: natienal
el Nutrition
services

Ensuring Nutrition Services to Al

BASELINE INTEGRATED SMART
NUTRITION SURVEY IN DHAKA URBAN SLUMS

22ND MAY 6 16t JUNE 2022

[Dhaka North and South City Corporations]
DHAKA DISTRICT, BANGLADESH

FINAL SURVEY REPORT

L
)
LL
O
<
_]
9,
Z
<
m

CONDUCTED BY FUNDED AND SUPPORTED BY

‘4‘,:
A Py ;
acrion W acron (W ynmorer CoNCERN 1 Irish Aid
HUNGER () LAFAIM wyw Ly o ; Rialtas na hEireann

worldwide Gavernment of Ireland

Action Against Hunger [AAH] | Action Contre La Faim [ACF]

e
r=




ACKNOWLEDGEMENT

Integrated SMART nutrition survey in Dhaka urbarslums was designed and overseen by Md. Lalan Miah,
Nutrition Surveillance Head of Department and managed by Israr Ahamed, Surveillance Manager, Md. Saiful
Islam Talukder, and G.M. Mosharaf Hossain, Surveillance Supervisor from the ACF Bangladesh Sunaslla
Department. This assessment was financed and technically supported by the Concern Worldwide and World
Food Programme. ACF wishes to thank National Nutrition Services [NNS], Instituté Public Health Nutrition
[IPHN], North and South City Corporation flice for authorizing the implementation of SMART survey in these
slums.ACF also like to acknowledge and express great appreciation to the following individuals and agencies for
their contribution and support to carry out the SMART nutrition survey.

Bangladesh National Nutrition Council (BNNC)

Survey and Research Committee at NNS, IPHN

Partners organization mainly: Sajida Foundation, Nari Maitree, SEEP, BRAC
Action Against Hunger SMART Team Canada & France HQ

=A =4 =4 =4

Special thanks and gratitude to the surveyteams who made the assessment possible through their
professionalism and dedication in the field.

Assessment coordinated by:
1 Md. Lalan Miah, Nutrition Surveillance Head of DepartmentACF Bangladesh
Technical Supported by:
1 Research and Survey Approval Committee, National Nutrition Services, Institute of Public Health
Nutrition
Brigitte TONON, Regional Health and Nutrition AdvisorAsia, ACF, France

Muhammed Ali, Regional SMART Advisog Asia, ACF Canada
Gretta Fitzgerald, Programme Director, Concem Worldwide

Maksedul Alam , Nutrition Coordinator, Concern Worldwide
Dr. Md. Mahmudul Hasan, Health and Nutrition Advisor, Concern Worldwide
Sajia Mehjabeen, Nutrition Advisor, Concern Worldwide

Manaan MUMMA, Head of Nutrition, World Food Programme

=A =/ =/ =4 =4 a4 =4

Sameul Nawaz, Programme policy Officer, World Food Programme

Statement on Copyright
© AAH | Action Centre la FainfACF)

ACFis a nongovernmental, nonrpolitical and nonreligious organization.

511 AOO 1T OEAOXxEOA ET AEAAOAAh OADPOI AGAOGETT 1T £ OEE
3000AU ET S$SEAEA 31 0i 66 EO AOOEI OEUAA 11 AldrdrAodE
Programmeand ACF are credited. If reproduction or use of texts and visual materials [sound, images,
software, etc.] is subject to prior authorization, such authorization will render null and void the above

mentioned general authorization and will clearly indicate anyestrictions on use.




ACRONYMS

AAH/ ACF
ANC
BBS
BDHS
BSU
CDR
cGAM
CcSAM
Cl
CMAM
COVID19
DEFF
DSCC
DNCC
ECHO
ECD
ENA
EPI
Epi
FAO
GAM
HAZ
HH
HQ
IDDS
IFA
IMCl
IPC
IPHN
IYCF
MAM
MHCP
MICS
MNP
MIYCF
MoHFW
MUAC
NCA
NNS
NGO
NRR
OTP
ODK
PHC
PLW
PNC
PPEs
PPS
KAP
SAM
SEEP
SD
SFP
SMART

Action Against Hunger/ Action Contre La Faim
Antenatal Care

Bangladesh Bureau of Statistics

Bangladesh Demographic and Health Survey
BasicSampling Unit

Crude Death Rate

Combined Global Acute Malnutrition
Combined Severe Acute Malnutrition
Confidence Interval

Community Based Management of Acute Malnutrition
Corona Virus Diseasd9

Design Effect

Dhaka South City Corporation

Dhaka North City Corporation

European Union Civil Protection and Humanitarian Aid Operations
Early Childhood Development

Emergency Nutrition Assessment

Expanded Program on Immuization
Epidemiological Information

Food and Agriculture Organization

Global Acute Malnutrition

Height-for-Age zscore

Household

Head Quarter

Individual Dietary Diversity Score

Iron Folic Acid

Integrated Management of Childhood lliness
Infection, Prevention and Control

Institute of Public Health Nutrition

Infant and Young Child Feeding

Moderate Acute Malnutrition

Mental Health and Care Praice

Multiple Indicator Cluster Survey
Micronutrient Powder

Maternal, Infant and Young Child Feeding
Ministry of Health and Family Welfare
Mid-Upper Arm Circumference.

Nutrition Causal Analysis

National Nutrition Services

Non-Governmental Organization

Non Response Rate

Outpatient Therapeutic Program

Open Data Kit

Primary Health Care

Pregnant and Lactating Women

Postnatal Care

Perds T ATl 0071 OAAOEOA »wNOEDI AT 060
Probability Proportional to Size

Knowledge Attitude and Practice

Severe Acute Malnutrition

Social and Economic Enhancement Programme
Standard Deviation

Supplementary Feedig Program
Standardized Monitoring and Assessment of Relief and Transitions



SRS Simple Random Sampling

TSFP Targeted Supplementary Feeding Program
us Under Five
U5DR Under 5 Death Rate
UNICEF 51 EOAA . ACGEIFInd #EEI AOAT 80
WASH Water Sanitation and Hygiene
WAZ Weight-for-Age Zscore
WFH Weight For Height
WFP World Food Programme
WHO World Health Organization
WHZ Weight-for-Height Zscore
WSB Wheat Soy Blend
TABLE OF CONTENTS
ACKNOWIEAGEIMENT ... e e e e e e e e e e e e 1
F el (o]0 1Y/ 1 PSPPSR PPPPPTP 2
BIE= Lo (SN0 | B0 ] (= ] S 3
S 0 =V o] [PPSR 4
IS Ao B o [N =TSSP 6
EXECULIVE SUMIMAIY ... .iiiiiiiiiiii i et e e e e e e ettt e e e e e e e e e ettt et e eeeee e e e e s ta s eeeaaeesesetaa s seeaaeesssstannnaaaaeeeenrnes 7
SUMMIATY FINMOINGS ...ttt 585ttt 5558555ttt 8
1. ] 1o T 15X 1o o 12
U LAY A @ o] [=Tex 1= USRS 14
2.1 MAIN OBJECHVES: .. 14
A A o 1= Tor | o @ o [Tt 1Y PR 15
Y[ 1 g ToTe (o] [oTe YT PP TP E TP P TP TP TS PPTTPTPPRRRRTRRRRIN 15
T RN V=Y T TSP 15
B2 TYPE OF SUIVEY ...eiiiiiieeie ettt e e e e e e e e ettt e e e e e e e e e e ettt e e e eeeeeeeaatta e eaeeaeeeesttanaaaaaans 16
3.3 SamPIe Size CalCUIRLION ... 16
R Y= Lo ] o] TaTo o foTot=To (1[4 Y PSSP 18
3.5 Health and Safety Measures during Field WOrK: ... 20
3.6 Overview of indicators, Target population, Case Definitions and Thresholds...............cccccvvieeenn. 22
T 1 Tor= L @ 1S3 o L= = (o 28
B8 R I A ... 28
3.0 SPECIAI CASES: ... 28
3. 10 SUNVEY EQUIDIMIBIT: . e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 29
3.11 Supervison, Team Composition and TrNNING ......c.oooiiiii e e 29
3.12 Electronic data collection, Data Management and Data AnalysiS ..........cooovveeiiiiiiiiee e, 30
S 31
4.1 SAMPIE ACNIBVEM ... .. 31
VA =0 oo T | =T o] 0 1Y/ 31
4.3 0verall Data QUAIILY ........ooeeeeeeeeee e 32
Y =T (oo USRS 33
4.5 Retrospective Prevalence of DIarrNOa...........cooviie i 46
4.6 Health SeeKing BENAVION.........cooo i, 46
4.7 Supplementation and IMMUNIZALION .........ooiiui e e e e et e e e e e e eeeeeenaaeeeeaeeeneees 47
4.8 Infant and Young Child Feeding [IYCF] and Care PractiCes ...........ccccoovieiiiiii e, 47

