementation of

micronutrient power through government and
NGO programmes

e Strengthen community initiatives at the
community and household level which
promote personal hygiene and sanitation
(handwashing, water treatment, proper
disposal of waste, etc.) to minimize the
occurrence and severity of diarrhoea in
children.
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Both crude and under 5
death rate were well below
the SPHERE thresholds with
no major concern

Maternal
Malnutrition and
care during and
after pregnancy

Low malnutrition rates
observed among PLWs in
urban slum area.

Accessing Antenatal Care
(ANC) services among
pregnant women were
found to be relatively high
(>=85%) but iron folic acid
intake was reported low.

ANC and PNC checkups
were optimal for atleast one
visit but were reported very
low for at least four visits in
both locations.

e Need ANC and PNC awareness program and

provide services in the community level

e Adequate supplementation of IFA and calcium

from Government /NGOs

Provision or expansion of maternity allowance for
pregnant women to ensure proper care during
pregnancy period.

Food Security

One-third households reported
with medium or severe food
insecure based on FIES who
adopted the
situation through
consumption-based coping
strategies to deal with food
shortages. This affects both the
quantity and quality of food
consumed.

negatively

Positive linkage between high
consumption based coping
strategies (rCSI) and acute
malnutrition in DSCC slum

Expansion of government safety net programmes
in the wurban slum targeting nutritionally
vulnerable groups.

Develop a multi-sectoral Social Behaviour Change
and Communication (SBCC) strategy for the
population living in urban slums across nutrition-
specific and sensitive interventions to enhance
diversified food consumption in order to address
the underlying causes of malnutrition.

WASH

Households (>95.0%) access to
drinking water were optimal
but there remains concern
about the supply of water

quality.

Poor hand washing practices
with soap during critical times
expect after defecation and
disposing of child feaces.

Strengthen initiatives at the community and
household level which promote personal hygiene
and sanitation (handwashing, water treatment,
proper disposal of waste, etc.) to minimize the
occurrence and severity of diarrhoea in children.
Scale up WASH programmes in urban areas to
help breaking the link between waterborne
diseases on malnutrition of children and PLWs
Advocacy with WASA for ensuring supply of safe
water minimizing the high risk of water born
disease.
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Sanitation continues to be an
issue in DNCC slums as
contents of latrines are mixed
with nearby drain or water
point with high risk of
contamination of water borne
disease.

Unsafe disposal of child feaces
also remains a concern in both
which
susceptible to
diseases transmitted via the
fecal-oral route.

locations makes

children

Need to increase community awareness (SBCC)
program including WASH message and ensure the
distribution of Hygiene kit.

Need more water ATM Booth in urban slum area
which cheapest price to ensure safe drinking
water for all, which will reduce the waterborne
disease.

Need to setup more sanitary latrine with proper
connection of sewerage line to minimize chances
of water borne disease and other health hazard.

Monitoring and
Evaluation and
further
research

No surveillance system exist
to monitor the evaluation of
the situation

Study  limitation that
emphasize in-depth IYCF
and other relevant studies

Endorsement and financing of the BNNC ‘Guideline
for Developing a Multi-Sectorial National Nutrition
Surveillance System in Bangladesh’

In the interim, while the above guideline is being
financed, UNICEF, NGO and Government should
work together to conduct follow up integrated
SMART survey after six or twelve month for close
monitoring of nutrition, health, food security and
WASH situation in urban slums.

An in-depth assessment on the infant and young
child feeding practices is necessary to better
inform [YCF programming as a strategy to address

undernutrition in general.
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https://bnnc.portal.gov.bd/sites/default/files/files/bnnc.portal.gov.bd/page/1f1d0f32_ab6f_49f3_8b9c_b52ccefd63c4/2021-09-22-04-58-040d0ed96b34e759aaa598dce50a9d13.pdf
https://bnnc.portal.gov.bd/sites/default/files/files/bnnc.portal.gov.bd/page/1f1d0f32_ab6f_49f3_8b9c_b52ccefd63c4/2021-09-22-04-58-040d0ed96b34e759aaa598dce50a9d13.pdf
https://bnnc.portal.gov.bd/sites/default/files/files/bnnc.portal.gov.bd/page/1f1d0f32_ab6f_49f3_8b9c_b52ccefd63c4/2021-09-22-04-58-040d0ed96b34e759aaa598dce50a9d13.pdf

Annex 1: Health Screening Checklist
Health screening checklist for household inclusion/exclusion

Conditions

Response
[Y/N]

1. Did eligible children [6-59 months] or child's mother or selected women of reproductive
age [15-49 years] have high temperature [>100.4F/38C] and/or others symptoms of
COVID-19 [e.g. dry cough, sneezing, shortness of breath, chest pain or pressure, loss of
speech or movement etc.?]

2. Did anyone in this household tested positive for COVID-19 within the past 14 days?

3. Wasanyone in this household in close contact with a confirmed COVID-19 positive patient
within at least 14 days?

4. Isanyone in this household currently in home or centre quarantine for isolation?

Health screening checklist for survey team

Conditions

Morning
[Y/N]

Evening

[Y/N]

Most common and
mild symptoms

1. Did the staff and or any of the team member have high
temperature [2100.4F/38C] without dry cough, tiredness?

2. Did the staff and or any of the team member have high
temperature [>100.4F/38C] with dry cough, tiredness?

Mid and less

3. Did the staff and or any of the team member have high

common temperature [2100.4F/38C] without sore throat,

symptoms diarrhoea, conjunctivitis, headache, loss of taste or smell,

[treated from | aches and pains?

home] 4. Did the staff and or any of the team member have high
temperature [2100.4F/38C] with sore throat, diarrhoea,
conjunctivitis, headache, loss of taste or smell, aches and
pains?

Serious 5. Did the staff and or any of the team member have

symptoms [take | running nose, sneezing, shortness of breath, chest pain or

immediate pressure, loss of speech or movement?

medical

attention]
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Annex 2: Plausibility Report

Plausibility check for: DSCC__Slums_ENA file_May2022.as

Standard/Reference used for z-score calculation: WHO standards 2006
(If it is not mentioned, flagged data is included in the evaluation. Some parts of this plausibility report are
more for advanced users and can be skipped for a standard evaluation)

Overall data quality

Criteria Flags* Unit Excel. Good Accept Problematic Score
Flagged data Incl % 0-2.5 >2.5-5.0 »5.0-7.5 >7.5
($ of out of range subjects) 0 5 10 20 0 (0.4 %)
Overall Sex ratio Incl P >0.1 >0.05 >0.001 <=0.001
(Significant chi square) 0 2 4 10 0 (p=0.575)
Age ratio(6-29 vs 30-59) Incl o) >0.1 >0.05 >0.001 <=0.001
(Significant chi square) 0 2 4 10 4 (p=0.034)
Dig pref score - weight Incl # 0-7 8-12 13-20 > 20

0 2 4 10 0 (6)
Dig pref score - height 1Incl # 0-7 8-12 13-20 > 20

0 2 4 10 0 (4)
Dig pref score - MUAC Incl # 0-7 8-12 13-20 > 20

0 2 4 10 0 (2)
Standard Dev WHZ Excl SD <1l.1 <1.15 <1.20 >=1.20

and and and or
Excl SD >0.9 >0.85 >0.80 <=0.80

0 5 10 20 0 (0.96)
Skewness WHZ Excl # <+0.2 <£0.4 <£0.6 >=+0.6

0 1 3 5 0 (0.18)
Kurtosis WHZ Excl # <+0.2 <£0.4 <+0.6 >=+0.6

0 1 3 5 0 (-0.14)
Poisson dist WHZ-2 Excl P >0.05 >0.01 >0.001 <=0.001

0 1 3 5 1 (p=0.040)
OVERALL SCORE WHZ = 0-9 10-14 15-24 >25 5%

The overall score of this survey is 5 %, this is excellent.

There were no duplicate entries detected.

Percentage of children with no exact birthday: 10 %

Anthropometric Indices likely to be in error (-3 to 3 for WHZ, -3 to 3 for HAZ, -3 to 3 for WAZ,
from observed mean - chosen in Options panel - these values will be flagged and should be excluded
from analysis for a nutrition survey in emergencies. For other surveys this might not be the best
procedure e.g. when the percentage of overweight children has to be calculated):

Line=90/1D=3: WHZ (-4.343), WAZ (-5.188), Weight may be incorrect
Line=111/ID=4: WAZ (1.404), Weight may be incorrect
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Line=134/ID=4: WHZ (-4.393), WAZ (-4.904), Weight may be incorrect
Line=158/ID=5: HAZ (2.675), Height may be incorrect

Percentage of values flagged with SMART flags:WHZ: 0.4 %, HAZ: 0.2 %, WAZ: 0.7 %

Age distribution:

Month 6 : #HH#HHHHHH
Month 7 : ###HH#

Month 8 : #HHHHHHHHHIHHHHE
Month 9 : #t#HHHHHHHIHHH
Month 10 : #H#HHHHHH
Month 11 : ##tH#HHH

Month 12 : ###H#H

Month 13 : ##tHH#HHH

Month 14 : #H#HHHH

Month 15 : ###HH#

Month 16 : ###H##

Month 17 : ##ttHHHHHH

Month 18 : #tHHHHHHHHHHHHH
Month 19 : ##H#HHHHHHHEHH
Month 20 : #HHHHHHHHHHHEHEH]
Month 21 : ##H#HHHHHH

Month 22 : #tHHHHHHHHHHHHE
Month 23 : ##tHHH#

Month 24 : #HHHHHHH
Month 25 : ##H#HHHHH

Month 26 : #itH#HHHHHHH
Month 27 : #tHHHHHH

Month 28 : #tHHHHHHHHH
Month 29 : ##tHHHHH#H

Month 30 : #t#HHHHH

Month 31 : ##H#HHHHHHHEHH]
Month 32 : #tHHHHHHHH
Month 33 : ##tHH#

Month 34 : #tH#HHHHH

Month 35 : ###

Month 36 : ##tHH

Month 37 : ##tHHHHH

Month 38 : ###

Month 39 : ##tHH#HHHH

Month 40 : #HHHHHH

Month 41 : ####

Month 42 : #tHHHHHHH

Month 43 : #tHHHHHHHHH?

Month 44 : ##HHHH

Month 45 : #tHHHHHHHHHHHHHEHH
Month 46 : ####

Month 47 : #tHHHH#H

70|Page



Month 48 : #ittHHHHHH
Month 49 : ###H#HHHH
Month 50 : ####
Month 51 : ####HHHHHHE
Month 52 : #it#HHHH#HH#
Month 53 : ###H#HHHH
Month 54 : #t#H#HH#
Month 55 : #HHH
Month 56 : #t#HH#HHHHH
Month 57 : ##H##H#HHHH
Month 58 : ##
Month 59 : ###

Month 60 : ###

Age ratio of 6-29 months to 30-59 months: 1.04 (The value should be around 0.85).:
p-value = 0.034 (significant difference)

Statistical evaluation of sex and age ratios (using Chi squared statistic):

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 57/51.9 (1.1) 48/54.7 (0.9) 105/106.5 (1.0) 1.19
18 to 29 12 56/50.0 (1.1) 72/52.7 (1.4) 128/102.8 (1.2) 0.78
30 to 41 12 47/49.0 (1.0) 41/51.6 (0.8) 88/100.7 (0.9) 1.15
42 to 53 12 46/48.2 (1.0) 54/50.8 (1.1) 100/99.1 (1.0) 0.85
54 to 59 6 17/23.9 (0.7) 20/25.1 (0.8) 37/49.0 (0.8) 0.85
6 to 59 54 223/229.0 (1.0) 235/229.0 (1.0) 0.95

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.575 (boys and girls equally represented)
Overall age distribution: p-value = 0.030 (significant difference)

Overall age distribution for boys: p-value = 0.497 (as expected)

Overall age distribution for girls: p-value = 0.024 (significant difference)
Overall sex/age distribution: p-value = 0.004 (significant difference)

Distribution of month of birth

Jan: smaEphhayrtn R s R Rty

Feb: HtHHHHHHHHHEHHHEHE

Mar: #EHHHHHHHH R R

AP R R R

May: HHAHBHBH AR

JUN: HHAHBHBHHHH BB

JUl: HHHHHHHH R

AUG: B T R T R T R
Sep: HHHHHHHHH
OcCt: H#HHBHHHHHHHH T R

NOV: HHEHBHEHHHHH R
DecC: #HAHBHAHHHHBHBHAHHBHBHHH R
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Digit preference Weight:

Digit .0 :
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .

O©CoOo~NoolThwN -

HBHHHIH R R

| SRR R R R R R R

|
| R R R R R R R R R R R

|

| R R R R R R R R R R R
|

| R R R R R R

|

| R R R R R R R

Digit preference score: 6 (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
p-value for chi2: 0.151

Digit preference Height:

Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .

©Ooo~NOoOUOTh WNE O

R R R R R R R

LR R R R R
R R R R R R R R R R A
LR R R R
R R R R R R R R B R R
R R R R R R R
R R R R R R R R R R
LR R R R R T
R R R R R R

DU T R i

Digit preference score: 4 (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
p-value for chi2: 0.773

Digit preference MUAC:

Digit .0 :
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .
Digit .

O©OoOo~NooThwN -

S T T R T I

| HRHB B B R R
DU T R

| HRHB B B R R

DU T T R

| HBHBHHH R R R R

T R T T R T T R T T R T T T

| HBHBHH R R B
T R T R T T T R T T T

| HBHHHH R R R R

Digit preference score: 2 (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
p-value for chi2: 0.986
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Evaluation of Standard deviation, Normal distribution, Skewness and Kurtosis using the 3 exclusion
(Flag) procedures

no exclusion exclusion from exclusion from
reference mean observed mean
. (WHO flags) (SMART flags)
WHZ
Standard Deviation SD: 0.99 0.99 0.96

(The SD should be between 0.8 and 1.2)
Prevalence (< -2)

observed:

calculated with current SD:
calculated with a SD of 1:

HAZ

Standard Deviation SD: 1.05 1.05 1.03
(The SD should be between 0.8 and 1.2)

Prevalence (< -2)

observed: 35.8% 35.8% 35.9%
calculated with current SD: 34.8% 34.8% 34.9%
calculated with a SD of 1: 34.0% 34.0% 34.4%
WAZ

Standard Deviation SD: 0.99 0.99 0.96
(The SD should be between 0.8 and 1.2)

Prevalence (< -2)

observed:

calculated with current SD:

calculated with a SD of 1:

Results for Shapiro-Wilk test for normally (Gaussian) distributed data:

WHZ p= 0.786 p= 0.786 p= 0.431
HAZ p= 0.194 p= 0.194 p= 0.448
WAZ p= 0.339 p= 0.339 p= 0.178

(If p < 0.05 then the data are not normally distributed. If p > 0.05 you can consider the data normally
distributed)

Skewness

WHZ 0.05 0.05 0.18
HAZ 0.17 0.17 0.06
WAZ 0.10 0.10 0.21

If the value is:

-below minus 0.4 there is a relative excess of wasted/stunted/underweight subjects in the sample

-between minus 0.4 and minus 0.2, there may be a relative excess of wasted/stunted/underweight subjects in
the sample.

-between minus 0.2 and plus 0.2, the distribution can be considered as symmetrical.

-between 0.2 and 0.4, there may be an excess of obese/tall/overweight subjects in the sample.

-above 0.4, there is an excess of obese/tall/overweight subjects in the sample

Kurtosis

WHZ 0.14 0.14 -0.14
HAZ 0.25 0.25 -0.14
WAZ 0.34 0.34 -0.08

Kurtosis characterizes the relative size of the body versus the tails of the distribution. Positive
kurtosis indicates relatively large tails and small body. Negative kurtosis indicates relatively large body
and small tails.

If the absolute value is:

-above 0.4 it indicates a problem. There might have been a problem with data collection or sampling.
-between 0.2 and 0.4, the data may be affected with a problem.

-less than an absolute value of 0.2 the distribution can be considered as normal.

Test if cases are randomly distributed or aggregated over the clusters by calculation of the
Index of Dispersion (ID) and comparison with the Poisson distribution for:

WHZ < -2: ID=1.36 (p=0.040)
WHZ < -3: ID=0.89 (p=0.702)
GAM: ID=1.36 (p=0.040)
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SAM: ID=0.89 (p=0.702)
HAZ < -2: ID=1.29 (p=0.073)
HAZ < -3: ID=0.93 (p=0.624)
WAZ < -2: ID=1.19 (p=0.163)
WAZ < -3: ID=0.94 (p=0.611)

Subjects with SMART flags are excluded from this analysis.

The Index of Dispersion (ID) indicates the degree to which the cases are aggregated into certain clusters
(the degree to which there are "pockets”). If the ID is less than 1 and p > 0.95 it indicates that the cases

are UNIFORMLY distributed among the clusters. If the p value is between 0.05 and 0.95 the cases appear
to be randomly distributed among the clusters, if ID is higher than 1 and p is less than 0.05 the cases are
aggregated into certain cluster (there appear to be pockets of cases). If this is the case for Oedema but not
for WHZ then aggregation of GAM and SAM cases is likely due to inclusion of oedematous cases in GAM
and SAM estimates.

Are the data of the same quality at the beginning and the end of the clusters?
Evaluation of the SD for WHZ depending upon the order the cases are measured within each cluster (if one
cluster per day is measured then this will be related to the time of the day the measurement is made).

Time SD for WHZ
point 0.8 0.91.01.171.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.01 (n=56, £=0) ##H##4#H4##

02: 1.02 (n=52, f=1) #H#####444#

03: 1.04 (n=56, £=0) #########4

04: 1.12 (n=50, £=0) #####H#HHHHH444

05: 0.88 (n=44, £=0) ###

06: 0.95 (n=43, f=1) ######

07: 0.97 (n=42, £=0) #H#####+#

08: 0.95 (n=34, £=0) ######

09: 0.92 (n=27, £=0) #####

10: 1.04 (n=19, £=0) ####H#H#H4#

11: 0.96 (n=11, £=0) 0000000

12: 0.66 (n=10, £=0)

13: 1.09 (n=06, £=0) ~~~~~~v~v~~vn~~

15: 0.44 (n=02, f=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Analysis by Team

Team 1 2 3 4 5 6
n= 73 91 84 73 69 68
Percentage of values flagged with SMART flags:
WHZ: 00 11 00 14 00 00
HAZ: 14 00 00 00 00 00
WAZ: 00 11 12 14 00 0.0

Age ratio of 6-29 months to 30-59 months:

097 139 091 103 092 1.00
Sex ratio (male/female):

082 1.07 110 097 1.03 0.70
Digit preference Weight (%0):
0 : 10 9 12 7 4 10
A 7 9 10 7 7 12
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15 10 12 11 14 15
12 12 8 11 17 12
11 9 10 12 10 10
14 13 11 11 17 10
12 10 10 11 4 4
5 5 11 14 7 7

: 5 12 10 10 13 7
9 8 11 8 7 4 12
DPS: 11 7 4 8 17 9
Digit preference score (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
Digit preference Height (%0):

Co~NO s wWN

0 : 5 9 11 8 9 9
g 8 10 10 10 9 9
2 11 10 11 8 14 7
3 12 10 12 8 13 10
4 10 11 12 7 13 16
5 12 11 11 8 13 7
6 : 12 10 8 14 13 10
A 10 11 10 14 10 12
8 12 9 7 12 3 12
9 7 10 10 11 3 7
DPS: 8 3 5 8 13 9

Digit preference score (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
Digit preference MUAC (%):

0 : 7 9 14 11 12 7

10 9 10 11 12 12

14 12 8 8 10 13

8 10 12 11 6 9

8 11 8 11 6 13

12 10 8 8 6 10

10 9 10 10 10 12

11 13 11 10 16 9

: 10 9 8 11 12 7

9 11 9 11 10 12 7

DPS: 6 5 6 4 10 8

Digit preference score (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
Standard deviation of WHZ:

CoNoOUITr WN R

SD 093 09 112 096 095 0.96
Prevalence (< -2) observed:

% 23.8

Prevalence (< -2) calculated with current SD:

% 24.6

Prevalence (< -2) calculated with a SD of 1:

% 22.1

Standard deviation of HAZ:

SD 1.04 122 099 099 117 0.80
observed:

% 24.7 385 47.8
calculated with current SD:

% 27.2 39.7 40.5

75|Page



calculated with a SD of 1:
% 26.4 376 38.9

Statistical evaluation of sex and age ratios (using Chi squared statistic) for:

Team 1:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 11/7.7 (1.4) 6/9.3 (0.6) 17/17.0 (1.0) 1.83

18 to 29 12 7/7.4 (0.9) 12/9.0 (1.3) 19/16.4 (1.2) 0.58

30 to 41 12 7/7.3 (1.0) 4/8.8 (0.5) 11/16.0 (0.7) 1.75

42 to 53 12 5/7.1 (0.7) 13/8.7 (1.5) 18/15.8 (1.1) 0.38

54 to 59 6 3/3.5 (0.8) 5/4.3 (1.2) 8/7.8 (1.0) 0.60

6 to 59 54 33/36.5 (0.9) 40/36.5 (1.1) 0.82

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.413 (boys and girls equally represented)
Overall age distribution: p-value = 0.678 (as expected)

Overall age distribution for boys: p-value = 0.701 (as expected)
Overall age distribution for girls: p-value = 0.130 (as expected)
Overall sex/age distribution: p-value = 0.034 (significant difference)

Team 2:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 12/10.9 (1.1) 14/10.2 (1.4) 26/21.2 (1.2) 0.86

18 to 29 12 15/10.5 (1.4) 12/9.9 (1.2) 27/20.4 (1.3) 1.25

30 to 41 12 7/10.3 (0.7) 9/9.7 (0.9) 16/20.0 (0.8) 0.78

42 to 53 12 9/10.2 (0.9) 7/9.5 (0.7) 16/19.7 (0.8) 1.29

54 to 59 6 4/5.0 (0.8) 2/4.7 (0.4) 6/9.7 (0.6) 2.00

6 to 59 54 47/45.5 (1.0) 44/45.5 (1.0) 1.07

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.753 (boys and girls equally represented)
Overall age distribution: p-value = 0.189 (as expected)

Overall age distribution for boys: p-value = 0.493 (as expected)
Overall age distribution for girls: p-value = 0.391 (as expected)
Overall sex/age distribution: p-value = 0.108 (as expected)

Team 3:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 8/10.2 (0.8) 7/9.3 (0.8) 15/19.5 (0.8) 1.14

18 to 29 12 12/9.9 (1.2) 13/9.0 (1.4) 25/18.9 (1.3) 0.92

30 to 41 12 9/9.7 (0.9) 5/8.8 (0.6) 14/18.5 (0.8) 1.80

42 to 53 12 11/9.5 (1.2) 8/8.7 (0.9) 19/18.2 (1.0) 1.38

54 to 59 6 4/4.7 (0.8) 7/4.3 (1.6) 11/9.0 (1.2) 0.57

6 to 59 54 44/42.0 (1.0) 40/42.0 (1.0) 1.10

The data are expressed as observed number/expected number (ratio of obs/expect)
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Overall sex ratio: p-value = 0.663 (boys and girls equally represented)
Overall age distribution: p-value = 0.328 (as expected)

Overall age distribution for boys: p-value = 0.857 (as expected)
Overall age distribution for girls: p-value = 0.216 (as expected)
Overall sex/age distribution: p-value = 0.131 (as expected)

Team 4:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 11/8.4 (1.3) 12/8.6 (1.4) 23/17.0 (1.4) 0.92

18 to 29 12 8/8.1 (1.0) 6/8.3 (0.7) 14/16.4 (0.9) 1.33

30 to 41 12 6/7.9 (0.8) 8/8.1 (1.0) 14/16.0 (0.9) 0.75

42 to 53 12 8/7.8 (1.0) 10/8.0 (1.2) 18/15.8 (1.1) 0.80

54 to 59 6 3/3.9 (0.8) 1/4.0 (0.3) 4/7.8 (0.5) 3.00

6 to 59 54 36/36.5 (1.0) 37/36.5 (1.0) 0.97

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.907 (boys and girls equally represented)
Overall age distribution: p-value = 0.296 (as expected)

Overall age distribution for boys: p-value = 0.830 (as expected)
Overall age distribution for girls: p-value = 0.321 (as expected)
Overall sex/age distribution: p-value = 0.183 (as expected)

Team 5:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 11/8.1 (1.4) 3/7.9 (0.4) 14/16.0 (0.9) 3.67

18 to 29 12 7/7.9 (0.9) 12/7.6 (1.6) 19/15.5 (1.2) 0.58

30 to 41 12 8/7.7 (1.0) 10/7.5 (1.3) 18/15.2 (1.2) 0.80

42 to 53 12 7/7.6 (0.9) 6/7.4 (0.8) 13/14.9 (0.9) 1.17

54 to 59 6 2/3.7 (0.5) 3/3.6 (0.8) 5/7.4 (0.7) 0.67

6 to 59 54 35/34.5 (1.0) 34/34.5 (1.0) 1.03

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.904 (boys and girls equally represented)
Overall age distribution: p-value = 0.626 (as expected)

Overall age distribution for boys: p-value = 0.742 (as expected)
Overall age distribution for girls: p-value = 0.149 (as expected)
Overall sex/age distribution: p-value = 0.070 (as expected)

Team 6:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 4/6.5 (0.6) 6/9.3 (0.6) 10/15.8 (0.6) 0.67

18 to 29 12 7/6.3 (1.1) 17/9.0 (1.9) 24/15.3 (1.6) 0.41

30 to 41 12 10/6.2 (1.6) 5/8.8 (0.6) 15/14.9 (1.0) 2.00

42 to 53 12 6/6.1 (1.0) 10/8.7 (1.2) 16/14.7 (1.1) 0.60

54 to 59 6 1/3.0 (0.3) 2/4.3 (0.5) 3/7.3 (0.4) 0.50

6 to 59 54 28/34.0 (0.8) 40/34.0 (1.2) 0.70
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The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.146 (boys and girls equally represented)
Overall age distribution: p-value = 0.045 (significant difference)

Overall age distribution for boys: p-value = 0.310 (as expected)

Overall age distribution for girls: p-value = 0.022 (significant difference)
Overall sex/age distribution: p-value = 0.001 (significant difference)

Evaluation of the SD for WHZ depending upon the order the cases are measured within each cluster
(if one cluster per day is measured then this will be related to the time of the day the measurement is made).