3|Page



4.9 Food Security and LIVEIINOOU .........coii i e e e et s s e e e e e e aa et e e e e aeeeannee 49

4.10 Water, Sanitation and HYGIENE ........coooii i 52
I R = (0 1S o= o 1AV Lo T = 11 U USRPPRN 55
LS I L= oI 1= o ) o PP 56
LG 00 1Y =1 101 11 o o 56
5.2 Nutrition Status of PLWs and Access t0 ANC/PNC SEIVICES.......cccouiiiiiieiieeeeeeeeeeeeeeeeeeeeeeee e 59
5.3 Diarrhoea and TrealMeENT SOUICE ........ii i eeieeeiiiieee et e e ettt e s e e e e e e e e eaat e a s e e e eeeeeeaennnaaaaeeaes 59
5.4 Supplementation and IMMUNIZAtION COVEIAGE .. ...ttt i ittt eee et e e et e e e e e aarr e aaes 60
5.5 Infant and Young Child FEediNg PraCtiCeS ........cccooiiiiiieeeeeeee e 60
5.6 Food Security and LIVEIINOOM ...........uuiiii s e e e 60
5.7 Water, Sanitation and HYGIENE ... ..o 61
LS T 1V o = 1 1 S 62
6. LIMitation Of the ASSESSIMENT ... ...ttt e e e e e e et ettt e e e e e e e e e aaaaaaa e e eeeareeeaetsnaaaeeeeeeeannennnnns 62
7. ReCcOMMENTALIONS QNG PIIOITHES ... ..uueeeeitetietieeteeeeeeeeeeeeaeeeeeeeeeeeeaee s e ee e e e e e seee e e e ese e s eses et ssssssesbsbesbennnes 64
I g1 1) (ST ST PP TS PP PP TPPPPTP 68
Annex 1: Health Screening CheCKIST ..........oouuiiiii e e e e e e e e eanees 68
ANNEX 2: PlauSiDility REPOIT ......ooiiiiiiiiiiieiiieieee et 69
Annex 3: Survey geographical coverage area with partners PreSENCE ..........ooeuuviieiiieeeeiieeiiiiee e e eeeeaanens 91
F N gL gLy S @ T 1S3 1o ] = 1 = SRR 92
ANNEX 5: CIUSEEr CONIOL FOMM ...eiiiiiiiiiieceeeeeeeee ettt 109
Annex 6: Child Anthropometric back Up fOrM .........oooiiiiiiiiiii 109
ANNEX 72 EVENE CAlENUA ......ciiiiiiiiiiiiieiieeeeeeeee ettt e e e et et e e e e e e aeeeees 110
ANnex 8: SUPErViSION CRECKIIST...........coiiiiiiiiiiiii e 110

LIST OF TABLES

Table 1: Key findings of Nutrition, Mortality and Diarrhea indicators, SMART survey, DSCC and DNCC Slum,
Bangladesh, Maydune 2022... SO -

Table 2: Key frndrngs b1YCF, ANC/PNC FSL and WASH, SMART survey, DSCC and DNCC, Bangladeblmel\/lay

Table 3: Summary of Geographlc Area and Surveyed Populatlon PP USURRRRR B2
Table 4 : Demographic information of selected sIumslG
Table 5: Sample Size ParameterSnthropOMEIrY .......ooooiii i et vmmmmmmmms e e e e e e e e e e e e s smmmemmenr e ennnnnne s LB

Table6: Sample Size Parameters: MOrtality.............ooooeiiioeeemeeeeeee et eemmemmms e e e e e e e
Table 7 : Calculation of Household to be covered /day/team SO P P UUOPPPPPPPPPPRNN £}
Table 8: Final targeted hoseholds, Dhaka South and North C|ty Corporatlon ............................................... 20..
Table 9: Overview of survey indicators and their target population..................oeieeccceiiiiiiiii e 23,
Table 10: Table Definitions of drinking water and sanitation (toilet) facrlltles* ............................................... 26....
Table 11: Cutoffs for the Indices for Weightfor-Height zscore (WHZ) Helghtfor Age 2Zscore (HAZ) and
Weight-for-Age zscore (WAZ) (2006) AND MUAC cuffs... e e RT—y
Table 12: Classification for MUAC in PLW... —y
Table 13 WHO and/ UNICEF Classmcatmfor the Severlty of Malnutntlon by Prevalence among Chlldren
under Five... U UUPURTR R~
Table 14: Sphere Standards CDR and USDR Emergency Thresholdcﬁ)‘stby Reglon .................................... 27

4|Page



Table 15:Thresholds level for household Coping Strategy Index [CSI].... e 28
Table 16: Details of plan and actual sample size achieved, SMART survey, DSCC and DNCO]JM33022 31

Table 17: Household and family composition, SMART survey, DSCC and DNCC Slumm]iviay2022.............. 31
Table 18: Age and seratio, SMART survey, DSCC and DNCC Slums,-Bane 2022..............coovvvvvicecemmmmeeeenn. 32.
Table 19: Mean zscores, Standard Deviation, Design Effects, Missing and Flagged Values-rdfes, SMART
survey, DSCC and DNCC SkifMlayJune 2022.. .32...

Table 20: Overall data quality from plausibility check SMART survey, DSCC and DNCC SlurrUMu-y2022 33
Table 21: Prevalence of Acute Malnutrition disaggregated by Slums, based on WHZ and /or Oedema, SMART

survey, DSCC Slum and DNCC Slum, Mage 2022... .33,
Table 22: Prevalence of Acute Malnutrition |daggregated by sex, based on WHZ and /or Oedema SMART
survey, DSCC Slum and DNCC Slum, Mage 2022... 34
Table 23: Prevalence of acute malnutrition d|saggregated by age group, based on WHZ/aaneldema SMART
survey, DSCC Slum and DNCC Slum, Mage 2022... - 34,
Table 24: Prevalence of acute malnutrition by age, based on We|g°br he|ght z-scores and/or edema SMART
survey, DSCC Slutmd DNCC Slum, Mayune 2022... . ...34.
Table 25: Prevalence of acute malnutrition by SIums based on MUAC cut offs [and/or oedema] SMART survey,
DSCC Slum and DNCC Slum, Maye 2022... - ...36
Table 26: Prevalence of acute malnutrition based on MUAC cut offs [and/or oedema] and by sex, SMART survey,
DSCC Slum and DNCC Slum, Maye 2022... - ...36
Table 27: Prevalence of acute malnutrition d|saggregated by age group, based on MUAC cut offs [and/or
oedema], SMART survey, DSCC Slum and DNCC Slum:JMag 2022... S { o
Table 28: Prevalene of acute malnutrition by age groups, based on MUAC cut offs [and/or oedema] SMART
survey, DSCC Slum and DNCC Slum, Mage 2022... .37,
Table 29: Prevalence of combined GAM and SAM by Slumseldasn WHZ and MUAC cut offs [and/or oedema]

*, SMART survey, DSCC Slum and DNCC Slum;Mag 2022.. 3.
Table 30: Prevalence of combined GAM and SAM by sex, based on WHZ and MUAC cut off/er{amllema]*
SMART survey, DSCC Slum and DNCC Slum-Jiang 2022... ceeeee38
Table 31: Prevalence of combined GAM and SAM dlsaggregated by age group, based on WHZ and MUAC cut off's
[and/or oedema]*, SMART survey, DSCC Slum and DNCC SIum -3l 2022............uuuemmiiiiimmmmmmmeeeeeeeeeeeee. 38...

Table 32: Prevalence of based on WAZ by Slums, SMART survey, DSCC Slum and DNCC Shimn®12922 40

Table 33: Prevalence of underweight based on WAZ by sex, SMART survey, DSCC Slum and DNCC Slum, May
June 2022... .40

Table 34: Prevalence of undenNelght based on WAZ bge group, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022... ..40...

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

Table 36: Prevalence of Stuntlng based on HAZ, SMART survey, DSCC Slum and DNCC SIuJunMQ]DZZ 41
Table 37: Prevalence of stuntln@ased on HAZ by sex, SMART survey, DSCC Slum and DNCC SlurduMsay

2022.. A2,
Table 38: Prevalence of stuntlng based on HAZ by age group, SMART survey, DSCC Slum and DNCC Slum May
June 2022... .42
Table 39: Prevalence of stuntlng based on HAZ by age, SMART survey, DSCC Slum and DNCC Slt.lmne/lay
2022.. .43
Table 40: Prevalene of overwelght based on WHZ and by sex [no oedema] SMART survey, DSCC Slum and
DNCC Slum, Mayune 2022.. .43

Table 41: Severity of maInutrltlon as per WHO/UNICEF classmcatlon 2018 among Clndd aged 659 months
SMART survey, DSCC Slum and DNCC Slumdiag 2022... .43

Table 42: Prevalence of Acute malnutrition among chlldren 6 months SMART survey, DSCC Slum and DNCC
Slum, Maydune 2022... . A4
4AAT A 104 ,'I'x x'I'I'AlSO -51 # rfcpn I'I'Yh 3Jdné2@2200(44)AUh

5|Page



Table 44: Access to AN(Antenatal Care) Services and Iron Folic Acid piIIs, SMART survey, DSCC Slum and
DNCC Slum, Mayune 2022.. .45

Table 45: ANC (Antenatal Care) and PNC (Postnatal Care) checkups SMART survey, Slﬁm(and DNCC Slum,
May-June 2022... wemmeeaeennn . e S Lo

Table 46: Prevalence of d|arrhoea based on symptoms over a twceek recaII perlod SMART survey, DSCC
Slum and DNCC Slum, Malune 2022... .46

Table 47: Health seeking behavior of caregivers, SMART survey, DSCC Slum and DNCC Slurﬂumm&OZZ 46

Table 48 : Supplementatlon and Immunizatin coverage, SMART survey, DSCC Slum and DNCC SIumJM&y
2022....... WAL

Table 49: Summary Flndlngs of IYCF practlces SMART survey, DSCC SIum and DNCC Sludun\da;OZZ AT
Table 50: Reduced Coping Strategy Index [rCSI], SMART survey, DSCC Slum and DNCC Sludunigl2p22.50
Table 51: Food Insecurity Experience Scale, SMARurvey, DSCC Slum and DNCC Slum, Mage 2022........ 51
Table 52: Food Insecurity Experience Scale, SMART survey, DSCC Slum and DNCC Sludyida3022........ 52
Table 53: Main Challenges of drinking water, SMART survey, DSCC Slum and DNCC SluriuMap022......53
Table 54: Main Challenges of drinking water, SMART survey, DSCC SInch@NCC Slum, Mayune 2022......53

Table 55: Retrospective Mortality and Cause of Death, SMART survey, DSCC Slum and DNCC Sludunday

Table 56: Some essential field observation, SMART survey, DSCC Slum and DNCC Slwauyihneg022........! 63

LIST OF FIGURES

Figure 1 : Dhaka City Corporation... et mmmmmmmm ettt et e e e e et ammmmmt e e e s nrennnne s mmmmmmmms e e e e e e e e e L
Figure 2 Location of slums in DNCC and DSCC Corporatlon S G
Figure 3: The distribution of WHZ sample curve [red] compared to the WHO 2006 WHZ reference curve [green]
- .35...
Flgure 4. Dlstrlbutlon of total GAM cases by WHZ and MUAC criteria, SMART survey, DSCC Slum and DNCC
Slum, MayJune 2022.. 39,
Figure 5: Diet in the prewousday [6 23 months] SMART survey, DSCC Slum and DNCC SIum Mag 202249
Figure 6: Food based coping strategies, SMART survey, DSCC Slum and DNCC Slwaihéa3022............... 50.