Team: 1

Time SD for WHZ
point 0.8 0.91.01.11.21.31.41.51.61.71.81.92.02.1 2.2 2.3
0l: 0.85 (n=10, £=0) ##

02: 1.29 (n=09, £=0) ####44444H4444444444

03: 1.15 (n=10, £=0) ####HH##HH4H4H44H

04: 0.90 (n=10, £=0) #H##

05: 0.72 (n=08, £=0)

06: 0.77 (n=06, £f=0)

07: 0.91 (n=07, f£=0) ####+#

08: 1.43 (n=05, £=0) #####4fH44HH4H44H4HHSHHSHES

09: 0.47 (n=04, £=0)

10: 0.19 (n=02, £f=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%

and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)
Team: 2

Time SD for WHZ

point 0.8 0.91.01.1 1.2 1.31.41.51.61.71.81.92.02.12.22.3
01: 1.24 (n=10, £=0) ######ttttttttttitst

02: 1.49 (n=10, f=1) #####HHH44HdHH444H4444H4444

03: 0.86 (n=10, £=0) ##

04: 0.72 (n=09, £=0)

05: 0.86 (n=08, f=0) ###

06: 0.70 (n=08, £=0)

07: 0.73 (n=08, £=0)

08: 0.80 (n=07, £=0)

09: 1.01 (n=07, £=0) ##H##4#4H44

10: 1.01 (n=06, £=0) #####444#

11: 0.87 (n=04, £f=0) 000

12: 0.68 (n=03, £=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Team: 3

Time SD for WHZ
point 0.8 0.91.01.11.21.31.41.51.61.7 1.81.92.02.1 2.2 2.3
0l: 0.74 (n=09, f£=0)

02: 0.61 (n=08, f£=0)

03: 1.20 (n=09, £=0) ####HH4HH4H4444444

04: 1.77 (n=09, f£=1) ####4H44H44H44FHFHHHHFHHHAHHHHHFHFRFRFRFRHRS
05: 1.20 (n=08, £=0) #####HHH#4dHsdsasst

06: 1.05 (n=07, £=0) ###4#Ht4444

07: 1.24 (n=08, £=0) ####H#4H44H44H44H4HS

08: 1.31 (n=06, £=0) ###H#fH#HHttHttH44H44444444

09: 1.04 (n=06, £=0) ##h#4#4444

10: 1.36 (n=05, £=0) #####HdH44ftddddddsdsass

11: 0.60 (n=03, f£=0)

12: 0.15 (n=03, £=0)
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(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%

and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)
Team: 4

Time SD for WHZ

point 0.80.91.01.1 1.2 1.31.41.51.61.71.81.92.02.12.22.3
01: 0.85 (n=09, f=0) ##

02: 0.92 (n=08, £=0) #####

03: 1.43 (n=09, £=0) ####HHH444HHHH44HHHH444444

04: 1.15 (n=06, f£=0) ##H##HHHHH4HH#44

05: 0.60 (n=05, £=0)

06: 1.47 (n=07, f=1) #####H#H##4HHHH#44HHFFFHESHHHS

07: 0.98 (n=07, £=0) ######4

08: 0.63 (n=06, £=0)

09: 0.48 (n=04, £=0)

10: 0.40 (n=03, £=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%

and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)
Team: 5

Time SD for WHZ

point 0.80.91.01.171.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.24 (n=09, £=0) ########44HH444444

02: 0.95 (n=08, £=0) ######

03: 0.50 (n=09, £=0)

04: 0.70 (n=07, £f=0)

05: 0.92 (n=07, £=0) ####+#

06: 0.98 (n=08, £=0) ####H##H4#

07: 1.13 (n=07, £=0) #####H4#HH4H44H4H

08: 0.95 (n=05, £=0) ###4##

09: 0.53 (n=03, £=0)

10: 2.04 (n=02, £20) v s v s v v v N N N N N e e e

11: 1.22 (n=02, £f=0) ~~~~~rvvmvmsnnsnnnan

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%

and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)
Team: 6

Time SD for WHZ

point 0.8 0.91.01.11.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.05 (n=09, £=0) ########44#

02: 0.70 (n=09, £=0)

03: 1.08 (n=09, £=0) #####4444444#

04: 1.13 (n=09, £=0) ###4#444444444

05: 0.65 (n=08, £=0)

06: 0.64 (n=07, £=0)

07: 1.12 (n=05, £=0) #####44444444

08: 0.79 (n=05, £=0)

09: 1.74 (n=03, £=0) 0O0OOOOOOOOOOOOOOOOOOOOOOOOO0OOOOO00000000

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

(for better comparison it can be helpful to copy/paste part of this report into Excel)

Plausibility check for: DNCC_Slums_ENA file_May2022.as

Standard/Reference used for z-score calculation: WHO standards 2006
(If it is not mentioned, flagged data is included in the evaluation. Some parts of this plausibility report are
more for advanced users and can be skipped for a standard evaluation)
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Overall data quality

Criteria Flags* Unit Excel. Good Accept Problematic Score
Flagged data Incl % 0-2.5 >2.5-5.0 >5.0-7.5 >7.5
($ of out of range subjects) 0 5 10 20 0 (0.0 %)
Overall Sex ratio Incl o) >0.1 >0.05 >0.001 <=0.001
(Significant chi square) 0 2 4 10 0 (p=0.544)
Age ratio(6-29 vs 30-59) Incl P >0.1 >0.05 >0.001 <=0.001
(Significant chi square) 0 2 4 10 4 (p=0.016)
Dig pref score - weight 1Incl # 0-7 8-12 13-20 > 20

0 2 4 10 0 (2)
Dig pref score - height Incl # 0-7 8-12 13-20 > 20

0 2 4 10 0 (3)
Dig pref score - MUAC Incl # 0-7 8-12 13-20 > 20

0 2 4 10 0 (1)
Standard Dev WHZ Excl SD <l.1 <1.15 <1.20 >=1.20
. and and and or

Excl SD >0.9 >0.85 >0.80 <=0.80

0 5 10 20 0 (0.94)
Skewness WHZ Excl # <+0.2 <+0.4 <£0.6 >=+0.6

0 1 3 5 0 (0.00)
Kurtosis WHZ Excl # <+0.2 <+0.4 <t0.6 >=1+0.6

0 1 3 5 0 (0.02)
Poisson dist WHZ-2 Excl o) >0.05 >0.01 >0.001 <=0.001

0 1 3 5 0 (p=0.455)
OVERALL SCORE WHZ = 0-9 10-14 15-24 >25 4 3

The overall score of this survey is 4 %, this is excellent.

There were no duplicate entries detected.

Missing or wrong data:

HEIGHT: Line=121/ID=6

Percentage of children with no exact birthday: 4 %

Anthropometric Indices likely to be in error (-3 to 3 for WHZ, -3 to 3 for HAZ, -3 to 3 for WAZ,
from observed mean - chosen in Options panel - these values will be flagged and should be excluded
from analysis for a nutrition survey in emergencies. For other surveys this might not be the best
procedure e.g. when the percentage of overweight children has to be calculated):

Line=48/1D=3: HAZ (-4.687), WAZ (-4.641), Age may be incorrect
Line=314/1D=4: HAZ (2.505), Age may be incorrect
Line=325/ID=3: HAZ (-4.636), Age may be incorrect
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Percentage of values flagged with SMART flags:WHZ: 0.0 %, HAZ: 0.6 %, WAZ: 0.2 %

Age distribution:

Month 6 : #HH#HHHHHHH
Month 7 : #tH#HHH#HIHH

Month 8 : #HHHHTHHTHIHHIHHIHHHHHH
Month 9 : #HH#HHHHIHHHIHE
Month 10 : #HHHHHTHTHHHHHHHHHHEHHHHH]
Month 11 : ##t#HHH

Month 12 : ##HH

Month 13 : ##tHHH#

Month 14 : #H#HHHH

Month 15 : ##H#HHHHH

Month 16 : #HHHHHHHH

Month 17 : ##tHHHHHH#HH

Month 18 : #tHHHHH

Month 19 : ##tHHHHHHH

Month 20 : #HHHHHHIHHHHHHHH
Month 21 : ##H#HHHH

Month 22 : #tHHHHHHHHHHH
Month 23 : ##tHHHHHHHHEH
Month 24 : #H#HHHHHHE

Month 25 : ##tHHHHHHHE

Month 26 : #itH#HHHHHHH
Month 27 : ##HHHHHH

Month 28 : #HHHHHHHIHHHHHHHHH
Month 29 : #tHHHHHHHHHEHHHE
Month 30 : #HHHHHHHH

Month 31 : #HHHHHHHHHHEHHEHHE
Month 32 : #tH#HHHHH

Month 33 : #tHHHHHHHT

Month 34 : #tH#HHHHH

Month 35 : #H#HHHHHHHHH]
Month 36 : #tHHHHHHHH

Month 37 : #tHHHHHHH

Month 38 : ##tHHHHHHH

Month 39 : ##tHHHHHHHHHHT

Month 40 : #tHHHHHH

Month 41 : #HHHHHHHEH
Month 42 : #tHHHHHHHHH
Month 43 : #tHHHHHHHHIH
Month 44 : #tHHHHHHHH

Month 45 : #tHHHHHHHHH?

Month 46 : #tHHHHHHHHHHH
Month 47 : #tHHHHHH#H

Month 48 : ##H#

Month 49 : ##tHHHHH#H

8l|Page



Month 50 : ####
Month 51 : ####HH#H#H
Month 52 : ##HH#H
Month 53 : ###HHH#HH
Month 54 : #t#H#HH#
Month 55 : ###
Month 56 : ##t#H#HH#
Month 57 : #HRHHHHHHHHHE
Month 58 : ##HHH
Month 59 : ##H#
Month 60 : ##

Age ratio of 6-29 months to 30-59 months: 1.05 (The value should be around 0.85).:
p-value = 0.016 (significant difference)

Statistical evaluation of sex and age ratios (using Chi squared statistic):

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 56/60.2 (0.9) 79/63.5 (1.2) 135/123.7 (1.1) 0.71
18 to 29 12 61/58.1 (1.0) 76/61.3 (1.2) 137/119.4 (1.1) 0.80
30 to 41 12 63/56.9 (1.1) 57/60.0 (1.0) 120/116.9 (1.0) 1.11
42 to 53 12 55/56.0 (1.0) 38/59.0 (0.6) 93/115.1 (0.8) 1.45
54 to 59 6 24/27.7 (0.9) 23/29.2 (0.8) 47/56.9 (0.8) 1.04
6 to 59 54 259/266.0 (1.0) 273/266.0 (1.0) 0.95

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.544 (boys and girls equally represented)
Overall age distribution: p-value = 0.047 (significant difference)

Overall age distribution for boys: p-value = 0.808 (as expected)

Overall age distribution for girls: p-value = 0.003 (significant difference)
Overall sex/age distribution: p-value = 0.001 (significant difference)

Distribution of month of birth

Jan: smaEnstay st nn s s Rty

Feb:

Mar: HEHHHHHHH R AR R

ADI: HEHHBHBHEHH R

May: HHAHBHEH AR R R

JUN: HHHHBHBHA R R

S e e

AU B T R T T R T R R R T T
Sep: HHHHIHHHHHH IR
OcCt: H#HHBHHHIHHTHHHH T

NOV: HHEHBHHHHHHH R

Dec: S R T T R T T

Digit preference Weight:
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Diqit .Q : #HHHHHHHHHHHHH

Digit .1 : #H#HHH R
DiQit .2 : #HHHHHHHHHHH R
Digit .3 : HHHHHHHHHHH

DiQit .4 : HHHEHHHHHHH

Digit .5 : #HHHHHHHH
DiQit .6 : #HHHHIHHIHHHHHHHEH

Digit .7 : HHHHHHHH

DiQit .8 : #HHHHHHHHHH I
Digit .O : HHHHHHHHHH

Digit preference score: 2 (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
p-value for chi2: 0.984

Digit preference Height:

Digit .0 : #HHHHHHHHHH
Digit .1 : #HHHHHHHHH
Digit .2 : #HHHHHH T R
Digit .3 : #HHHHHHHHHHHH
Digit .4 : HHHHHHH T

DiQit .5 : #HHHHHHHHHHH

Digit .6 : #HHHHHHHHHH
DiQit .7 : #HHHHHHHHH R
Digit .8 : T

DiQit .9 : #HHHHHHHHHHHHEH

Digit preference score: 3 (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
p-value for chi2: 0.879

Digit preference MUAC:

Diqit .0 : #HHHHHHHHHHHHHH

Digit 1 : sesfisstpassasinesibmishpnsnnansoninntiinsinttnnsts

Digit .2 : #HHHHHHHHHHH R
Digit .3 : seefassiinstriisnsisoninnsbsniinsiritnnmisoninniiy
Digit .4t
Digit 5 : sesfisstpassasinesbmishpnsnnansondnntiinsinttinnsts

DiQit .6 : HHHHHHHHHHHHHH
DiQit .7 : #HHHHHHHHHHH

DiQit .8 : #HHHHHHHHHHHHH
DiQit .9 : HHHIHHHHHHHHHH

Digit preference score: 1 (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
p-value for chi2: 0.999
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Evaluation of Standard deviation, Normal distribution, Skewness and Kurtosis using the 3 exclusion
(Flag) procedures

no exclusion exclusion from exclusion from
reference mean observed mean
. (WHO flags) (SMART flags)
WHZ
Standard Deviation SD: 0.94 0.94 0.94

(The SD should be between 0.8 and 1.2)
Prevalence (< -2)

observed:

calculated with current SD:

calculated with a SD of 1:

HAZ

Standard Deviation SD: 1.00 1.00 0.97
(The SD should be between 0.8 and 1.2)

Prevalence (< -2)

observed:

calculated with current SD:

calculated with a SD of 1:

WAZ

Standard Deviation SD: 0.94 0.94 0.94
(The SD should be between 0.8 and 1.2)

Prevalence (< -2)

observed:

calculated with current SD:

calculated with a SD of 1:

Results for Shapiro-Wilk test for normally (Gaussian) distributed data:

WHZ p= 0.469 p= 0.469 p= 0.469
HAZ p= 0.397 p= 0.397 p= 0.548
WAZ p= 0.175 p= 0.175 p= 0.162

(If p < 0.05 then the data are not normally distributed. If p > 0.05 you can consider the data normally distributed)

Skewness

WHZ 0.00 0.00 0.00
HAZ 0.10 0.10 0.12
WAZ 0.12 0.12 0.18

If the value is:

-below minus 0.4 there is a relative excess of wasted/stunted/underweight subjects in the sample

-between minus 0.4 and minus 0.2, there may be a relative excess of wasted/stunted/underweight subjects in
the sample.

-between minus 0.2 and plus 0.2, the distribution can be considered as symmetrical.

-between 0.2 and 0.4, there may be an excess of obese/tall/overweight subjects in the sample.

-above 0.4, there is an excess of obese/tall/overweight subjects in the sample

Kurtosis

WHZ 0.02 0.02 0.02
HAZ 0.48 0.48 -0.02
WAZ 0.24 0.24 0.12

Kurtosis characterizes the relative size of the body versus the tails of the distribution. Positive
kurtosis indicates relatively large tails and small body. Negative kurtosis indicates relatively large body
and small tails.

If the absolute value is:

-above 0.4 it indicates a problem. There might have been a problem with data collection or sampling.
-between 0.2 and 0.4, the data may be affected with a problem.

-less than an absolute value of 0.2 the distribution can be considered as normal.