Figure 7: Types of Food Insecurity Experience, SMART survey, DSCC Slum and DNCC Slurduiveg022...51
S&ECOOA yd OOOEAZAEAAOQCETOODA M OEI #4130 &iA GRODRA Be.#.24RIO0T |
S&ECOOA wd -ATACAT AT O T &£ #EEIT A &AAAOh 2301 R 4¢.16000.&FA Uh

&ECOOA pnyq (AIAXAOEEIC DOAAOEAAO xEOE 31 Ab AOOEIT C A

-ABOT A .qneg.. - .54...
&ECOOA ppq, &OANOAI Ol U ooAA CE/SQJBhl @3@#0 3E|Ad|A><A&E$J (yh#c3€
..55...

&E(;OOA P Cq d, ( I OOAEI I A ! AAAOO o1 31 AE)h ZSOI'AQ4¢; rOr;OcQCEAUh
Figure 13: Prevalence of wastlng, underwelght and stuntlng dlsaggregated by sex, SMART survey, DSCC Slum

and DNCC Slum, Majune 2022.. ...b8...
Figure 14 : Prevalence of wastrng undenNelghatnd stuntlng by age, SMART survey, DSCC Slum and DNCC Slum,
May-June 2022... USSR SSRRSPUPRRY - - S

6|Page


file:///D:/Urban%20SMART%20survey%20report%20DNCC%20and%20DSCC%20May%20June%202022_FV3_D.docx%23_Toc113893983
file:///D:/Urban%20SMART%20survey%20report%20DNCC%20and%20DSCC%20May%20June%202022_FV3_D.docx%23_Toc113893984

EXECUTIVE SUMMARY

Background and Objectives

In Bangladesh, the urban context has its unique characteristics and complexities. Considering theibaauses 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 Coti@ 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 isa high risk of further deterioration of health and nutrition
situation, access to health and nutrition services because of the COMI® pandemic andincreased cost of living
and the potiential impact on food security and nutrtion.

However, thereis a lackof 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 linkd to Covid19 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 CityCooperation (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 statug.(. wasting/acute malnutrition,
stunting and underweight) of children of 5 years of age, pregnant and lactating women (PLW3he study also
aimed to determine possible causal factors for better understanding of the malnutrition situation in the slums tha
might have deteriorated due to the impact of COVHDR9. The collected data included: household demography,
anthropometry, morbidity, mortality, infant and young child feeding practices (IYCF), itamin A, measles
vaccination, and deworming coverage amonghddren, access to antenatal care (ANC) and iron supplementation
among pregnant womenincluding ANC and postatal care (PNC) checkups during the last pregnhancfood
security, and Water Sanitation and Hygiene (WASH).

The assessment findings and recommeiations 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 crosssectional household surveys followg SMART methodologywas 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 desiredutcomes of the survey.

The sample sizeén number of children was calculated using ENA software [version January ©12020] which was
then converted into number of households to provide a representative sample for the anthropometric and mortality
indicators in DSCC [Childrer887, households1336] and DNCC [ChildretB87, 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 eligi®é children for anthropometric measurements.The study
finally surveyed all targeted clusters covering minimum number of households and children-89 months of age.

14EA TETEI O PAOAAT OACAO 1T &£ Ai OOOAOO OOOOAUAA I wnbyY AT A A eEprdsénfafivenesA AOO
were achieved for this survey.
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The sample size for anthropometric indicator was determined to achieve adequate precisior 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 823 months found in the enumerated households were included to assess the IYCF practices.

Finally, children aged 023 months included for IYCF indicators were 213 in DSCC and 245 in DN{£Ghould be
noted that IYCF indicators require a larger sample size for results  to be representative which isis difficult to
achieve through SMART sampligp frame due to narrow age specific I'YCF indicators (e.g50months for exclusive
breastfeeding, 1215 and 20-23 months for continuation of breastfeeding etc.)Therefore, the results of the IYCF
indicators are only provided as indicative information and a not representative for the whole population.

SUMMARY FINDINGS

Tabll:e Key findings of and Diarrhea

Bangl ade sJuneMaz2y0 2 2

Nutrition, Mortality

Indicator DSCC Slum DNCC Sim

N n % 95% CI N

% [95% Cl]

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 [WHzZ & 458 | 86 18.8% 532 | 73 13.7 % 0.046
MUAC] [15.1-23.1] [10.9-17.]]
cCSAM [WHzZ & 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] [22.0z29.5]
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) [12.8719.7]
N 71 1 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
0-5 month [2.1-11.7] [3.0-15.2]
children 3

2 P-value is a number obtained using statistical test, which indicates thersingth 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 huaiterian programmes such as TSF, IFA

supplementation, and IYCF.
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IYCF Indicator

b2e Key findings of 1 YCF,
22

ANC/ PNC,

DSCC Slum

FSL

and

WA S H,

DNCC Slum

% [95%

SMARTe s

N | n %[95% ClI]

Cl]

Source of Antenatal Care services

services from any sources

% Of pregnant women accessing AN

62

55

DSCC Slum
n % [ 95% CIJ

88.7% [77.0:94.9]

69

58

Early Initiation of 0-23 213 | 118 . 601% | . 65.3% | 0.297
breastfeeding for children months [51.9-67.7 [59.1-71.0]
. : . . 5 0
Excluswe 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 breast feeding within 0-23 531 o 45.7 % 0.152
two days of delivery months | 213 | 113 145 6.- 6(;) 6] 245 | 112 [38.8 -
' ' 52.9]
Continuation of Breastfeeding 12-23 92.0 % 90.6 % 0.681
at 12- 23 months months 113 104 [87.6-96.4] 118 | 107 [85.4-95.8]
Bottle feeding f or 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 51.7% 45.0 % 0.508
>=5 food groups months .9-60. .1-54.
[>=5 food ] h 176 91 [42.9-60.4] 202 | ol [63.1-54.5]
Minimum Meal Frequency z 6-23 4.0 % 3.0 % 0.833
non breastfed children [>=4 months | 176 | 7 0 6—2000] 202 6 0 4'_2009]
full meals] ’ ’ ) ’
Minimum Meal Frequency Zz 6-8 84.2 % 771 % 0.787
breastfed children [>=2 full months | 38 | 32 148 7'_9 6.7] 48 37 (18 7.-98 0l
meals] ) ' ’ '
Minimum Meal Frequency Zz 9-23 0 o 0.542
breastfed children [>=3 fu |l months 138 107 [367579%5/0 3] 154 | 100 [322?3? 1]
meals] ' ' ' '
Overall Minimum Meal 6-23 0 o 0.011
Frequency (6 -23 months) months | 176 | 146 [7235?853/() 3] 202 | 143 [62%?77/0 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]

DNCC Slum

84.1% (73.391.1]

N n % [ 95% ClI]

Antenatal care (ANC)checkup 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 (PNCgheckup 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 Q-3) 72.9% [66.8-78.2] 78.3% [75.0-81.3] 0.101
[919/1261] [1031/1317]
Medium coping (49) 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%
$EOAAO 70 3(! ¢ 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
Household Access to Toilets |

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

E Global Acute Malnutrition (GAM) rate amory children was found to be above the emergency thresholds
i 06 AOU of >BE5%HMD$CC slums (18.4%) and remained in the second highest categor® ( E R E 6 C
DNCC slums (12.8%).

E Chronic malnutrition  (stunting) among children was found to be above the VenHigh/Critical
WHO/UNICEF thresholds of >30% in DSCC slums and remained in the second highest category of >20%
i O( E @ BNaT slums.

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

F Looking at the age groups older children (2469 months) were more undernourished in all forms of
malnutrition (e.g. wasting, stunting and underweight) younger children (623 months).

# Diarrhoea prevalence (DSCE20.1%, DNCE16.0%) among children 6-59 months wasrelatively high
compared to the national average rate of 5.0% and was more prevalent among younger children2®
months).

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

E Vitamin A supplementation coveragefound to bebelow the national average (79 %), except for measles
vaccination (>85.0%) and deworming coverage (>64%) were found to be above the national average

E Less intake of micronutrient powder (MNP) among children 659 months during previous days
(<1.0%).

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

10|Page


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

™M ™|

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

ANC and PNC checkupsvere optimal for at least one visit but were reportedvery low for at least four

visits in both locations.

Prevalence of acutely malnourished among pregnant and lactating women wisind 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 (rCSl)

However, One-third households [DSCC: 32.1%; DNCC: 32.3%eported 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 shortagedhis affects both the quantity
and quality of food consumed.

Households (>95.0%) access tdrinking water were optimal but there remains concern about thesupply

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 sluras contents oflatrines 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 viahe fecaloral 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 contexspecific appropriate nutrition treatment products.
Enhance prevention programming includingpromotion of infant and young child feeding (IYCF) and care
practices to address high levels afindernutrition .