Test if cases are randomly distributed or aggregated over the clusters by calculation of the Index
of Dispersion (ID) and comparison with the Poisson distribution for:

WHZ < -2: ID=1.01 (p=0.455)
WHZ < -3: ID=0.80 (p=0.856)
GAM: ID=1.01 (p=0.455)
SAM: ID=0.80 (p=0.856)
HAZ < -2: ID=0.80 (p=0.862)
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HAZ < -3: ID=0.95 (p=0.590)
WAZ < -2: ID=0.92 (p=0.644)
WAZ < -3: ID=0.95 (p=0.572)

Subjects with SMART flags are excluded from this analysis.

The Index of Dispersion (ID) indicates the degree to which the cases are aggregated into certain clusters

(the degree to which there are "pockets"). If the ID is less than 1 and p > 0.95 it indicates that the cases

are UNIFORMLY distributed among the clusters. If the p value is between 0.05 and 0.95 the cases appear to
be randomly distributed among the clusters, if ID is higher than 1 and p is less than 0.05 the cases are
aggregated into certain cluster (there appear to be pockets of cases). If this is the case for Oedema but not
for WHZ then aggregation of GAM and SAM cases is likely due to inclusion of oedematous cases in GAM
and SAM estimates.

Are the data of the same quality at the beginning and the end of the clusters?
Evaluation of the SD for WHZ depending upon the order the cases are measured within each cluster (if one
cluster per day is measured then this will be related to the time of the day the measurement is made).

Time SD for WHZ

point 0.8 0.91.01.171.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.09 (n=56, £=0) ####HH#HHH#s#

02: 0.98 (n=54, £=0) ########

03: 0.90 (n=52, £=0) ####

04: 0.95 (n=51, f=0) ######

05: 0.77 (n=52, £=0)

06: 0.94 (n=48, £=0) ######

07: 0.89 (n=50, £=0) ####

08: 1.01 (n=47, £=0) #########

09: 0.73 (n=40, £f=0)

10: 0.81 (n=28, £=0)

11: 1.02 (n=19, £=0) 000000000

12: 1.37 (n=13, £=0) ~~~~~~v~v~vsv~svsvmvs v
13: 1.00 (n=10, £f=0) ~~~~~~~~

14: 0.65 (n=10, £=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Analysis by Team

Team 1 2 3 4 5 6
n= 82 108 79 91 93 79
Percentage of values flagged with SMART flags:
WHZ: 1.2 00 00 00 00 00
HAZ: 25 19 00 00 00 OO0
WAZ: 00 09 00 00 00 00

Age ratio of 6-29 months to 30-59 months:

128 100 103 117 111 0.76
Sex ratio (male/female):

095 1.00 093 090 1.02 0.88
Digit preference Weight (%0):

0 : 12 14 11 10 8 8
g 9 12 9 11 10 11
2 11 9 9 9 13 15
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3 11 8 10 10 12 9
4 9 9 10 8 12 9
S 11 9 11 10 10 10
6 : 10 8 9 12 6 6
A 12 10 10 8 6 9
8 7 12 10 11 11 10
9 9 7 10 12 13 13
DPS: 5 6 3 5 8 8

Digit preference score (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
Digit preference Height (%0):

0 : 9 12 14 11 11 9
d: 7 9 10 12 13 11
2 9 10 11 11 13 11
RCI 10 12 9 10 11 9
4 11 9 9 10 8 13
5 11 9 8 9 13 9
6 : 12 9 10 12 13
T 10 1 13 10 10 10
8

9

8
1
: 12 9 10 9 5 8
; 9 9 8 9 5 8

DPS: 5 4 7 3 9 6

Digit preference score (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
Digit preference MUAC (%):

0 : 11 10 13 11 10 8
g 11 9 11 10 6 9
2 13 9 10 11 14 5
3 11 9 8 9 13 9
4 11 10 9 11 12 10
S 10 10 6 10 9 11
6 : 10 10 11 10 10 10
T 10 11 9 9 8 10
8 7 10 11 10 9 15
9 6 10 11 10 11 13
DPS: 7 2 6 3 8 9

Digit preference score (0-7 excellent, 8-12 good, 13-20 acceptable and > 20 problematic)
Standard deviation of WHZ:

SD 093 074 09 096 1.01 1.05
Prevalence (< -2) observed:

% 16.1 139
Prevalence (< -2) calculated with current SD:

% 17.1 164
Prevalence (< -2) calculated with a SD of 1:

% 169 151
Standard deviation of HAZ:

SD 1.00 0.89 108 1.10 099 0.96
observed:

% 24.7 329 264

calculated with current SD:

% 26.0 31.3 29.8

calculated with a SD of 1:

86|Page



% 26.0 29.9 279

Statistical evaluation of sex and age ratios (using Chi squared statistic) for:

Team 1:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 10/9.3 (1.1) 12/9.8 (1.2) 22/19.1 (1.2) 0.83

18 to 29 12 12/9.0 (1.3) 12/9.4 (1.3) 24/18.4 (1.3) 1.00

30 to 41 12 7/8.8 (0.8) 9/9.2 (1.0) 16/18.0 (0.9) 0.78

42 to 53 12 8/8.7 (0.9) 4/9.1 (0.4) 12/17.7 (0.7) 2.00

54 to 59 6 3/4.3 (0.7) 5/4.5 (1.1) 8/8.8 (0.9) 0.60

6 to 59 54 40/41.0 (1.0) 42/41.0 (1.0) 0.95

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.825 (boys and girls equally represented)
Overall age distribution: p-value = 0.367 (as expected)

Overall age distribution for boys: p-value = 0.760 (as expected)
Overall age distribution for girls: p-value = 0.390 (as expected)
Overall sex/age distribution: p-value = 0.192 (as expected)

Team 2:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 11/12.6 (0.9) 16/12.6 (1.3) 27/25.1 (1.1) 0.69

18 to 29 12 15/12.1 (1.2) 12/12.1 (1.0) 27/24.2 (1.1) 1.25

30 to 41 12 14/11.9 (1.2) 12/11.9 (1.0) 26/23.7 (1.1) 1.17

42 to 53 12 9/11.7 (0.8) 9/11.7 (0.8) 18/23.4 (0.8) 1.00

54 to 59 6 5/5.8 (0.9) 5/5.8 (0.9) 10/11.6 (0.9) 1.00

6 to 59 54 54/54.0 (1.0) 54/54.0 (1.0) 1.00

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 1.000 (boys and girls equally represented)
Overall age distribution: p-value = 0.715 (as expected)

Overall age distribution for boys: p-value = 0.739 (as expected)
Overall age distribution for girls: p-value = 0.797 (as expected)
Overall sex/age distribution: p-value = 0.456 (as expected)

Team 3:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 7/8.8 (0.8) 11/9.5 (1.2) 18/18.4 (1.0) 0.64

18 to 29 12 9/8.5 (1.1) 13/9.2 (1.4) 22/17.7 (1.2) 0.69

30 to 41 12 10/8.4 (1.2) 8/9.0 (0.9) 18/17.4 (1.0) 1.25

42 to 53 12 8/8.2 (1.0) 6/8.9 (0.7) 14/17.1 (0.8) 1.33

54 to 59 6 4/4.1 (1.0) 3/4.4 (0.7) 7/8.5 (0.8) 1.33

6 to 59 54 38/39.5 (1.0) 41/39.5 (1.0) 0.93

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.736 (boys and girls equally represented)
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Overall age distribution: p-value = 0.760 (as expected)

Overall age distribution for boys: p-value = 0.946 (as expected)
Overall age distribution for girls: p-value = 0.513 (as expected)
Overall sex/age distribution: p-value = 0.377 (as expected)

Team 4:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 9/10.0 (0.9) 18/11.2 (1.6) 27/21.2 (1.3) 0.50

18 to 29 12 7/9.6 (0.7) 15/10.8 (1.4) 22/20.4 (1.1) 0.47

30 to 41 12 15/9.4 (1.6) 8/10.5 (0.8) 23/20.0 (1.2) 1.88

42 to 53 12 8/9.3 (0.9) 4/10.4 (0.4) 12/19.7 (0.6) 2.00

54 to 59 6 4/4.6 (0.9) 3/5.1 (0.6) 7/9.7 (0.7) 1.33

6 to 59 54 43/45.5 (0.9) 48/45.5 (1.1) 0.90

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.600 (boys and girls equally represented)
Overall age distribution: p-value = 0.203 (as expected)

Overall age distribution for boys: p-value = 0.361 (as expected)

Overall age distribution for girls: p-value = 0.024 (significant difference)
Overall sex/age distribution: p-value = 0.003 (significant difference)

Team 5:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 9/10.9 (0.8) 13/10.7 (1.2) 22/21.6 (1.0) 0.69

18 to 29 12 14/10.5 (1.3) 13/10.3 (1.3) 27/20.9 (1.3) 1.08

30 to 41 12 10/10.3 (1.0) 11/10.1 (1.1) 21/20.4 (1.0) 0.91

42 to 53 12 12/10.2 (1.2) 8/9.9 (0.8) 20/20.1 (1.0) 1.50

54 to 59 6 2/5.0 (0.4) 1/4.9 (0.2) 3/9.9 (0.3) 2.00

6 to 59 54 47/46.5 (1.0) 46/46.5 (1.0) 1.02

The data are expressed as observed number/expected number (ratio of obs/expect)

Overall sex ratio: p-value = 0.917 (boys and girls equally represented)
Overall age distribution: p-value = 0.154 (as expected)

Overall age distribution for boys: p-value = 0.458 (as expected)
Overall age distribution for girls: p-value = 0.311 (as expected)
Overall sex/age distribution: p-value = 0.078 (as expected)

Team 6:

Age cat. mo. boys girls total ratio boys/girls
6 to 17 12 10/8.6 (1.2) 9/9.8 (0.9) 19/18.4 (1.0) 1.11

18 to 29 12 4/8.3 (0.5) 11/9.4 (1.2) 15/17.7 (0.8) 0.36

30 to 41 12 7/8.1 (0.9) 9/9.2 (1.0) 16/17.4 (0.9) 0.78

42 to 53 12 10/8.0 (1.2) 7/9.1 (0.8) 17/17.1 (1.0) 1.43

54 to 59 6 6/4.0 (1.5) 6/4.5 (1.3) 12/8.5 (1.4) 1.00

6 to 59 54 37/39.5 (0.9) 42/39.5 (1.1) 0.88

The data are expressed as observed number/expected number (ratio of obs/expect)
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Overall sex ratio: p-value = 0.574 (boys and girls equally represented)
Overall age distribution: p-value = 0.729 (as expected)

Overall age distribution for boys: p-value = 0.384 (as expected)
Overall age distribution for girls: p-value = 0.859 (as expected)
Overall sex/age distribution: p-value = 0.230 (as expected)

Evaluation of the SD for WHZ depending upon the order the cases are measured within each cluster
(if one cluster per day is measured then this will be related to the time of the day the measurement is made).

Team: 1

Time SD for WHZ
point 0.8 0.91.01.1 1.2 1.3 1.4 1.51.6 1.7 1.8 1.9 2.0 2.1 2.2 2.3
01: 0.98 (n=09, £=0) #######

02: 1.18 (n=08, £=0) ##H##HH#HHHHHHHHHH

03: 0.94 (n=09, £=0) ######

04: 0.76 (n=09, £=0)

05: 0.80 (n=08, £=0)

06: 0.70 (n=06, f£=0)

07: 0.91 (n=09, f£=0) ####4#

08: 0.97 (n=08, £=0) ######4#

09: 1.06 (n=07, £=0) #####H#4#44

10: 0.57 (n=06, f£=0)

11: 1.77 (n=02, f=0) ~~rmrmmsrmm s s

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Team: 2

Time SD for WHZ
point 0.8 0.91.01.11.21.31.41.51.61.71.81.92.02.1 2.2 2.3
0l: 0.67 (n=10, £=0)

02: 0.87 (n=10, £=0) ##+#

03: 0.44 (n=08, £=0)

04: 0.78 (n=08, £=0)

05: 0.56 (n=10, £f=0)

06: 0.80 (n=10, £=0)

07: 0.62 (n=10, £=0)

08: 0.70 (n=10, £=0)

09: 0.25 (n=08, £=0)

10: 0.87 (n=07, f£=0) ###

11: 0.30 (n=06, £f=0)

12: 0.77 (n=04, £=0)

13: 0.48 (n=03, £=0)

14: 1.05 (n=03, £=0) 0000000000

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%

and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)
Team: 3

Time SD for WHZ

point 0.8 0.91.01.171.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.52 (n=09, £=0) ####4#H#444HHH444HH44FSHHHHHES

02: 0.95 (n=09, £=0) ###4##

03: 1.12 (n=09, f£=0) ####HHdddddds

04: 1.15 (n=07, £=0) ####HHH4HHHH444

05: 0.61 (n=07, £=0)

06: 0.93 (n=08, £=0) #####

07: 0.49 (n=08, f£=0)

08: 0.78 (n=07, £=0)

09: 0.56 (n=06, £=0)

10: 1.23 (n=04, £=0) 0000OOOOOOOOOOOOO0

11: 0.95 (n=03, £=0) 000000

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
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and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Team: 4

Time SD for WHZ
point 0.8 0.91.01.171.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.10 (n=09, £=0) #####H4#H44444

02: 1.27 (n=08, £=0) ####H#4#H44H44H44HSHES

03: 0.83 (n=09, £=0) #

04: 1.01 (n=09, £=0) ######H4##

05: 0.66 (n=09, £=0)

06: 0.72 (n=09, £=0)

07: 0.92 (n=08, £=0) [Eiddidd

08: 1.00 (n=08, £=0) ##H#######

09: 0.56 (n=08, £=0)

10: 0.80 (n=04, £=0)

11: 1.53 (n=02, £=0) ~r~~~rvvvvsvsvvsvsv v

12: 1.60 (n=02, £=0) ~r~~~r~~vvvsvsvsv v

13: 0.15 (n=03, £=0)

14: 0.39 (n=03, £=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Team: 5

Time SD for WHZ

point 0.80.91.01.171.21.31.41.51.61.71.81.92.02.1 2.2 2.3
01: 1.27 (n=09, £=0) #####4444H4444444444