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

Strengthen routine Expanded Pogramme 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 hygie 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 wnder the leadership of Bangladesh National NutritiorCouncil
(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, educati and social
affairs etc.
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1. INTRODUCTION

1.1 Geographic and Demographic Information
TabB8e Summary of

Geographic

Area and Surveyed

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)

Popul ati on

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 Disticts 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 Digtt 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 SOUT
side. Dhaka Metropolitan area consists of 51 thanas under Dhaka City Corporation Area. Dhaka distronsists of

5 Upazilas, 2 City Corporation, 3 MunicipalityPourashava), 79 Union Parishads and 1863 Villages.
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4 http://www.kabirhat.com/bangladeskdistrict/ 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 dividec
into 10 zones, consists of 28 Thana, 54 wards within
which there may be one or more villages and 125
villages.

Tong! Erxhad Nagar stum

Bank Hiwidd / Mozl Mazar 7 Nishad Nagar /7 Kolabagan sium
L]

Duaripara stum | "‘4"”"' &fuirmt

Dhaka South City Corporation (DSCC) with an are: sy
of 109.251 sqg. km, located in 23° 43' 27" north
latitudes and in 90° 24' 29" east longitudes with the [re
area of 109.251 square kilometers. DSCC consists
23 Thana, 75 wards within whichthere may be one

or more villages and 238 villagesDNCC is inhabited

by an approximate 12,000,000 persons. Bholpur stum

Sulected slum

nharm

In the census of slum Areas 2014, a total of 13,93¢ namis "
slums were counted covering all cities and other
urban areas of Bangladesh (BBS 2015). Out ¢ Figwiecation of slums in
13,938 slums, 33.62% were counted in Dhaka North Corporation

(11.80%), Dhaka South (12.59%), and Gazipur (9.23%) City CorporatienDuring 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 ownelbased household premises and generally have the following six characteristics
in the context of Bangladesh (for detail,ee BBS 2015):

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

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

c) Slums generally grow on government, semigovernment land, private vacant land, abandoned
building/houses, and slopes of hill or raitline 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 hon
agricultural jobs.

After extensive field visits and &asibility, 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 dataollection. The full scope of the sampling frame was to
decide after a full mapping of availablelata reviewedand agreed by ACF, Concern and WFP.

1.3 Interventions in slums area by Concern Worldwide and WFP

Since 2012, Concern Worldwide has been implemang the Integrated Urban Programme through local
implementing partners mainly Sajida Foundation, Nari Maitree, and SEEP where one of the main sectors is
T OOOCEOEI 18 7TEOE OEA OOPDPI OO0 1T £ )OEOE ! EAh #ldnBddre E
0i 1O j),5%0qdh OEEO POIi COAII A EO AAREI C EIi bl Al Al OAA
Corporations that have the greatest number of squatters and pavement inhabitants in the country. Within these
cities, the programme targets lhe 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 suppdyaddresses gender equality, prevents,
and addresses GendeBased Violence (GBV), facilitates access to improved water and sanitation facilities and
promotes improved hygiene practices. At higher level, advocacy efforts are aiming for improved serviceidety 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 stipendf BDT 3,000 using a mobilg
bKashzaccount 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

DAOOT AO6O | ADPPEINR3IEO AOOAAEAA AO

In Bangladesh, the urban context has its unigucharacteristics 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 malnutriti@véls among children and PLW
living in extreme poor households in urban slums are expected to be high. Meanwhile, the Cel@pandemic not
only affected the health situation, but also had a profound impact on many spheres: political, social, human,
environmental, economic and infrastructurat. The Demographic Health Survey for Bangladesh (2017/2018)
indicates a Global Acute Malnutrition (GAM) prevalence for undées children of 8.8% for Dhaka and 7.9% for
Chattogram. The national GAM prevalence for childn 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 becausaf the COVIB19 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. Previoumational 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 potenti al deterioration of access to and / or coverage of nutrition
services, and deterioration of nutrition outcomes due to specific factors linked to Cowvitd epidemics.

Therefore, Concern Worldwide and World Food Programme wished to enter into a partnerghivith 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 necesary 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 fine 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 determie current nutritional status of children aged under five including mortality
status among the population living inthe pavements, informal settlements and slums of Dhaka North and South
City Corporation. The study was also aim to determine possible causfctors for better understanding of
malnutrition situation in the survey areas.

5 hitps://reliefweb.int/report/bangladesh/covid _-19-impacts-bangladesh-nationwide - survey-livelihoods-nutrition -education-and
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2.2 Specific Objectives:

I To determine the prevalence of acute and chronic malnutrition including underweight and overweight among
children aged 659 months.

1 To determine theproxy prevalence of acute malnutrition among children aged-® months.

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

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

i 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.

1 To determine the prevalence of diarrhea among children aged-89 months based on two weeks recall method

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

I To determine the coverage of vitamin Asupplementation in the last 6 months among children aged-69
months.

1 To determine the coverage of deworming in the last six months among children aged-28 months.

1 To assess immunization of measles coverage among9 months children.

1 To determine enrdment into antenatal care services and coverage of irefolic acid supplementation in
pregnant women.

I To assess antenatal care status among women aged4% years with a live birth in the last 2 years.

f To assess postnatal care status among women aged-48years x E | réoét recent live-born child received a
health check while in facility or at home following delivery, or a poshatal care visit within 2 days after
delivery.

1 To assess prevalence of household food insecurity status and food based reduced cggitnategies (rCSl) are
used by households.

T 417 AAOAOIiET A OEA PibpOIl AOEI 160 AAAAOO O OAZEA AOEI]

3. METHODOLOGY

This nutrition assessments were conducted by using SMART methodology for cressctional 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 crosssectional surveys have been conducted in the slums of Concern and WFP
working areas inDhaka North City Cooperation and Dhaka South City Corporatioannex 3. The study aeas were
covered by slums that have a mix of Pucgasemipucca 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/representtioe
smallest geographic areaglike para, mohalla) for each slum. However, due to the unavailability of the complete list

I £ O1I 60i 6 xEOE Ol OAI pipOI AGETT O1TOEI 11 x £EOT I OEA
working in the Dhaka north and south city corporaion notably Concern Worldwide and WFP.

8 Pucca: It is strong houses. They are madg 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 katchasemi-pucca materials like mud, bamboo, grass, leaves, reeds, tbht

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 thmdor first time.
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Tabd:e Demographic information of selected sl ums

Name of city corporation Number Estimated population

settlements/Clusters

Dhaka South City Corporation 120 67,772

Dhaka North City Corpration 225 199,209

The details list of geographical coverage is attached amnex 3

3.2 Type of survey

A population representative crosssectional household survey following the Standardized Monitoring and
Assessmeh of Relief and Transitions [SMART] methodology was designed. Tvetage cluster sampling was used
for sampling and data collection. The interim guidance on resuming populatiebased surveys during COVIQ9
released on October 8 2020 by the SMART Globald&am was referred to these SMART surveyBuring 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 tam

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 Coiporation (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 followilg 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).

Tabbe Sampl eearQainzeedAelt ir opometry

Parameters DSCC Slum| DNCC Slum Assumptions/Source of Information

According the 2015 SMART survey in Mirpur slums of DSCC, t
estimated prevalence of GAM by WHZ was 8.5% (53.3.1 95%

Estimated C.l.). The Mirpur slums GAM prevalence was used as pro
Prevalence of 13.1% 13.1% indicator for both areas as there is no recent data for urbai
GAM (%) slums. Considering COVI29 impact and poor living conditions,

the GAM prevalence in urban areas are expected to be hig

Therefore, uppe confidence level has been used for sampling.
Precision is based on SMART guidance to allow for reasonal
precise estimates for each site where slightly lower precisior

+ Desired

recision 4% 4% has been considered to shorten the duration of data coliéon
P and as per the new SMART guidance for survey during COV
19.
According to 2015 SMART survey, the design effects of Mirp
1.30 1.30 slum was 1.01. There could be some heterogeneity due to COV\

and other external factors like continious migration over the
past years; design effect should be possible to become high
than the previous survey. Therefore, an adjusted design effect
1.30 has been used to account for possible heterogeneity amo
clusters in both the study locations. Sice the assessment will be
in the selective intervention area of CWW with similar program
AAT EOAOU &£ O 1 OOOEOET T h EAT
in the study location.

Design Effect

9Interim guidance on restarting population level surveys and household level data collection in humanitarian situations durirmpvid-19 pandemic, SMART
8t October 2020
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SEMPID S = Sl Calculated by ENA software

(children)
Aversa}gs HH 3.8 38 According to Baseline Population and Socioeconomic Census
% Children 92 92 31010 | £ $SEAEA2016) #$$20" h ¢mng
under-5
% Non A higher nonresponse rate has been considered to account fo
response 8 8 possible household absences asast of the slum dwellers
Households both men and women) work outside in the city.

Sample size Calculated by ENA software

(households)

Tab6:e Sample Size Parameters: Mortality

Parameters DNCC Slum DSCC Slum | Assumptions/Source of Information

Estimated There is no previous CDR available in the study locations. Henc

death rate per 0.5 0.5 according to SMART guideline, the crude death rate of 0.5 h
10,000 /day been considered here.
+ Desired Precision is based on SMART guidance to allow for reasonal
precision per 0.3 0.3 precise estimates. SMART recommend to use a precision of 0.
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 thidy
Design Effect 1.50 1.50 locations. Hence, according to SMART guideline, the design eff

of 1.5 has been considered here.
International Mother Language Day (2% February 2022) has
been considered as most memorable recall event. The midpoi

iF:]eOcl::)lflkpenod 98 112 of data collection for DNCC and DSCC slum area a8» May
2022 (22 May -4 June May) and 11t June 2022 (5 June- 18
June) respectively.
Sermale size 3,556 3112 | Calculated by ENA software
(population)
According to Baseline Populaon and Socioeconomic Census,
Average HH Some N T S A
Size 3.8 3.8 31010 | £ $EAEA216) #$3%$20" h ¢qmp
% Non A higher nonresponse rate has been considered to account for,
response 8 8 possible household absences due to women being busy with
Households housemaids in other families.
SEMmplE £7E 1,017 890 Calculated by ENA software
(households)

*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:

4EA 1T OEAO ET AEOEAOGAI jA8¢c8 )9#& AT A 0,780 -5!#Qq AT A
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 whicldiicult
to achieve through SMART sampling frame due to narrow age specific I'YCF indicators (e nfonthsfor exclusive
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breastfeeding, 623 months for minimum acceptable diet etc.). Rerefore, 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 stagdist 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 househols. That was conducted at field level.

1 First Stage Sampling z 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 theslums in Dhaka North and south City Corporation. Besides, there was no
organization or pattern in the way households are arrangedue to the complex nature of the urban slum area and
lack of data, some additional steps have been followed to produce a qalate list of clusters for each slums through
local partners as below:

1 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 househaddand population.

1 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 te field.

9 Each cluster was consisting of minimum 6@0 households. For some clusters with very small number of
households (<60 HHs) were merged with adjacent cluster.

1 After segmentation into smaller geographical unit, list of clusters for each slums und®NCC 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 updatedusters 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 py.d

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 scenariosgpproximately more than 80 households in the clusterjsegmentation 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 segntgs and choose one segment randomly to include the
cluster.

This division can be done based on existing administrative unit&.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 moreapproximately equal parts each, the

survey team leader was able to wite 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 segmats. Once those segments are defined with an approximate population size, one
segment was selected randomly usingPSas 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 ae to survey. In this example, a-8igit number must be picked from 00X 390. E.g., we picked
167. This number is within the segment BSurvey will therefore be conducted in segment B-or the selection of
more than one cluster in each block, the v blockiWwbe 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 visitsi 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
iTOEAOO AAT DPAOOEAEDAOA E1I OEA OOOOAU8 4EAOAAEN OAn
organized flexibly to include maximum mothers and children in the survey with a longer break time during lunch.
This should be noted that seurity 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 sy area, select and survey the households, 24
households were feasible to visit and complete the questionnaire by each team in each day.

Tabf:e Cal cul ation 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

I OAOACA OEi A Al 11T AA 35mint5min=40 min All indicators may not require to
interview by one interviewers (Interview + collect from all households

except demo, food security anc
WASH. For instance, almost twc
OEEOA 1T &£ Ol Oi 8¢
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.

Travel time between household
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417 OA1 1T O1 AAO T &£ ( (60O 480 min/40 min per HH=12
team per day (with one interviewers) households

417 OA1 T OIAAO T &£ ((660 12 households*2
team per day (with two interviewers) interviewer= 24 households

Therefore 1336 ET OOAET 1 AO T ¢t ET OOAEIT 1 AO sichhdtersihéedrd fothbdthx A A
dhaka north and south urban slums area. Clusters and reserve clustevere assigned using ENA software. Reserve
clusters (RC) willonly be implemented if >10% of clusters cannot be included or <80% of sample size of children
is not reached.

Tab8e Final targeted househol ds, Dhaka South and North Ci

DSCC Slums 1336 56 1344 (56*24 HH)
DNCC Slums 1336 56 1344 (56*24 HH)

1 Second Stage Samplingz Household Selection
Households were selected by using simple random sampling. An updated household list was developeddbtion
|l CAET 00 (O1T cAO AT A #1 1 A ADweekg priar toAhe BataAdlecton vt thethelddd O
local commuity leaders or community volunteer. On the day of data collection a verification was also be done in
case of any changes ithe 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 surveteams 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 measuremeén

Reuvisiting 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 neresponse/absent
household and missing clusters (if any)To ensure reaching maximum number of targeted samples and mitigating
the issue of possible high nofresponse rate (NRR) due to sample exclusion based on COVID health checklist, all the
households will be followedup and accordingly revisited. HouseholdsE T OA xE1 1 AA AgAl OAAA
fever (>=100.4°F/38°C) confirmed by measuring body temperature or presence of any other sign/symptoms of
COVID19 will be followed up regularly. A child and/or respondent, mother may have high fever during the geof
data collection and that could also be due to other morbidity/diseases and not COVID. 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 werevisited 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 ajther 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 sadty measures for the beneficiary as well as for the survey team are as below:

During data field collection:

- Introduction, consent, interviews, and measurement was doneutside in an open, shaded area with enough
space for proper physical distancingwh®@ AOAO ZAAOEAI A xEEI A OOEI T OAODA

- 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 ofdatllection.
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- Household members who are directly in contact with the survey team gurvey respondent and measured
children/adults above 2 years of age ) were requested towear a face mask during the entire household
interview process. The survey teams havbeen 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 respondentmaintained a distance of at least 1 -meter even if
wearing a mask

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

- All surveys hadfollowed the usual methods for measuring oedema, MUAC, weight, heiginid ageusing trained
measurers as per the SMART guidelines.] OEOT Bl | AOOEA ANOGEDPI A1 6060 | A8Cc«
tape) will be disinfected between households

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

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

- Before the interview, the team nembers 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.

1 Measure temperature with an infrared thermometer for eligible children and their
mothers/caregivers. Exclude household only if the eligible child and respondent/mother have
OAi DAOAOOOA 1 pnn81J& Toyld# -Ad@AdF dnCougrddndetingdiinesd O |
of breath, chest pain or pressure, loss of speech or movemetc.).If there are multiple eligible children
in a randomly selected households (for example two children) and if one child has high fever while the
I OEAO AT AOT1 60 EAOGA EAOAO 1O T OEAO #/6)$ OECITO
as wdl 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.

1 Inquire about prior diagnosis of COVID -19. Exclude if anyone in the household has tested positive test
for COVID19 within the past 14 days.

1 Ask if any household members that have been itlose 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 COWID starting 48 hours (or 2 days)
before the person has any symptoms or tests positive for COVID.

1 A suspect case for whom testing for the COAI® 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.

1T )TNOEOA EA& Al U 1 BersOEréntlytaie & GofnE duaradntn®or gulrantine 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,g.,
cough, shortness of breath), AND residence in Bangladesh or travel to a country reporting community
transmission of COVIB19 disease during the 14 days prior to symptom onset.

- OR

- A patient/ health care worker with any acute respiratory illness AND hving been in contact (see definition
of contact) with a confirmed or probable COVIEL9 case in the last 14 days prior to symptom onset.

- OR

- A patient with severe acute respiratory illness (fever and at least one sign/symptom of respiratory disease,
e.g., ough, 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 COWI® 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 COVIB19 infection, irrespective of clinical signs and symptoms

Related to the survey method ology 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 sgifarantine if
possible or practice strict physical distancing and other protective measures to minimize the risk of COVID
infection. Survey data collection will be started once results have been received and all test results are reported
as COVIBEL9 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). Selfassessment (ideally supervised by another
team member) should at least include reporting of temperare check for fever (i.e. temperaturd p mm8 1 J ¢
°C) and reporting of new/worsening cough.

- In case ateam member develops symptoms that are consistent with the local suspect CGlARase definition
the survey manager will withdraw the entire team from field work for the remaining durationof survey or
until it can be confirmed that all team members are negative for SARSOV2 and replace it with a reserve
team or other team available.

~ 4xi OOOOAU OAAI O jo Al O AOAOGI 06q xEil AA EADPO AO
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 quidance 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
agead 0-59 months and pregnant and lactating women were included for anthropometric measurement. Infant and
Young Child Feeding (I'YCF) practices have been assessed by interviewing the mothers or primary care givers and
were applicable for children aged below Zears (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 ford8 months and 959
months respectively, for which the mother/primary care givers recall andhe 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 children
identified, other household information (e.g. mortality, food security and WASH) has been collected.

Tab9e Overview of survey indicators and their target popu

CsL T caor et Population

Anthropometry an d 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 botWHZ
' 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
12, ANC and PNC check up child <24 months
Women of reproductive
age 1549 years
13. Exclusive breastfeeding (EBF) 0-5 months
14. Early Initiation of breastfeeding
: 0-23 months
15. Bottle feeding
16. Minimum dietary diversity (MDD)
. 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 Women who is .
responsible for cooking
22. Water, Sanitation and Hygiene Householq 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 ch ildren)

c) Age was recorded as a date of birth (day/month/year) if the information is available on official written
documents such awaccination or birth registration cards.If documentation is unavailable, age will be recorded
in months. A local calendar oévents will be used to estimate the ageafnex7).
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d)

f)

g)

h)

)

k)

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 askedstand 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 nowlastic 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
OEA AEEI A860O OEAAS8 e rBebrdedih milkn@térO@Bréchibn@ohe rehr@st 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 tfeeet. 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 gals 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 peopler 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 ( USDR): U5DR is defined as the number of deathsnong 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:

USDR = Number of under 5 deaths / (mid -interval population / 10,000) x time interval
= under 5 deaths / 10,0 00 / 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 &9 months.

Use of ORS/zinc during a diarrhea episode : The interviewer was asked the mothertaregiver 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 ag&&9
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.

Vitamin A Supplementation in children 6 -59 months: Vitamin A supplementation was assessed among
children aged 659 months by checking the EPI card if available or by asking the caregiver to recall if no EPI
card is available.

Case definitions Infant and Young Child Feeding practices:
Only few important IYCF indicators were used to calculate them are detailed below.
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U 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 monthswho were fed exclusively with bieast milk for the first two days after birth
Children born in the last 24 months

U 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 wereput to the breast within one hour after birth
Children born in the last 24 months

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

U Bottle feeding: Proportion of children 0z23 months of age who are fed with a bottle.