02: 0.42 (n=09, £=0)

03: 0.40 (n=09, £=0)

04: 0.84 (n=08, £=0) ##

05: 1.10 (n=09, £=0) #####44#44444

06: 0.54 (n=07, £f=0)

07: 1.32 (n=09, £=0) #####4HH44HH4HH4HSHHSHS

08: 1.40 (n=09, £=0) ####HH4HHH4HH4H44H4HHHHEHE

09: 0.84 (n=08, £=0) ##

10: 0.65 (n=04, £=0)

11: 1.23 (n=03, £=0) 00000000OO0OOO0OO0

12: 1.94 (n=04, £=0) 0000000000 0OO0O0OOOOOOO0OOOOOOOOOOO0OOOOOOOOOO0OO00
13: 0.69 (n=02, £=0)

14: 0.49 (n=03, £=0)

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

Team: 6

Time SD for WHZ
point 0.8 0.91.01.11.21.31.41.51.6 1.7 1.81.9 2.0 2.1 2.2 2.3
01: 1.00 (n=10, f£=0) ######4#

02: 1.08 (n=10, £=0) ####H#HF#HFHF#HHF

03: 1.01 (n=08, f£=0) #####444#

04: 1.05 (n=10, £=0) ####4444444

05: 0.93 (n=09, £=0) #####

06: 1.20 (n=08, £=0) #####444444444444

07: 0.97 (n=06, f£=0) #H#####4#

08: 1.18 (n=05, £=0) ####4H#444H44444#

09: 0.45 (n=03, f=0)

10: 0.57 (n=03, £=0)

11: 0.86 (n=03, f=0) 00

12: 1.61 (n=02, f=0) ~r~r~~msmmmmvsvssmm v s

(when n is much less than the average number of subjects per cluster different symbols are used: 0 for n < 80%
and ~ for n < 40%; The numbers marked "f" are the numbers of SMART flags found in the different time points)

(for better comparison it can be helpful to copy/paste part of this report into Excel)

90| Page



Annex 3: Survey geographical coverage area with partner’s presence

Badda 21,37,38

Bangshal 35 1 429 Sajida Foundation
Chok bazar 29,30,31 6 3465 Sajida Foundation
Demra 68,70 2 697

Dhanmondi Thana (33 1 460

Gendaria 45,51 5 3579 Sajida Foundation
Hazaribagh 55 18 10221 Nari Maitree
Jattrabari 39,49 14 9732 Sajida Foundation
Kalabagan 16,21 5 1608 Sajida Foundation
Kamalapur GRP

Thana+  Motijheel8 1 250 Sajida Foundation
thana

Kamrangirchar 56,57 7 3222 Sajida Foundation
Khilgaon 1,2,3 6 3605 Sajida Foundation
Kotwali 32,37,38 2 1277 Sajida Foundation
Lalbagh 24,29, 30 10 5043 Nari Maitree
Mugda 6 1 296 Sajida Foundation
Mugda Thana 7,8,81 4 1396 Sajida Foundation
Paltan 13 2 1940 Nari Maitree
Shahbagh 20 3 1625 Nari Maitree
Shajahanpur 11 1 547 Sajida Foundation
Shampur 45,47,54 11 6247 Sajida Foundation
Sobujbagh 5,73 6 2022 Sajida Foundation
Sutrapur 36 1 332 Sajida Foundation
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Bonani 20 19 22453

SEEP+ BRAC
Darus salam 9,10,11,12 38 32693

previously worked
Hatirjheel 35,36 13 7692 Sajida Foundation
Mohammad Pur

33 10 5377 Sajida Foundation

Thana
Pollobi 2,6 31 29443 BRAC
Rupnagar 6,7 36 34004 BRAC
Shah Alli 7,8 18 8998 SEEP
Tegaoun silponchol [24 31 20835 Sajida Foundation
Tejgaon 24,26 7 5435 Sajida Foundation

Annex 4: Questionnaire

Household’s Identifier

1. Date (S1f9%):
2. Name of Enumerator (9%F M= «I¥)
3. Team (f%ﬂ):
(Valid answers: Numbers between 1 and 6)
4. | City Corporation Area: (1 G AT T) 1= North City Corporation (Gl 58S
516 srefia=m)
9= South City Corportation (GIpT f3peY
516 STt
5. | Thana: (¥191)
6. | Ward
7. Name of slum @T:@?l' )
8. Cluster Number (FTP01 VIHIH)
Valid answers: Numbers between 1 and 56
9. Household Serial Number (A1 &< RIKIE))
10. | GPS Coordinate I'rue

(Note: Push the Record Location' button when the accuracy of the
GPS measure is less than 25 m.)

11.

Consent: Assalamualaikum / Adab. My name is ------ and my collegue’s are
------------- . We are come from an international humanitarian organization
called Action Against Hunger (ACF). With the financial support of Concern
World Wide and WFP, and with the approval from the National Nutrition
Services, Institute of Public Health Nutrition, the Government of
Bangladesh, and Dhaka North and South City Corporation. ACF is conducting
a survey to know the nutritional status of people living in slums of Dhaka

1=ch('5ﬁ)

0 =No ()
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North and South City Corporation, children and pregnant and lactating
women. Your family is being selected randomly for this survey work. We will
ask some questions about your family members. | will ask who is in the
family, health, nutrition, infant sickness, vaccines, child dietary diversity
including breast milk, women's dietary diversity, water, sanitation and
hygiene etc. Besides, If there 1s any children under 5 and pregnant and
lactating women 1n family, we would like to take some measurements
(Height, Weight, MUAC, Oedema) to assess their nutritional status. If
anyone 1s suffering from malnutrition, we will refer them to a nutrition
centre. All personal information will be kept confidential. Please note
that it is not currently known what actions if any will be taken after the
results of the survey are finalized. This information will be used to
mmprove the standard living of people. The questions will take about
25-30 minutes.

Do you have any questions? May | begin? Please press "NO" if household
is not being selected due to meeting the criteria of health screening
checklist.

STATATY RPN/ W[ | AN ------ L) RV | [
TMRN| SNl JR*N R0 INR(ANIF) N g0
WEGISF NI SR S (AF AR AHIF CWW 8 WFP
9 AP ST JRAT SR Ty AT 7T, Gy g
ARSHN I3 T GBd 8 W 6 FACATTITNT WA N
OIFT Gad 8 TR 6 FAMma g IS Jaerg IRTdIA
TN CIINN, e 8 SrETo! g2 FHANIIA! NEAHR Af
SIE] TN G JBT0 G ATIHA FAC% | SHNF AR 92
G PG G A6 (N6 AR | SN[ So=THd A&
STid [IE0T g U fGsentt F@11 AR & & Wy,
AT 7135, ST, Mg gz, Bi<eT, JRa T2 RIeg amren,
TRATRT AWIToIS, AN 8 ¥fammm, ARER-ioraer Tonm
fIACT g FUAT OIS FACRT| AP ATS IRIT FW T 3 8
STEIO! G FHRBIT NIET AFT SN SN AT SAIZT AN
FAE TN ST, BT A2 ZTOF JF6I W N (TR (T WS
ONE FN (T2 I WS GoF AF, SN O F e (@
(A AT APA NG WA AL (AT (T S O
T O S() BIOF GIAAT I | 22 YA SIINT IS
IR P | G2 G PG FACO [T AN AN (g A
| 5T 129X O WG JAFE GO G NN GHANL FICG
(IZE B Q| AR TN PG PO WNHF 25-30 NG SINT
AT

N T STNT TS A6 AP, SN AN S FAT A
(=% {FH Ve (56 S ARG [o® N1 = 7w F =
B

12.

Did your household receive any support from BRAC
(under WFP) and SEEP, Narimotri, Sajida foundation
(under CWW) assisted urban programme?

W AfFA19 fF BRAC (WFP), SEEP, Narimotri, Sajida Foundation
(CWW) (YT (HITNT ARTTOT ATTHRN AT (ATHTRN?

Note:

BRAC services: cash transfer, bonus, food purchase from
selected shops [currently avaibale in Bashantek and
Dowari Para, Previously in Kollanpur and Sattala Slum)

1= Yes,

programme

T, WFP (BRAC) STRTNOIFS (AT

WFP  (BRAC)

supported

2=Yes, CWW (SEEP, Nari motri/ Sajida
foundatlon) supported prgoramme

"-{_!T CWW (SEEP, Nari motri/ Sajida
foundation) ARTHOIFO CHTATN

3= Both, WFP and CWW

programme

supported

oY, WFP and CWW XY OIFO
T
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0= No/NT

88=Don’t kn()w/@ﬁm

99=Refused to answcr/{‘;@ fﬁ‘tﬁ
SHIFE FEN

13. | Beneficiry's ID or card number
RSN =EfE a1 FE I
14. | Beneficiry's Bkash number (If available)

FfFgrreria T 334 (1 cnew )

Household Demography and Mortality Questionnaire

List all of the household members that are currently living in this household. @SN g2 “fFANI

RIS APeT THAICNS SIeIHT FEFA)

(Programmed on tablet as a repeat group)

First name of the household member (MAIMCIT STACTTI AAN wTN)
Note: First name only. Name will not be retained in the final data set.
Name 1s only collected to aid in recall during data collection.

((NTG: QYA YN IV | HOIS GI6T (6 & N 14 RI = | (A
G TG STLATRF ST LY FAF G NN AR FA1 =)

16.

Sex (ﬁ*l"ﬁ)

1 = Male (FJY)
2 = Female (ﬁ%ﬂ)

17.

Age in years (I-IRS)

Note: Children aged 0-11 months should be recorded as ‘0’ years

(N15:0-5 W™ IT MW '0' IR NI @6 T |

18.

Did [Name] join the household since International Mother Language
Day (February 21, 2022)?

[ & OF ool AT (S (1 (FIPAR! 2023) JF K
(AT AT STCY (T JOAR=?

1=Yes('5ﬁ)

0 =No ()

19.

Was [Name] born since International Mother Language Day
(February 21, 2022)?

[ ©F oo RIS (*9 (F CFIPAQ! 2022) GF A
G A= FEMRE?

(Relevant: Age in years = 0)

lees(’-iﬁ)

0 =No (o)

List all of the household members that left this household since International Mother Language Day (February 21,

2022)?

WG Nrgerar st (3 OT CHIHBTAL 2022) 2 AR (ATF AT 51 ATy oreng wiferar

PN
(Programmed on tablet as a repeat group)

20.

First name of the household member (W TR ALY W)
Note: First name only. Name will not be retained in the final data set.
Name 1s only collected to aid in recall during data collection.

((N15: @Y AYN NN | FOIS 6T (16 & NI 14 (I N | (e
W TIGT SRR ST LY K G W AR F1 )

21.

Sex (1%:!'5‘1')

1 = Male ()
9 = Female (N2

29.

Age n years (SIA-IRA)
Note: Children aged 0-11 months should be recorded as ‘0’ years

(NTB: 0-5 N ITH MI®THE 0 %7 B @TF6 TP
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23. | Did [Name] join the household since since International Mother | 1 = Yes (’-EST)
Language Day (February 21, 2022)? [~IX] & euIfes @ VY
RS (25 O (FIPTAL 2022) IF 21T A S (TN AI®EA? | 0 = No (@)

24. | Was [Name] born since International Mother Language Day | 1 = Yes =N
(February 21, 2022)?
[T fF WSHGF oo T (2D (7 CFIFTIR 2022) G 2F | 0= No (@)
T SR PLAMRE?
(Relevant: Age in years = 0)
List all of the household members that died since International Mother Language Day (February 21, 2022)?

ool AT (23 OT CHIF AT 2022) 9 (ATH AT 4 Trar W= sy orona wiferasr

A

(Programmed on tablet as a repeat group)

25. | First name of the household member (AfIIMTIF ARCHTT AN NTW)
Note: First name only. Name will not be retained in the final data set.
Name is only collected to aid in recall during data collection.

((N15: ®YATG AYN NIV | NN HOTS GIGI (516 4 AW RAI A | (A
WIS TIBT S STRA ST WL FAE O W 2R HA ()

26. | Sex (feT57) 1 = Male (=9)
2 = Female (ﬂf'i_“ﬂ)

27. | Age in years (I99-IQ9)

Note: Children aged 0-11 months should be recorded as ‘0’ years

(N15:0-5 WY T MW '0' IR M @6 T |

28. | Did [Name] join the household since since International Mother | 1 = Yes =N
Language Day (February 21, 2022)? [TN|f& SISGISF NrowraT
AT (29 O CFIPRN 2022) IF 21T A S (I AIREA? | 0 = No ()

29. | Was [Name] born since International Mother Language Day | 1 = Yes =
(February 21, 2022)?
[T AEGTOF oo I (9 7 (FIFT[ 202) GF & | 0= No (@)
QA A= FAR?

(Relevant: Age in years = 0)

30. | What was the cause of death? (I W‘Tﬁs@fl’) 88 = Don’t Know ('\ngﬁ M (skip next
question)
2 = Injury - Trauma / conflict related
(SMre-GT1 Y e skip next
question)
3 = Imjury - Other(Nr® - HIY)
(skip next question)

4 =Illness (VZI)

31. | During the days before death, did [Name] have any of the following | 1 = Diarrhea(OTfI3T)

symptoms? 2 = Fever (G)
(TS SM5K T tetre, fNREs F < ome fRen) 3 = Cough (1Y)
Note: Select all that apply. 4 = Rash(3™)

5 = COVID positive ((PIOG AGCw)
6 = None of the above(_@ﬂm (P62
)

88 = Don’t know (Vﬁﬁ =)

Child Level Questionnaire (51355 citss st

Note: Complete the following module for all children in the household between 0-59 months(0-& & NI IS “AfFQas
Ja e ma oy RRfafie 1esafe sy Fwv)

(Programmed on tablet as a repeat group)
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Anthropometry 0-59 months aged child: 0-59 N> T ST A IRIE Ty

32.

Child [Name]’s r®3 ¥r

Sex =g foss

1 = Male/ /P
2 = Female (W'Fﬁﬂ)

34.