Children 0723 months of age who were fed with a bottle during the previous day
Children 0z23 months of age

0 Minimum dietary diversity: Percentage of children 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);

€ggs,;

vitamin-A rich fruits and vegetables; and

Other fruits and vegetables.

© N kA WNE

0  Minimum meal frequency: Proportion of breastfed and nonbreastfed children 6223 months of age who
receive solid, semisolid, or soft foods (but also including milk feeds for notbreastfed children) the
minimum number of times or more.

T Minimum meal frequency for nortbreastfed children [6-23 months] [>=4 full meals]
1 Minimum meal frequency for breastfed children [68 months] [>=2 full meals]
T Minimum meal frequency for breastfed children [923 months] [>=3 full meals]

i  Minimum acceptable diet: Percentage of children §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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g) 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 taxed arm for all women.

r) 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.

s) Antenatal Care (ANC): Percentage of women aged 189 years with a live birth in the last 2 years who during
the pregnancy of the most recent live birth were attendd at ANC checlups. If the women are lactating
pregnant having children aged <24 months, the team leader asked if she received ANC chguk for the
younger children.

t) Postnatal care (PNC): Percentage of women aged 189 years with a live birth in the lag 2 years whose most
recent live-born child received a health check while in facility or at home following delivery, or a postatal 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 chealps 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 Dhakarban slums.

Tabl@ Table Definitions of drinking water and sanitation

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

Drinking water 1 Deep Tubewell 1 Supply water (WASHA)
1 Collected from Water ATM booth by § Rainwater collection
payment 1 Surface water (lake, pond, dam
1 Bottled/ Jar water river)
1 Other
1 Piped with sewerage system 1 Latrine without water seal
1 Latrine with septic tank Mixed with nearby drain or
{1 Latrine with water seal/ water body
1 Payable public toilet with water seal | 1 Communal sharing latrine
1 Payable public toilet without
water seal Open defecation
i Plastic bag
i Plastic pot/potty
1 Others (specify)
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Tabl® Caftfs for the | nfdoHeeé g tsficoor eWe(iVWHZt) oA gHees zgchrte ( HAZ) , -
f oAgessezore (WAZ) (2006-9f AND MUAC cut

Malnutrition Status Classification

Chronic Under weight OVEwel
Acute Malnutrition (WHZ) " ght
malnutrition (HAZ) (WAZ) (WHZ)
Status ; : . Weight/
We'g[:',\tlng‘]a'ght MUAC Height/Age [HAZ] We[l\?vrzlgge Height
[WHZ]
WHZ<-2 SD and/or | MUAC< 125 mm and /or
Global HAZ<-2 SD WAZ<-2 SD WHZ >
Oedema Oedema
2SD
. o . WHZ >
Moder | WHZ<¢3$ @l| ppuv I 1S 25! HAZ<(3$ OBl WAZ<c3$ ( 33
C
ate SD mm SD -3SD
3SD
WHZ <-3 SD and/or | MUAC< 115 mm and /or WHZ >
Severe HAZ <-3 SD WAZ <-3 SD
Oedema Oedema 3SD

Tabl2 Classification®for MUAC in PLW

Severity Women- MUAC (mm)
GLOBAL <210 mm

MODERATE | poem O T cpm |
SEVERE <160 mm

Low MUAC in women was defined as a migpper arm circumference below 210 mm for the purpose of this
assessment in line with the national protocols for community based management afgtely 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] Il pv 10z<15 5-<10 2.5-<5 <25
Overweight [WHZ] Il puv 10z <15 5-<10 2.5 <5 <25
Stunting [HAZ] | om 20-<30 10 -<20 2.5-<10 <2.5

Tabl4 Sphere Standards CDR and US5D®Rf fEsnebygdReyi dmreshol d

[ - Global Emergency Emergency
Indicator Population Threshold for South
Threshold Acia

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 ememncy 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 amongetkntire population and
>2 deaths/10,000/day among children under five yearsSphere 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 t his assessment will be compared with this region.

Tabl® Thresholds | evel for household Coping Strategy I nde

Reduced Coping Strategy Index [rCSlI] Thresholds

No or low coping 0-3
Medium coping 4-9
High coping I pm
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 enumeratorsvere highly committed to the respondents

Ol EAAD OEA POEOAAU 1T £ OOOOAU PAOOEAEDAT 008 ET £l OI A
to be unbiased in collecting data. Survey approval has been taken from NNS, IPHN and Dhaka Gipo€tion. No

sick children as well as the corresponding households especially with COVID 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, NRBN, City
Corporations) and nutrition cluster members partners (e.g. UNICEF, WFP, ACF, BRAC, SEEP, Sajida Foundation ar
Nari Maitree)

3.8 Referral

MUAC only programing & in place with global MUAC thresholds. Therefore, all children identified as meeting the
casedefinition 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 prgramme 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 wereino
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 te slampling
procedure. A household were only marked absent after at least two asits 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 householdsmembers in the household meets the
exclusion criteria of COVID 19 as per checklist attached in th@nex 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 muse 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 scale
were calibrated nightly through 2 Kg standard weight. Shorr boards were used for measuring height. Shorr boards
were calibrated before each surveyAll anOE Ol BT I AOOEA ANOEDI AT 060 EAOA AA
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 pplies 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 ags 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 checkli&nnex 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 4f members: one team leader/measurer, one
measurer assistant and two intervievers. Each team member has the following designated roles:

T Interviewer: ' AET AT 1T OAT O AT A Al i Pl AOA ET OOAET 1 A0 EARAI
of family members and ask mortality related questions, conduct verbal interview while enterig data into
the tablet.
 Team leader measurer: Introduce the team in the surveyed area, identifiy households, take
anthropometric measurements of children 659 months, fill up anthropometric and cluster control form;
coordinate and supporte the team.
T 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 flany individual team member meets the criteria of COVIEL9
sign/symptoms as per checklist attached in the annex 1, he/shgill be kept in home quarantine.

3.11.3 Training

The survey team had received 4 days residential training from 16th20th May 2022. During the trainirg, 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 ses®ons while experienced and skilled surveillance team member acted as measurer. Hence, this
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training exlcuded standardization test as recommeded by Interium guidelirié. All survey team members have also
been trained on the module of field safety procedures the context of COVIEL9. 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 the local language. Determination

of the team composition was done based on performance on a written evaluation (pre and passt), 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 .xIs script by Nutrition Surveillance Head fo
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 baak tablet and hard
copies of the questionnaires in ase 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.,fefts 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, daily check of entered datavas conducted by he survey
managerto assess complleteness and consistency of data. Data quality was assessed using the @a&ibility
check of anthropometric data Teams, supervisors, and survey manager have been meeting nightly throughout data
collection to review anyissues 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-69 months andPLWs, 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 adition 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 {11
January 2020]; SMART flags were used for exclars of z-scores out of range values [+3 from the observed survey

i AATys 111 1TOEAO ET AEAAOT OO0 xAOA AT Al UUAA OOET C w%bE
£l O Oo#1iplAg 3AI PI A &OANOAT A mdropoméric vavdblEs. Thé GEIC Statistioal A .
Calculator for Two Surveys was used to identify statistical significance of relevant indicators between previous
surveys as well as relevant indicators within this assessment. -\Rlue obtained using statistical testndicates the
strength of findings. P value < 0.05 indicates a significant difference between the two parameters.

14 Interim guidance on restarting population level surveys and household level data collection in humanitarian situations durirvid-19
pandemic, SMART8" 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 measuredThe sample is detailed in the table below.

Tableé Details of plan and actual sample size adhineved,22SN\
DSCC 5.6 5.6 100% 1344 1261 387 459 458 118%
DNCC 56 56 100% 1344 1317 387 533 531 137%

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
U5 children was 10.3% in DSCC and 11.0% in DNCC, whichlisssCE O1 U AAT OA OEA ) #%$$2
[9.2%].

Tabl® Household and

family composition,

DSCC Slum

SMARTnsuRO22g,

DNCC Slum

DSC

Category/Indicator

Value

Proportion/Mean

Proportion/Mean Value
out of 1261 HH

out

of 1317 HH

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 623 months 170 3.5% 195 3.7%

15 Baseline Population and Socioeconomic Census Slums of Dhaka (North and South) and Gazipur City Corporatibéis, 2015
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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 DNCCl]ayfsband girls ratio.

In both locations, younger are significantly higher. P value is less than <0.05 in both location. Possible reasons were:
pq &AITEI EAO T EOETC EI OOAAT OI Oi 6 EAOGA OAT AAT AU OT ¢
outside. 2) During last 2 years, there might have more child birth since husband stay in home due to COWD
restriction.

Tabl® Age and sex ratio, SMART survew,nebD2@®@ 2and DNCC Sl un

DSCC Slum DNCC Slum
~ AGE

Glrl GlrI
6-17 57 543 48 457 105 229 1.2 56 415 79 585 135 254 0.7
18-29 56 438 72 | 56.3 128 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 57 475 120 226 1.1
42-53 | 46 46.0 54 540 100 21.8 09 55 591 38 409 93 175 14
54-59 17 459 20 541 37 8.1 09 24 511 23 489 47 8.8 1.0
Total 223 48.7 235 51.3 458 100.0 0.9 259 487 273 513 532 100.0 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 dldren 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.

Tabl® Mesmozes, Standard ‘Deviation, Degeé @ nV&EIf seccot fs@ s , M4 S,
survey, DSCC and DdCGeSROmMm8&, May

Mean z- Design Z-scores Excluded z- Excluded z-
Indicator N scores = SD Effect [z- not scores scores %

score <-2] | available* | [SMART flagg | [SMART flags]

scosun

Weight-for-Height -1.10+0.96 1.28 2 456
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

- onceSwm
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 heigkitased Zscores [WHZ and HAZ]

The overall percentage of flagged data was well below the SMART Methodology recommendation of less than 5.0%
and considered @ OA@AAT 1 AT 66 NOAI EOU AU OEA %Tdble belovk Ji@bveiall E C
AAOA NOAI EOU £ O Ai OE 31010 xAO OwgAAI |l A1 06 AO PAO
Check report is presented irAnnex 2.
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Tab2@ Overall dat a

gual

ity

from plausibility

¢ RhJeucnke,

DNCC Slum

Score gory Score gory
SD WHZ . 0.81.2 0.96 Good 0.94 Excellent
S R <5.0% 0.4% Excellent 0.0% Excellent
£ v Sexratio . [p>0.05] p=0.575 Excellent p=0.573 Excellent
g _&C,’ | Ageratio IR p=0.034 Acceptable p=0.015 Acceptabie
s L>), Digit Pref. Weight ‘ <13 6 Excellent 2 Excellent
© £
Q3 Digit Pref. Height ‘ <13 4 Excellent 3 Excellent
>0
‘aE'S 3 Digit Pref. MUAC ‘ <13 2 Excellent 1 Excellent
8_% | Skewness  IREEXX 0.18 Excellent 0.94 Excellent
gea BT <06 -0.14 Excellent 0.0 Excellent
£ | Poisson Distr.  N[EXO0M] 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 . Observed  Interpretation
S Interpretation
2 from survey from survey
@ REEE [ 0.81 Acceptable 0.77 Acceptable

4.4 Malnutrition

4.4.1 Prevalence of Acute Malnutrition based on WHZ:

20MAZR T

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

As seen in table below, the overall GAM prevalence by WHZ among childreb®months in DSCC Slum wds.4%
[14.7222.9 95% C.1.] and in DNCC Slum w2.8% [10.1- 16.1 95% C.I.].The overall acute malnutrition situation
inDSCCwasinth®6 AOU ( ECES | DA GOEIOER AAT A E(1E GE #I#0 cabddoty Beidddaiige A
to WHO/UNICEF Emergency thresholds. The overall SAM prevalence in DSCC Slum was found tollde % [0.8 -
3.195% C.l.] and in DNCC was 2.3% [1.8.7 95% C.l.]Global Acute Malnutrition (GAM) prevalence based on WHZ
among children 659 months found higher in DSCC slums than in DNCC sluwith significant difference [p=0.027]

was observed.

Tabké& Prevalence of Acute Malnutrition disaggregated by
survey, DSCC Slum andubECQO08R2um,
DSCC Slum DNCC Slum P-value
Indicators n =456 n =531 [Dscc vs DNCC]

Global acute malnutrition [WHZ<-2 SD (84) 18.4 % (68) 12.8 %
and/or oedema] (14.7-22.995% C.I)  (10.1-16.1 95% C.1.) 0.027
Moderate acute malnutrition [WHZ<2 SD (77) 16.9 % (56) 10.5 %
and >=3 SD, no oedema] (13.5-21.095% C.l)  (8.4-13.2 95% C.I.) 0.004
Severe acute malnutriton [WHZ<-3 SD (7)1.5% (12) 2.3 %
and/or oedemal (08-3195%Cl)  (14-3.795%C.I) 0.279

16 WHO/UNICEF Cut Off Points using-Zcore(-2 Z scores in populations: <2.5% Very low; 2.5<5% - Low; 5-<10% - Medium; 10-<15%-( E CE N -Vepu b
High)
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Tab22 Preval ence of Acute Malnutrition disaggregated by
DSCC Slindm DaNCC Sl-lmpeMag?2?2

DSCC Slum DNCC Slum

Indicators P-value

Boys Glrls Boys Girls

. n=222 | n=234 | n=259 n=272 [Boys vs Girls]

" Global acute malnutriton  (44) 19.8 % (40)17.1% (36) 13.9% (32) 11.8%

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

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

Inutrition [WHZ<-2 SD DSCC:0.691
malnu (12.9-23.4  (12.1-21595% (6.9-14.3 (7.8-15.3 | DNCC:0.701
and >=3 SD, no oedema] 95% C.1.) c.l) 95% C.l.) 95% C.1.)

Severe acute malnutrition (5) 2.3% (2) 0.9 % (10) 3.9 % (2) 0.7 %

HZ<3 SD and/or DSCC: 0.231
[w (1.0-5295%  (0.2-3.495%  (2.2-6.895% (0.2-2.995% DNCC: 0.008
oedema] c.l) c.l)

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 sigriéint[P>0.05].

Tabkd8 Prevalence of acute malnutrition disaggregated by
survey, DSCC Sl um andubNCQO0&I2um, May

P-value
Indicators Younger Older Younger Older [6-23 vs 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 (27) 15.5% (57) 20.2 % (26) 129 %  (42) 128 %

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 andlor C.l) 95% C.I.) DNCC: 0.973
oedemal 95% C.1.) 95% C.1.)

Prevalence of moderate (23) 13.2 % (54) 19.1 % (21) 104 %  (35) 10.6 %

acute malnutrition (9.0 - 18.9 95% (14.7-24.6 (7.1-14.9 (7.8-14.3 DSCC: 0.091
[WHZ<-2 SD and >=3 SD, C.l) 95% C.1.) DNCC: 0.937
no oedemal 95% C.I.) 95% C.l1.)

Prevalence of severe (4)2.3% B)11% (5) 25 % (7)21%

acute malnuiton  (09-6.095%  (0.3-3295%  (10.509  (1.0-4395% oo oo
[WHZ<-3 SD andlor C.l) C.l) ) DNCC: 0.771
oedemal 95% C.1.) C.l)

When comparing the prevalence of acute malnutrition in younger children [@3 months] vs older children [24-59

months]; in DSCC older children had higher prevalence of GAM [20.2%], white DNCC youger children had

prevalence of GAM 12.9% which was almost similar [12.8%] in older childrerlowever, no significant differences
observed in GAM and SAM prevalence [p>0.05] between younger and older children in two Slums.
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TabkPé Prevalence of acute mal nut r-fi ¢hieoing fstdcyo zaegse , a nbda/ soerd eodne |
survey, DSCC Slum andubNCQO02R2um, May

DSCC Slum DNCC Slum

Severe Moderate Normal Severe Moderate Normal Oedema
wasting wasting wasting wasting

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

[mo.] no. 0. . (o} no. .
6-17 103 3 /29 14 136 86 835 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 0 O 119 3 12 | 10.1 104 874 O
2.5 0

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

54-59 37 2 /54 8 216 27 730 0 0O 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 423 months [3.2%] and age group of 5469 [17. 0%] months in DNCC Slum.

FigwBreThe distribution of WHZ sample curve [T ed] compared

% of Childeran Weight-for-Height z-scores % of Children Weight-for-Height z-scores

154 (== 460 —WHO standards || 454 (==33D w— WHO standards

401 204

354 351

301 301

251 25

201 201

¥ 15

101 10

5 1 s
R 3 a2 4 R
DMART flags Z-score SMART flags

DSCC Slum DNCC Slum

The sampled population Gaussian curve [red curve] shows a shift to the left [with mean WHZdf10 in DSCC and
-1.00 in DNCC] of the refence curve [green curve] representing the WHO standards. This is an indication of poor
nutritional status. The overall standard deviation [SD] forWHZ [DNC@.96, DNCQ@ 0.94] falls within the
acceptable range of 0.4..2.

4.4.2 Prevalence of Acute Malnutrit ion based on MUAC

Using MUAC as an indicator for acute malnutrition, the prevalence of GAM wa8% [1.1- 3.6 95% C.1.] in DSCC
and in DNCC, 2.8% [1.74.7 95% C.I.] with no significant differenceThere were no SAM cases found in DNCC Slum,
while in DCC Slum the SAM prevalence was 04[0.2- 2.0 95% C.1.].
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Tab2® Prevalence of acute malnutrition by Sl ums, based o
DSCC Sl um and DN&QWnl wmM,22May

DSCC Slum DNCC Slum P-value
Indicators n =458 n =532 [ DScc vs DNCC]

Prevale_n_ce of global acute (9) 2.0% (15) 2.8 %
:)“eﬂ’;‘;:g'o” [<125 mm and/or (1.1- 3.6 95% C.1.) (1.7-4.7 95% C.1.) 0.383
Prevalence of moderate acute (6) 1.3 % (15) 2.8 %
Tj‘ﬂ‘;":}';” m[:oeldzjm;?m and (0.6-2.895% C.1.) (1.7-4.7 95% C.1.) 0.082
Prevale_n_ce of severe acute (3)0.7% (0) 0.0 %
g"eﬂg‘r’:lg'o” [<115 mm and/or (0.2-2.095% C.1.) (0.0-0.0 95% C.1.) 0111

Tab?2@&Prevad emfc acute malnutrition based on MUAC cut of f s
DSCC Sl um and DNdQ@ n&l L2r®22May

[Boys vs Girls]

n =223 n =235 n =259 n=273
Prevalence of global global 3)1.3% (6) 2.6 % 5)1.9% (10) 3.7 % (1.9
acute malnutrition  (0.4-4.095%  (1.2-5.495% @ (0.8-4595% -6.895% C.l.) gﬁgg 8'225
[<125 mm  and/or C.l) C.l) C.l) o
oedema]
Prevalence of moderate (2) 0.9 % (4)1.7% 5)1.9% (10) 3.7 % (1.9
acute malnutriton [< | (0.2-3.595% (0.7-4.495% (0.8-4595% -6.895% C.l.) gﬁgg 8'352
125 mm and >=115 mm, C.l) C.l) C.l) o
no oedema]
Prevalence of severe (1) 0.4 % (2) 0.9 % (0) 0.0 % 0) 0.0 %
acute  malnutrion  (0.1-3.395%  (02-3495% (00 0005% (0.0-0.095%  DNCG:NA
[<115 mm  and/or C.l) C.l)
oedema] C.l) C.l)

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 significanfp=0.302 for DSCC, p=0.222 for DNCC].