Do you know [Name]’s day, month and year of birth? (@T"iﬁ
B ()99 G M, 918 G ST G

1="Yes ('im
0 = No (W) (skip next question)

[Name]’s date of birth (™7 G ©11 79 )-

(Age on months calculated on tablet from survey date and DOB)

(Day/Month/Year)
(= e1R%R)

[Name]’s age in months (P13 I N1C7)
Note: Estimate using event calendar. (TG A GPIE LN ITA
SEEERD]

37.

Weight (Kg) +0.1kg (ST 0.1 (S)

Note: The child must be weighed naked. Remove diapers,
necklaces and other items that could mcrease the weight before
measuring. REMINDER: Always record weight with one digit
after the decimal point.

(Relevant for age between 6 and 59 months; valid responses
between 0.1 and 54 kg)

38.

Height or Length”(cm) +0.1 cm (@WWW +0.1 (M)

Note: Height measurement standing when child is >24 month:
and lving down when child is < 24 months

(Relevant for age between 6 and 59 months; valid response
between 30 and 155 cm)

39.

Record measurement taken: length or height (W EIRE0)))

1 = Length (ZWQ‘D
2 = Height (G851

40.

MUAC (mm) (33<s-fNf)

41.

Does [Name] have bilateral oedema that is swelling with pitting
oedema in both feet? (f;‘f@?l' fF BOT 2T ~rory 2O =R
?)
(If yes, prompt a note: “Notify your supervisor and have him/her
confirm whether or not the child has oedema. Children with
oedema should be referred for treatment”

IZYCS@T)
0 =No ()

42.

Measurer Comments: Please add any comments that survey
managers should know (e.g., children not measured due to
disability, exclusion due to Fever or covid symptom; refusal,
measured with clothes). If everything is ok, please skip

ARTMHFRNT TS: T FE I VB TF I I G|
TR (ATH IM, B GG A COVID-19 ST FIRTY AW (RS
AR, ARG, FING T2 AT ZONR draC AT,
3 IPFNEFIF A= A1) | FA(FR 5 ABT: "Skip' FEY

Is your child [Name] currently enrolled in any nutrition-feeding
program? Verify by card / IRNICESIE “’i@ fofFesT T of9)
Iy fF» e I8 (e e @

(If the child 1s malnourished (MUAC <125mm or has oedema)
but did not enrolled in any nutrition program, please complete the
referral form and refer to nearest nutrition Centre)/ﬂf':(_ RrefG
THNBE WFE =W (YAH<H2¢ NN 11 3G ) 933
@ T (AT SfS W W O W IR @FREA TN 7
P 7 07 T (FH W)

0=No ()

1 = Yes, Stabilization centre (SST"I, Y )
2= Yes, SAM corner ('Eﬁ', SAM

3= Yes, Cash. grant for MAM
programme T, MAM cHTITNg
TIT 9B NTH SgAE)

66= Others (SINIINY)

88= Don’t Know (_\‘ﬁﬁzﬂ)
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Note: This question will be asked for verification and referral

purpose only.

CYTRReT?
Note: Last VAC campaign held on 11-14 December 2021.

(TG LY fOBINN g TN FITHZN 203 AR Od-
8 o1 2R |

Valid: age 6-59 months
(Y-¢ > T IS fFrey)

44. Name of referral centre (CTRICIT R EUERGE “1):
45. Has (name of child) had diarrhoea in the past 2 weeks? 1 = Yes (20
Case definition: three or more loose or liquid stools during 24 0 = No (A1) (Skip next question no 42)
hours. 88 = Don't know (SN =) (Skip next
Freg I 97 F oo ¥R AYNZF W SINfasr | question no 42)
3 ?
AT 28 TBIY foN I OTOIIF ATSAT AT
Valid: 6-59 month
46. ‘What types of treatment were given to your child (child name) 1 = Yes, ORS @I, ST
when he/she suffered from diarrhoea? 2= Yes, Zink tablet/syrup (23, forss
Pregg I TN SIEIAEIY WSS AR N O | OIAEe/ ST . .
Il g7 fofFes e zoxfgar 3 = Yes, home made saline I,
(Multiple answers possible/ dBTEF BG ZTO ATA| TMYTS TSf AT AT )
4= Yes, Syrup or tablet (e.g. filmet,
metronedajol etc) (X1, ffrarer ar
Relevant if question diarrhoea is yes BTG (T fReeTCe,
CTCRINCIGTE o0
) =_Yes, pastor/Herbal/religious treatment
@, SIS, oT9T ATOTS O
47 fofssam ,
6=Yes, Treatment from hospital/ E31
TOTOIA (ATF fofFesi
66 = Others (SININT)
0 = No treatment (@ fofFesr
mem TN )
88 = Don't know ('\lmﬁ'ﬂ'l')
47. Has the child received measles immunization? f*1a3f® f& zra 1 = By card FTE Wﬁ)
a7 fowr Aty 2 = By recall (SIFL1T H4197)
) . .. 0 =No (|
No.te. Verify vaccination card {631 #16 1612 &~ 88 - Don’t Know (G M)
Valid: age 9-59 months
(5-¢5 NS I 1)
48. Did the child (Name) receive Vitamin A Capsul in last six 1=Yes ('EST)
months? (FI®T FN) fF 51 b WA FSBIN G FIIA (VAC) | 0 = No ()

88 = Don't know (GITfN )
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49.

Did the child (Name) receive dewormimg teblet/syrup in last
six months? (Since December 2021 to May 2022 until date)?
Show tablet of mebendazole.

Frag am) fF oo g3 st FAeSE Bnass/Saray
IPT

[57® fETTFA 2021 (ATEH TSN ALF|» FUNHIS BIIA6/Srary
G ST (AU |

Note: Last deworming campaign held on March 2022.

(\TB: TLTIT FIAMNF INTEZN 2022 AL WG
TRl

Valid age: 24-59m
(28-S NST I 1)

1="Yes ('im
0 =No ()
88 = Don't know (I~ =)

Infant and Young Child Feeding-IYCF Practices (Only for Children between 0 - 23 Months)
fRIQF YMITSTIST (0-2© WIST TXHT 1)

50. How long after delivery was [NAME| put to the | 1=Lessthanlhour (5 SO F)
breast/nipple? ${_Child_Name} ST FoH~ GRS | 2= 1 - 24 hours (5 (A(F 8 TR
() R Y (MR Bel? RV[£5)))
Valid: age 0-23 months 8 = More than 24 hours(:8 BT (J*)
88 = Don’t Know (%Tﬂ?{ R)
SL. Was [INAME] breastfed yesterday during the day or at | 1= Yes ()
night? fre@ @) F o M YA AT P 14 | 0 = No ()
YIS AP 88 = Don't know (G~ 1)
Valid: age 0-23 months
52. Was [child_name] given anything other than breast milk 1 = Yes (M
to eat or drink in the first two days after delivery [Ask | 0= No ()
about honey/suger water/mustard oil that usually given | 88 = Don’t know (Gt =m
Just after birth]
MoE (@AW S RRel 2 e W ORI @
I/ ANN/ARIF ROARCEAN? | G 27 YL WY o= ~nfy=w=
(91 fRTTR BT (5T018 B2 F26 ]
Valid: age 0-23 months
53. Was [child name] bottle fed with nipple yesterday during | 1 = Yes =
the day or at night? (NTN) ORI SN ®[r | 0~ No mT)k
SIS NS (qrote (o) FE (P fFg | 88 = Don'tknow (G
TN PLARE?
Valid: age 0-23 months
54. 1- Water/°fﬁ

Was [Child name] drink/eat any liquid/water/food rather
than breastfeed vesterday during the day or at night? 1
@ B roE JAHME WA RS NAfe
SR/ AT/ AR (AT

Valid: age 0-5 months

(Multiple response)

2= Sugar water/ fofRg onfx

8~ Fruit Juice TR T3/ G/ GIIF NN
4= Powder milk/animal milk /fBGT® 7Y,
ST 7Y, ATNG 54

5=

6= Infant formuly 1< HYAT (CTUN :
NN, WIEIW ZTONH)

7=Juice, Candy, Biscuit/ ITGC] (roTeTd

9, asnl'@, |5$3 3\95“%
8=MNP (e.g. monimix, pustikona, sprinkle etc)

/ARIN (TN NN, A6 I
e, Zonm)
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9=Any liquid/ SINT (TLHN SF (CTA-
HiciCRNGIET))

10-Bottle feeding/ (ATST AT AT 0
FRFg A=

11= Honey (W)

66 = Others (STII7)

88=Don’t know (GTIf~ =)

S
S

Did your child [NAME] receive any micro-nutrient powder (e.g.
monimix, pustl kona, sprinkle, etc) during the day or at night? sTeFTT
ST o=l SEETe  ${child_name} STEEE SO F @I MR-
O s Moo (@ A, 6 a1, Fose, Ton™) @

Valid: age 6-59 months

1 = Yes (0
0 =No ()
88 = Don't know (I~ M)

Complementary Feeding Practice (6-23 months) ﬂﬁ'W/ V) S AT LTS TTAT TOITH (L-2© W)

56.

Did [NAME] receive any soft/ semi-solid/ solid food yesterday
rather than breast feeding during the day or at night? o3&
AT 31 AT e (w3 099 7Y A2 AT 0T o (I GG
YR (AN G YRIF) (AR (2

Valid: age 6-23 months

1 = Yes (0
0 =No ()
88 = Don't know (I~ M)

Did your child eat any of the following food groups in the
previous day and night? S SHE TR ST SRS 1T (W)
R IS 3 i 4R IR (TR

1. BreastMilk (JCPJ 1Y)

2. Grains, roots, tubers (nan, chapatti, parata, bread, rice, potato)
TS0, BT, I3, TGe.INE, BET , ST S, I Toni

3. Pulse, Legumes or nuts (lentils, dried peas) /e, &, Imrs a1
fafb STSH A ((IN: (W O, WoRG, RE-FuenF
Flonad [ Tonfn

4. Dairy products (milk, yoghurt, cheese, Infant formula) /7% 1
78 R TR 4 (0. W3, R, o, ~yewst, e, ey wxferr
(CTN ; CTCAATS, TIHLBITGN 2OINH )

5. Flesh foods (meat, fish, dried fish, poultry, liver/organ meat)/
Y/ Grory [ ( IV WG, W, YA W5 472 Fore /
NI 57 (TN TRV, fFC, fOrar, S, Worey Tonfm)

Egg /foq

7. Vitamin A rich fruits and vegetables (carrot, pumpkin, orange
sweet potato, mango, papaya, spinach, dark green leafy
vegetables, long beans)/ fSBINE 4 7 TN 8 *NFAING
(FEYEA3 HNTHT N, ANIHT (T, AT FIIET RONIW; NP3 A =P
T, el B AT ToNw; Gz A, N Fowr, Fern e f¥fE
e, 771 R Zenth)

8. Other fruit and vegetables (banana, apples, pineapple,
watermelon, eggplant, onion, cucumbers, tomatoes, onion)/
I, SIYY, 5F GO (FW T, (TN, FHRA, TN ;
TG TS, B, 7N, (GG, *I1eT 51, (@, I, =™,
BUNCET, Y5, 51T FNGI,FTG 290w )

0. No Food Taken ((F17 U1 41{w)
Valid: age 6-23 months

Tick box (8% fi)

How many times did (NAME) eat solid, semi-solid, or soft foods other
than liquids yesterday during the day or at night? TOJIE QRGN
10O e (\rm) STCNIG FOF Ol QK9 (YRR?

Valid: age 6-23 months

Integer (IRYIT ﬁ%
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Please write if you have comments about the
interview of this section (I'YCF)

" Rrag amyrenst " G2 RS0 AEFIS FIF ST=HNEH
AN WS AP AR B 7Y

Women Questionnaire (IR op31et)
(Include all women aged 15-49 years aged-
Y¢-85 IZA TTA ANV IRAHATS AF9&F FALO 2(Q)

Anthropometry, ANC, PNC, IFA,
(SINTYTCATCN( G, 949715, fHa=fs, s2aw.4)

60. Name (NTX)
61.
Age (Years) (JXA-IRA)
62. Are you currently pregnant or lactating? (AN Ioum | | = Pregnant ("\’N_\%b .
NOTO A HANIIAT?) 2 = Lactating (with child less than 6
Note: I a women Is pregnant and lactating, select pregnant months) (FHANIIR, b I FW I
)
3 = Lactati vith child 6-23 months)
73y AW 40 WA SFEIS =W A3 GHAIIA 7W, wrg | o Lactating (wit
P SRS ’ FFARIIAL, & WIS IO (N I3 iy
CRICIRVEGICARE) RS & CT 30 W)
88 = Don’t Know (Guf~ =)
63. MUAC (mm) (<-F)
Valid if question women statusis 1 or 2 or 3
64. Are you currently receving antenatal care (ANC) services from 1 = Yes, Government health centre (R,
any health centre or programme? JAFIA JTEY (F7) .
wﬂﬁ ‘ﬁg W C_ICAT W q Ceﬂ'm CW Woﬁ( 2= YCS, PI‘iVlltC hC'dlth centre (T!T,
S (ANC) CT]T 82 FIRA? (TASIE Y &) .
3= Yes, NGO health programme (XTT,
Note: ANC services usually include: Weight measurement, a8 JTE] ZW‘S[FE)
Pressure check-up, Child position in Uterus, Child movement,| 0 = No ()
Anaemia check-up seeing eyes, IFA supplementation, Counseling| 88 = Don't know about ANC services
etc (ANC (STRT ST=PIT QTR =T i 1)
Relevant if women status is pregnant ]
65. Are you [prgenant women] currently receiving iron-folate pills? 1 =Yes (X7
AN F IOAMA AEA-Fe1F TG BIRCEs A SR | 0= No (A
IR ? 88 = Don't know ('\BTIﬁ'WT)
(Local name: Looh baranor dawai) show pill. (BTN NINs T
O SF) AN TG BTG T =1 (A=
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Relevant if women status is pregnant

How many times did you receive antenatal care (ANC)
checkup during your last pregnancy by any health care
provider either at home or health facilties?

NN ST TSI ST AGT® M IR (AT (1|
FIIORT AMNIIAT QN AN IO RS | TSP
(EFHY /(AT (ANC) AR FAMRLeA?

Note: ANC services usually include: Weight measurement,
Pressure check-up, Child position in Uterus, Child movement,
Anaemia check-up seeing eyes, IFA supplementation, Counseling
etc

Valid if women status is lactating 2 & 3

Integer (TR ﬁl’{a}

Number of check up at health facility:
Number of check up at home:

Total check up either at health facility or
home:

67.

How many times did you receive post netal care (PNC)
checkup within 42 days of your last delivery by any health care
provider either at home or health facilties?
TR ST TR 42 AT W& AT T ST
A IHFH (A (P IR AP QT I ATISN
(53 S/CTT (PNC) SR BRRCAA

PNC services usually include Anaemia test, Uterus diameter,
weight measurement, pressure check, Bacterial Infection, feeding
Vitamin-A, IYCF and other counseling etc.

Valid if women status is lactating 2 & 3

Integer IRLIT ﬁf%

Number of check up at health facility:
Number of check up at home:

Total check up either at health facility or
home:

68.

Please write if you have comments about the
interview of this section ( Women Section)

" AR orRE 1 a2 [ STeRFR
TE PN WS AR AN B

ferys

[Text]

Reduced Coping Strategy Index

EXPLAIN TO THE RESPONDENT THAT THE QUESTIONS APPLY TO ALL HOUSEHOLD
MEMBERS AND NOT ONLY TO HIM/HER.
In the last 7 days, how many days did your family have to...

OBInTord NP0 [T FPN (T, AN AFTIAFT TP IR G ATINGT 438

(PG O G W 51O 3o () MRS (G©0F YR ORI FIRCT HANE T

WIEFILH THHATE NIET FIGTRTEAT 9 N 0o ARe:

69.

In the past 7 days, how many days did your
household rely on less preferred and/or less
expensive food due to lack of food or money to
buy food?

RECORD THE NUMBER OF
DAYS, FROM 0-7.
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51 q AT NI [T YI_I 61 N OIFE WOl - [FAro
N (N, FOM~ BN R YR I IV AN YRIE ST Nod
FIEMRLEAN?

Lower limit =0

0-a (A MINT AL TFG FFN

Upper limit =7
LESSEXP
70. In the past 7 days, how many days did your | | |
household borrow food or rely on help from a
friend or relative for food due to lack of food or | RECORD THE NUMBER OF
money to buy food? DAYS, FROM 0-7.
0-4 (T AR AL (FFG FFA
51 q FATN SV AR YR O [ BIPIH TolF AR_IE FNrs
T (NI FOMA YR 47 FE A ARSI IR (AF AT
(AR
Lower limit =0
Upper limit =7
BRW
71. In the past 7 days, how many days did your | |__ |
household reduce the number of meals eaten in
a day due to lack of food or money to buy food ? | RECORD THE NUMBER OF
51 q TN SN AERIT YR WO M BIPE Wl 4-KE Fes | DAYS, FROM 0-7.
N (S FoMw © (AR AIICS FACRE YR 5= FACRA? ( | 0-9 (A0 NG 4T ([(F6 S
CHIRIEN AN 2/ (F1 (ATA(R)
Lower limit =0
Upper limit =7
LESSMEAL
72. In the past 7 days, how many days did your | | |
household limit portion sizes at mealtime due to
lack of food or money to buy food? RECORD THE NUMBER OF
51 q T S AERIE YR 61 MO Wl 4R Fats | DAYS, FROM 0-7.
M (N FOMA TGN RN I AU ARIE A=A FEARN?) | 0.q (AT T SR ([@FE I
Lower limit =0
Upper limit =7
REDMEAL
73.

In the past 7 days, how many days did your
household reduce consumption by adults so
children could eat, due to lack of food or money
to buy food?

IN HOUSEHOLDS WITHOUT CHILDREN <5
years, THE ANSWER SHOULD BE ‘0'.

5% q TN S*AIF ARAIT YR_IT IS T BIFF Wold - (Ao
(AT Fom~ RIS WOIF ITHA PN (L2, T CAD T
(4TS A7)

¢ I ITN P1® N7 AFCE Ao, TS 0 =@ (A
Lower limit =0

Upper limit =7

REDADULT

RECORD THE NUMBER OF
DAYS, FROM 0-7.
0-9 (AT AN ST (TG e
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74.

In the past 7 days, how many days did your
household Reduce the number of meals eaten

due to lack of cooking fuel? s a fita Sem= &
GIETIR STOIR AR A RSV FOMA (AP AR ([T AL BN
frrfRreT?

RECORD THE NUMBER OF
DAYS, FROM 0-7.
0-a (ATF TN AT (TFEG TP

75.

Please write if you have comments about the
interview of this section ( Food Based reduced
coping Strategy)

"ARAET 4T 6RO (NP (el 4R
RO AFFRIR T™NF WHNNE NS
AIReT W AR B Y

[Text]

FOOD INSECURITY EXPERIENCE SCALE (FIES)

Instruction: Now I would like to ask you some questions about food. During the
last 4 weeks (30 days), did you face any of the following events:

YN I SANCE AR STATE 55 o ST FACS B2 | TS 4 AJCE (30 TN W)
AN A AN AFIACET AT BIFN A THE WoI] [ NRAe o~d STIA

RIACRA?

76.

Q1. You or others in your household worried
about not having enough food to eat because of
a lack of money or other resources?

Q1. 57 4 IAR (30 TNT W) TYN WA I W[
AIICIT AT BIFT M TR IR AN AN
(5 YA B W 2 FEA oI e® Rraa?

=

1 ="Yes (R

0= No (W)

88 = Don't know ('\':)Tﬁﬂ'l’)
99=Refused (HOITYITN)

77.

Q2. Still thinking about the last 4 weeks, was
there a time when you or others in your
household were unable to eat healthy and
nutritious food because of a lack of money or
other resources?

Q2. 5% 4 YR (30 TN N&Y), 7PN B R(AReA TN
AN I MHNNE ARIACIE AT BIFT A STTRA
WO PR IR I3 THF ARG (TS AN (N2

1 = Yes (M

0 = No (W)

88 = Don't know ('\’:)Tl'ﬁ'ﬂ'l’)
99=Refused (HOITYITN)

78.

Q3. Was there a time when you or others in your
household ate only a few kinds of foods because
of a lack of money or other resources?

Q3. 519 4 JIYNR (30 AT W), WA A AN
AT ST {5 BIPI A ST TONIA Gy ST
P AN I AR AR (ACO RARE?

1=Yes (RI)

0 = No ()

88 = Don't know ('\’:)Tl'ﬁ'ﬂ'l’)
99=Refused (HOITYLITN)

79.

Q4. Was there a time when you or others in your
household had to skip a meal because there was
not enough money or other resources to get
food?

1= Yes (M

0 =No (-

88 = Don't know (GTIf~ )
99=Refused (HOITYLITN)
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Q4. 5T 4 STAICZ (30 MTT N&) ITHFN [F AR T4,
WA A AT AL TN =125 BT M ST =
YHFIA FIACT G (T PRGN (AT ABCS IACR?
80. Q5. Still thinking about the 4 weeks (30 days), | I = Yes (=
was there a time when you or others in your | 0 =No ()
household ate less than you thought you should | 88 = Don't know (G am
because of a lack of money or other resources? | ¥/ Refused (IO
Q5. S 4 YR (30 TN W&Y) I7FN fF (AR 79w
AN A SHNNK AR NI BIPI A ST O
P AN TOLF AN 0T oS FLARLEN O (BT FA
CATRA? '
81. Q6. Was there a time when your household ran | 1 = Yes (30
out of food because of a lack of money or other | 0 = No (D
resources? 88 = Don't know (GTIfN )
99=Refused (HOITYLITN)
Q6. 5T 4 SIYIR (30 MTNT NKY), FA F W= AT
BIBI M SN SN SIS PIRCT ARME (Y RO FACIRe?
82. Q7. Was there a time when you or others in your | 1= Yes &0
household were hungry but did not eat because | 0 = No (“T)
there was not enough money or other resources | 88 = Don't know (@I am
for food? 99=Refused (HOITYITN)
Q7. 91 4 YR (30 N W), 973N =AY F, T4
TN DN AL AN BIT AN THNHL @I R
fFNCS 7 (N 5FArS R '
83. Q8. Was there a time when you or others in your | 1 = Yes (30
household went without eating for a whole day | 0 = No A0
because of a lack of money or other resources? | 88 = Pon't know (G A
Q8. 5T 4 Y= (30 TN W), 7T F FAAT T Zg;{%‘sed T37 fire st
(T, QA DA ARKACEE SN BIBT A SN SRS )
WO PR A FR A1 (AT Qa2
84. Please write if you have comments about the | [Text]
interview of this section "FOOD INSECURITY
EXPERIENCE SCALE" L ﬁﬁT"i\‘ilaﬂ\‘Jlﬁ
NSO (Fe" 42 RO TR FE TH
AN W AR AR B 1y

Water, Sanitation and Hygine (WASH)

WX, ATAVEIIV 8 NTHIT VAT

What is the main source of drinking water of your
family? SHNNE AFAET QRIF AT A4 B
fF? (46 Teq)

water_source

Protected water sourses (ﬁ?’l"ﬁ/ﬂ@ﬁﬁ

RalIDERCIE)

1 = Deep Tubewell (5‘1@?1’ AR A)

2 = Collected from Water ATM booth by

payment (STBIF 6N J& (AT fHH W)

3 = Bottled/ Jar water ((RTOeTGI® T G

QUR)

%nprotected water sourses (PO AT
S™)

104|Page




4= Direct WASHA's supplied water (ST
SAMTI AR FAT AR A=)

5= Rainwater harvesting (SRfF9/ M<IHpo
e i

6= Pond & canal water (9P 432 I A1)
66= Others...(STIT3 (RIS FF)

88 = Don't know ('\‘:Tﬁﬂr)

99=Refused WW@@WW

86. Does your family again purify collected | I = Yes, always (=T, 579 5T¥)
drinking water? If yes, how frequent? 2= Yes, often(@D)
3 =Yes, sometimes (X, NICA WTCA)
0=N
AR ARRR F M5=e AR AN 7@ 88_3(:",1k
Ry SE~? 0 2T F© I5 T2 = Don't know (ST~
e ' 99-Refused (OGH AT SFTHIA FTAN)
water_purification
87. Do your household face any challenges for | 1 - Yes 30)
drinking water? 0 = No ()
9 88 = Don't know (GTIf~ =)
00=R efi1c
AR SR R TR AR R o sy | 99 Refused (@R At wrFi=
NG? AV
Water_challenge
88. ‘What 1s the main Chauenge of drinking water? 1 = Drinking water source 1s long distance from household

AN AT AR AT Y= S 2
(TN YR AN AT, SLTHY I NI (BT
STS)

water_problem

if Water_challenge is yes

(AR 2ANF TS AG (ATF WS 7R)

2 = Long waiting time at water distribution point (ﬂﬁ
RO SYCACG A ST W FAO 2R

3 = Collecting water from ATM point is costly (é]%é]ﬁ
HTTB (AT GreT AT FA AR

4 = Lack of mformation about water distribution schedule
by WASHA (TN IS STUT5! ST Sra
Hwlq)

5 = Lack of water storage utensils (ofﬁ HALLHAT ATCEGd
).

6 = Inadequate water supply as per demand (ETI%WIH
QTN SIS NN SR

7= Lack of legal drinking water supply connection
(AR ARG (Y SR o)

8 = During summer time water scarcity is high @W
AN S HE 2T 27)

9=Difficulties in collecting water due to waterlogging during
GelRzrold IR i

the rainy session

SHRATR ST

10 = Unavailability of safe water supply from WASHA,
resulting to consume pond & canal water (WASHA ({5
fARToM SN SISO A FA IR
YT AN AN L.

11 = Don’t feel safe to drink water due to the bad smell and
waste particles present in the water ( RID[e) @Qfﬁi@ TG
ST 3 TG FNR FIRCT AN A F1 A1 @1

12 = No one to collect drinking water (9~ 282

(FC (1))

66 = Others (specify) STNTJ (ﬁ'ﬁ‘gm
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Household Sanitation and Hygiene

89.

Where do the members of your HH defecate? (Observe
latrines mentioned to confirm) / AU RIEEISE!
(RGN AN (FIYTA AN P ACR?

toilet_facility

Hygenic Latrine

1 = Piped with sewerage system JJJICSG NI MY
IS AL

9 =Latrine with septic tank S5 GIEAR ATTAT

3 = Latrine with water seal/ SO 5 3= A4

4 = Payable public toilet with water seal CERERBITR A
Unhygenic Latrine

5 = Latrine without water seal/ REIEIRG RIOT AT
6 = Mixed with nearby drain or water body IREIVESI| g
Gty PfEe S

7 = Communal sharing latrine Wﬁ? G AT

8 = Payable public toilet without water seal (EW
RIS “1]feis GACI6 SO 5761 Bron

9 =Open defecation (CYTET GIRIAT)

10 = Plastic bag (?{ﬁﬁ )

11 =Plastic pot/commode/potty ( FEF B/ FTNG)
66 = Others (specify) NITNY (ﬁﬁ?m

88 = Don't know (GTIfN )
99=Refused (HOITYITN)

Hand-washing Behaviour and Management of child Feaces

(RTO (YT N9ITH)
(Frez W Ty (AT ©A7 A7)

90.

Most often, what do you use to wash your hands? Ask
open ended. Only one answer representing most frequent
behaviour / (IS STNY SN WIHNH TS (VR
QA Bl AR FE?

(e o, BYNT G0 T8 (B FICE [ =R
PE

Handwashing_item

1 = Water only (&g 1)
2 = Water and ash("fﬁ 8 573)
3 = Water and sand/mud ("Tﬁ 8 JIfet 1 Fmr

4 = Water and any soap/detergent (14 433

(TF AR/ fGOIRTGT06)

66 = Other

91.

What times do you wash your hand with water and soap?
(multiple answers possible) / Do not prompt. Y A
STRIN AT S9NE =S YT ACHA? JFMEF TS O
AN GSITYR WS (ATH JCeT IS N1 @Y (F
TSAYTEA I O BT 63 o= M= |

hanwashing_times

Put a Tick sign (\) on the correct responses/

s Tawm 5= o (V) Ty

1 = Before cooking or serving food ( IR Y
RIRISIE R BISR SRV E)

2 = After defecation (W& OIICHNT A(A)

3 = Before eating food (YT ATTHN)

4 = After disposing of child's feces/cleaning
child (BT (M6 FIC FANLNIK NI

5 = Before feeding child (JTSEI(H TSNS
(&)

6= Before breastfeeding (J(FF BY ISHAMCNIT
&)

7 = After working with animals, crops, etc
(RIS, */575 fNTT PG FAF 2R)

8= After sneezing ('Q'Tfs (M AT )

9= After handling money (BT NIKIGIAT FK
)

10= After regular domestic works (GISSIIEED
B FAR )

92.

Do this household have any mother or caregiver of U5
children? 4% AfRRAME 5 IQEI FN IDA FIGT X7 A
RN =R 2

66 = Othe_rs (AT
1=Yes/=3T
2=No/T
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caregiver_u5

PIFT:

If interview status is “5”

93. 1 = Child used latrine (PG ra™T T2
When your young child defecated Last time, what was | FIICR)
done with the feces? (Only one answer) SIHNNI] CQT‘G 2 = Picked up and threw in latrine (Nel D8]
6 ST TYN T O FERR ©F F FROZA? | AR (el TR
(VYT uﬂﬁ'\‘@@) 3 = Left in the open where child defecated
Ask mother of the children (YN N O AR & e
(LTI (P T4 RECR)
child_feaces 4 = Child passed excrete on the cloth and
washed in the bathroom/tube well (ﬁf@% &)
if caregiver-U5 is yes PNG I PN AN FERA O
COMTAYIT A1 FCEITA AT NN e carmn
EIS42)]
5 = Buried or covered with soil/ash (Wl%/@?
AU (6L (M1 R
6 = Picked up and thrown solid waste pile,
dustbin Rt drain (Ve fNTT TR BTN, o=
OGN (T R(ACR)
7= Picked up and thrown out of compound (in
open) Vel WK AIR(T RUG (el (AR
66=Others (specify) I3 ((NHE FEw)
94. Presented within one minute
Please show me the soap you have in the household. 1 93 63 S @Wﬂﬂwm
T B WP AN IMGTO (T AR/ ([FH2G TR, | Not presented within one minute/no soap
(OTSTe, FIAGHIG SIRIN) SR (167 (AT | 2 93 PG N GNFHNN B A/
soap w2
95. [Text]
Please write if you have comments about the interview of
this section (WASH) "WASH" @R R
SPFIRFIA STF AN TS AP AR FE
GG
96. 1 = Completed/sT=%f TTATY
Interview status/ATSHISHITIT NITFT: 2 = Partially completed (survey end)/Snf1E
Note: A household will only be marked absent after at W‘”j_"fm (G T
least two re-visits to the household have been made. | 3 = Refused (survey end)/'\'ﬂﬁm ('\BTﬁ"’f
(TP AT 2F AT 33 AN 78 A= S0 | OI0)
HISTT N (ST IO AT TYAEFS 0T RS | 4 = Absent (survey end)/STYAEZRS (Grfar
X)) oY)
5 = Excluded (survey beginning)/ Il (ATEH
IM (G GPTO)
97. Cause of household exclusion Gl (ATEH AW (WA

1= All Eligible children, their mother mother or
all pregnant and lactating has high
temperature  (>=100.4F/38C)  with/without
symptom of COVID-19/ AfINIATIINT AFA
1@, ST W AT AT TEIS! 8 HFRNIIAL
WA S SINAT FX (>= 100.4F /
38C) AT QIGT SNINT COVID-19 THISfT

2=Household's member has tested positive
case for COVID-19 within the past 14 days/
FfFAag ST e v8 fata Wiy
@FfUe-ss “AfGfee fRoma  «AifFe
AR
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3=Household's member's have been close
contract with a confirmed COVID-19 positive
patient within at least 14-days/

S e 38 fitRE Wy (@Ifew-vs
FfGfes @iita Sy 9IRS SierT
TR

4=Household's member is currently in-home
quarantine or quarantine in the center for

isolation/ “IfFAMAT W17 ISV ABTS
A YAIIFAYT (FTH (FIHARCIRA g

Overall Comments/STfY& TFAT:
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Annex 5: Cluster Control form

Interview Status number of
HH HH ; : E::‘i:ll::er_implued o’::lr!;:i‘lflre Eli,gible r:-'e::ls:::tl:de Ho“_sE.hOId Remarks/ Reason for not
UMIQUE serial Mame of Household Head 3 = Refuse (end survey) children Nit;!‘s’t?m‘d revisited ::;j":ﬁ Measured
o 4 = Absent [end survey] {&-50m) WES/ MO
5 = Excluded [beginning survey) (&-59m)
1
2
3
LS
5
[
7
8
5
10
11
12
13
1a
15
Annex 6: Child Anthropometric back up form
UN':SU‘__ HH cnild Name of child Sex | Date of Birth (gg- | Age Weight | Height “E":_:"':]c O[‘:;NT“ Enrnmenr:':.i;:f:::n for not
i Serial ([ IMSF) (LT RG] imonth) Ikg) {om)
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Annex 7: Event Calendar

January

Calendar of Local Events Constructed end of MAY-2022

(Magh-Falgun)

21 February Mother Language Day. 7|

21 February Mother Language Day
28 February DNCC by Election,
Elected Mayor Atiqul Islam. 20 February
Chowk Bazar fire incidance.

21 February Mother Language Day,
01 February DNCC & DSCC Election,

Elected Mayor Atiul Islam and Fazle Noor

Taposh.?

21 February Mother Language Day,
]

January January January January January
(Poush-Magh) Winter session, Winter session, Winter session, Winter session, Winter session,
2 1January New Years Day
February February February February February February

21 February Mother Language Day,
]

March
(Falgun-Chaitra)

March
Hervesting time, work brick field,
17 March Birth day of Bangabandu
26 March Independence Day.

March
Hervesting time, work brick field
17 March Birth day of Bangabandu,
26 March Independence Day.

March
Hervesting time, Work brick field,

17 March Birth day of Bangabandu,

26 March Independence Day.

March
17 March Birth day of Bangabandu,
26 March Independence Day.
Start COVID Restrition.

March
Hervesting time,
17 March Birth day of Bangabandu,
26 March Independence Day.

28 March FR Tower Banani Fire incidance. Start COVID Restrition. Ludirr San, 30 March Shab-e-Barat. Ludirr San, 19 March Shab-e-Barat.
30 March Gulshan Kitchen Market Fire
incidance.
April April April April April April
(Chaitra-Baishakh) 14 April Bangla New year day 14 April Bangla New year day 14 April Bangla New year day 14 April Bangla New year day 14 April Bangla New year day
(Baishak Mash Start), (Baishak Mash Start), (Baishak Mash Start), (Baishak Mash Start). (Baishak Mash Start),
Ludirr San, 21 April Shab-e-Barat. Ludirr San, 23 April Armanitola Fire incidance. 29 April Shobe-e Qadar, .
09 April Shab-E- Barat.
May May May May May May May
(Baishakh-Jaishtha) Summer, Summer, Summer, Summer, Summer, Summer,
Buddho purnima, Buddho purnima, Ludirr San. 18 May Buddho purnima, 06 May Buddho purnima 26 May Buddho purnima 3 May Eid-ul Fitre.
Ludirr San. 02 May Shab-e-Barat 04 May Cyclone Foni. 21 May Shobe-e Qadar, 10 May Shobe-e Qadar, 15 May Buddho purnima
12 May Shab-e-Barat 25 May Eid-ul Fitre. 14 May Eid-ul Fitre.
June June June June June June
(aishtha-Ashar) | 22 june Shobe-e Qadar & Jummatul bida, 12 June Shobe-e Qadar & Jummatul 02 June Shobe-e Qadar & Jummatul bida, Matriculation Exam result, Session. Start Rainy Session.
26 June Eid- ul fitre. bida, 05 June Eid-ul Fitre.
16 June Eid-ul Fitor
July luly July luly July July
(Ashar-shrabon) Rainy session Rainysession @ Rainy session Rainy session. Rainy session,
Eid-Ul-Adaha (Qurban Eid).
August August August August August
(Shrabon-Bhadro) Rainy Session, Janmashtami Rainy Session, Rainy Session, Rainy Session, Rainy Session,
22 August Qurban-£id Ul Adaha. 14 August Qurban- 01 August Eid-Ul-Adaha (Qurban Eid). 19 August Moharram Ashura,
Eid Ul Adaha. 30 August Moharram Ashura,
September September September September September September
(Bhadro-Ashwin) 2 September Qurban: Eid Ul Adaha, 22 September Moharram Ashura, 10 September Moharram Ashura, End of the long rainy session. End of the long rainy session.
People could not celebrate. End of long End of the long rainy session End of the long rainy session
rainy session.
October October October October October October
(Ashwin-Kartik) Durga Puja, 19 October Durga Puja, 08 October Durga Puja, 26 October Durga Puja, 15 October Durga Puja,
30 October Eid-E-miladunnobi. 19 October Eid-E-miladunnobi.
01 October Moharram Ashura, &
November November November November November November
(Kartik-Agrahayan) Harvesting time, Harvesting time, Start working in brick Harvesting time, Start working in brick Harvesting time, Start working in brick field, Harvesting time, Start working in brick
Start workingin brick field, field, 21 November Eid-E-miladunnobi. field, field,
30 November Mayor Anisul Hoque died. 10 November Eid-E-miladunnobi. 04 November Kamal bagh, Soarighat Fire
incidance.
December December December December December December
(Agrahayon-Poush) | 25 December Christmas, Starting Winter, 25 December Christmas, Starting Winter, 25 December Christmas, Starting Winter, 25 December Christmas, Starting Winter, 25 December Christmas,
01 December Eid-E-miladunnobi, & 30 December National Parliament 16 December Victory Day. 16 December Victory Day. Starting Winter,
Election/BD 16 December Victory Day.
.
Annex 8: Supervision Checklist
Fair [Don’t
[Always instruction | Instruction,
Thinks to Look at properly] always] not] attention]

Q. | Household
No | measures

consent and health

safety

Do all team carry necessary PPEs supplies
according to COVID-19 survey guideline? [e.g.
hand held thermometer, mask, hand sanitizer,
1. | disinfection solution etc.]

Are the teams respectful to each households and
explain survey objectives properly and asking
2. | for consent from every household?

Do all team members sanitize their hands
immediately before entering a household
alcohol-based hand sanitizer with at least 60%
3. alcohol?

Are the teams do health screenings at the
4. | beginning for each households?
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Good

[Follow Fair Poor
. [Don’t
the [Sometimes foll th Overall
Excellent instruction follow the | . ollow _ € | Comments

[Always instruction | Instruction,
follow the but not and need
i instruction sometimes special

Thinks to Look at properly] always] not] attention]

Are the teams requested respondents to wear a
facemask during the entire household interview
process or offer a face mask to the key household
members prior to the start of the interview if

they are not available in the household?

5.
Are the teams measuring temperature for all
eligible children and mother

6 households?

7. distance of at least 1-meter?

Did the interviewer and respondent maintain a

8. households?

Are the teams disinfect anthropometric
equipment’s [scales, height boards between

measurement?

Are the teams use new MUAC tapes for each

household and left to the household after

10. | and returning from field]?

Did the team leader conduct health screening of
their team member two times [before starting

Demography, mortality and morbidity

11. | household members?

Are teams clearly explaining the household
definition to each household and listing current

beginning of the recall
12. | joined/Left/births/deaths?

Are the teams clearly stating International
mother language day (21st February) as the
period

13. | and deaths?

Are the teams asking every household about Left

14. | about last 14 days?

Are the interviewer asking caregiver about
diarrhoea for every children and explaining

Age determination

15. | documentation is shown?

Are the teams writing exact date of birth when

16. | is no documentation available?

Are teams using the event calendar when there

17. | aren’tless than 5 years?

Are the teams asking more clarifying questions
about children aged 5 years to confirm they

18. | May & June calendar?

Are the teams using correct calendar of events in

19. | age and marriage age?

Are the teams asking verifying mother’s current

Weight Measurement
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Good

[Follow Fair Poor
. [Don’t
the [Sometimes foll th Overall
Excellent instruction follow the | . ollow _ € | Comments
[Always instruction | Instruction,
follow the | butnot and need
i instruction sometimes special
Thinks to Look at properly] always] not] attention]
20. Is the weight scale placed on a flat surface?
21. Are all children weighed without clothing?

22. | weighed in a more private place?

Are children/parents who refuse for the child to
be weighed naked given the option of being

23. | measurements]

Are weight measure always taken at least twice?
[3 times if choosing between two close

Is the child in the centre of the scale, arms at side,
24. | looking straight ahead while being weighed?

When taking a 2-in-1

[parent/child]
measurement, is the woman standing still and is
the child handed to her so she doesn’t need to
25. | move/reach out to be handed her child.

Height measurement

26. | [rear]

Is the height board clipped together tightly

Are children <2 years measured lying down and
27. | children >2 years measured standing?

28. | [ankles->hips->shoulders->head]?

Is the child perfectly centred on the height board

Is there space between the top of the head and
29. | the height board cursor? [there should not be]

MUAC/edema measurement

30 Is the midpoint of the arm marked?

31. | from their left arm/shoulder?

Do they surveyors talk to the women, explain
what they are doing [when taking the MUAC],
allow them to feel comfortable and covered aside

32 Is edema checked for every child?

Team dynamics and responsibilities

33. | properly?

Are team members doing their responsibilities

34. | towards one another?

Are team members supportive and encouraging

35. | the end of the interview?

Does the team leader stay in the household until

Kobo questionnaire before

36. | household?

Do the interviewer and team leader recheck
leaving

37. | household?

Do the teams say good-bye and thank you to each
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