Tab2® Prevalence oftiaontei snsagjguéegated by age group, based
SMART survey, DSCC Slum -4dodeDRCZ22S| um, May

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 global (7)4.0% (2.0- (2) 0.7 % (14) 6.9 % [1]10.3 %
acute malnutrition 7.795%C.)  (0.2-2895%  (40.116  [0.0-2.2 95% gﬁgg 8_‘833
[<125 mm  and/or C.l)
oedema] 95% C.l.) C.l]
Prevalence of moderate = (4) 2.3 % (0.9- (2) 0.7 % (14) 6.9 % [1]0.3%
acute malnutiiion [< = 5995%C.l) (02-2895%  (40-116 [0.0-2.595% DNGC 0000
125 mm and >=115 mm, C.l)
no oedema] 95% C.l.) C.l]
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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 %
acute malnutrition (0.6-5.0 95% DSCC:0.055
: : °  (0.0-0.095% (0.0-0.0 [0.0-0.0 95% DNCC: N/A
[<115 mm  and/or C.l) C.l) .
oedema] 95% C.1.) C.1]

When comparing acute malnutrition by MUACor younger [6-23 months] vs older [2459 months] children;
younger children hadsignificantly higher GAM prevalence in DSCC Slufds0% vs 0.7%, p=0.023] and statistically
significant higher prevalence among younger children in DNCC Slum [6.9% vs 0.3%<<0.05].

TabkR8 Prevalence of acute malnutrition by age groups, b e
survey, DSCC Sl um andubNCO0&I2um, May

DSCC Slum DNCC Slum
Sampl | Severe | Moderate Normal Oedem | Sam | Severe | Moderat Normal

wasting wasting e

mont | Total N | % No. % No. % N %  Tota No. % No. % No % N %
h no. | o. 0. | no. 0.

6-17 105 '3 29 3 29 99 943 O 0 135 0 0 9 6.7 126 933 0 O
1829 | 128 0 00 2 1.6 126 984 O 0 137 0 0 5 3.6 132 964 0 O
30-41 88 0 00 1 1.1 87 989 O 0 120 0 0 1 0.8 119 992 0 O
4253 100 O 0.0 O 0.0 100 100.0 O 0 93 0 0O O 0.0 93 1000 O | O
54-59 37 0O 00 O 0.0 37 100.0 O 0 47 0 0O O 0.0 47 1000 O | O
Total 458 |3 07 6 1.3 449 98.0 O 0 532 0 0 15 2.8 517 97.2 0 O

The prevalence of acute malnutrition per MUAC as disaggregated by age group as presented in alialde
demonstratesthat all children who were identified as SAM and MAM were in the age group &17 months [2.9%
and 2.9%] respectively in DSCC Slum. Whitlkeeir 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
Oedema]

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 @dema altogether.

Tab2e Precel ef combined GAM and SAM by Sl ums, based on W
* SMART survey, DSCC Sl u-lhhumed20REZC S| um, May

. | DScCSlum | DNCCSlum P-value
Indicators n = 458 n =532 [Dscc vs DNeC)

Prevalence of combined GAM [WHZ <-2 (86) 18.8 % (73) 13.7 % 0.046
SD andior MUAC < 125 mm and/or 15153 1 9506 C.1) (10.9-17.1 95% C.1.)

oedema]

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

Malnutrition** NA
[cC(MAM- WHZ and/or MUAC and /or

oedema]

Prevalence of combined SAM [WHZ <-3 (9) 2.0 % (12) 2.3 % 0.715
SD and/or MUAC < 115 mm and/or (1.1-3.695% C.l)  (1.4-3.795%C.l.)

oedema

*With SMART or WHO flags a missing MUAC/WHZ or not plausible WHZ value is considered as normal when the other value is laleaila
**Based on mamal calculation since Emergency nutrition Assessment (ENA) software only provides point prevalence including confidence imig for
combined GAM and combined SAM.
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When data were combined for both WHZ and MUAC and Oedem&.8% [15.1- 23.1 95% C.I.LGAM rate is derived

in DSCC and 13% [10.9-17.1 95% C.I.jn DNCC Slum with a combined SAM rate of 260/1.17 3.6 95% C.I] and
2.3% [1.4- 3.7 95% C.I.] respectively. There was statistically significant difference of cGAM [P=0.046]. However, in
cSAM thee was no significant difference [P=0.715] between the two Slums.

TabB® Prevalence of combined GAM and SAM by sex, based o
SMART survey, DSCC Sl um -dodeDRCEZ2SI| um, May

DSCC Slum DNCC Slum
HIGICSIOS Boys Glrls Boys Girls P—valug
. n=223 | n=235 | n=205 n=221 | [BoysvsGirs]

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

GAM  [WHZ % SD andlor  (14.8-26.9  (130-230  (10.6-190 (95-180  DSCC 0478
MUAC < 125 mm and/or 95% C.1.) 95% C.1.) 9% Cl)  95%C.l) o
oedema]

Prevalence of combined (6) 2.7 % 3)1.3% (10) 3.9 % (2) 0.7 %

SAM [WHZ <-3 SDandlor  (0.4-4095% (0.4-3.995% (22-68  (0.2-29  DSCc 020
MUAC < 115 mm and/or C.l) C.l) 95% C.l.) 95% C.1.) o
oedema

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

Further disaggregated analysis by sex demonstrates that boygere 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 boysgirid in DSCC

and DNCC Slum.

Tab83® Prevalence of combined GAM and SAM disaggregated by
[ and/ or oedema]*, SMART survey, DBLCe S2@2n2 and DNCC S| um,

Pvalue
Indicators Younger Older Younger [6-23 vs 24-59]
[6-23 months] [24 -59 months] [6-23 -
n=176 n =282 months]
n =202 =

Prevalence of combined (29) 16.5% (57)20.2% [7.6 [31] 15.3% (42) 12.7 % DSCC: 0.328
GAM  [WHZ <2 SD (11.9-22.395% -15.395% C.l] (11.3720.5 (9.5-16.9 ONCC: 0.370
and/or MUAC < 125 mm C.l) 95% C.1.) 95% C.1.) o
and/or oedema]

Prevalence of combined (6) 3.4 % [1]10.4 % (5) 2.5% (7 2.1%

SAM [WHZ <-3 SD (1.6-7.295% @ [0.0-2.795%  (1.0-5.995% (1.074.95% DSCC:0.116
and/or MUAC <115 mm Cl.) C.l] C.l) 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 bleaila

Further disaggregated analysis by younger vs older indicates that older children [289 months] had slightly higher
cGAM prevalence [16.5% vs 20.2%, P=0.328] in DSCC Slum. Vice versa in DNCC, younger childg@nn@nths]
had higher with prevalence of [15.3% vsl2.7%, 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.

i bution of total GAM cases by WHZ and MUAC crite
2

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% : 1.9%

GAM by WHZ only, \ L A GAM by WHZ only, | GAM by both
\ n=58

GAM by WHZ only: Child with WHZ <-2 and MUAC =125mm
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.
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4.4.4 Prevalence of Underweight by WAZ

The underweight prevalence by WAZ among children-69 months wasfound 37.4% [32.7- 42.3 95% C.l.] in DSCC
310 AOGO PAO 7(/ Al AGOEAAAOQCEI T AABVARGHCE]NANCCARegddize®dasOE
O ( E & lprésknted in table below”. There is significant difference in overall underweight prevalence between two
Slums [p=0.013]

17 WHO Classification of Underweight: Low <10%, Mediumz 10 Z 19.9%, Highz 20 7 29.9%, Alarming/Critical - >30%
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Tab82 Prevalence of based on WAZ bySI|Simunmn,d DPDWACRTFI $SHnuenmy,2e0MN 2

DSCC Slum DNCC Slum P-value
| Indicators n = 455

Global underweight  (170)37.4% (155) 29.2 %

[WAZ <-2 SD] (32.7-42395% C.l) (25.0-33.895%cC.l) 0013
Moderate underweight [WAZ <-2SD and (131) 28.8 % (132) 24.9%

>=-3 SD] (24.6-33.495% C.l) (21.0-29.295% C.l) 00198
Severe underweight (39) 8.6 % (23) 4.3 %

[WAZ <-3 SD] (6.3-11.595% C.l)  (2.9- 6.4 95% C..) 0.007

TabB8 Prevalence of basedr wai gMAZ by sex, SMART survey,- DS
June 2022

DSCC Slum
Indicators : : P-value
[Boys vs Girls]

Global underweiaht (87) 394%  (83)355%  (79)30.5%  (76)27.9% |
oval Undenvelg (325-46.6  (29.3-42295% (25.0-36.6  (221-34.695%  DSCC 042l
DNCC: 0.543
Moderate (70)31.7% = (61)261%  (70)27.0%  (62)22.8 % |
underweight [WAZ<-  (25.6-38.4  (21.0-31.995% (21.4-335  (17.4-20.395%  DSCC' 0189
2SD and >=3 SD] 95% C.l.) C.l) 95% C.1.) C.L.)
< orweighy | D TT% (22) 9.4 % (9) 3.5 % ( (14) 5.1 % |
evere underwelg (49-11.9  (6.2-14.195% 1.9-6.495% (3.2-8.395% Do 0-509
[WAZ<-3 SD] DNCC: 0.313
95% C.1.) c.l) c.l) c.l)

Further sex based disaggregated analysis found mtatistically significant differences [p >0.05] between boys and
girls for global, moderate, and severe underweight although it was comparatively more prevalent among boys.

TabB84 Prevalence of underweight based on WAZ by age gr ouj

DSCC Slum DNCC Slum

May une 2022

Indicators Younger Older Younger Older P-value
[6-23m] [24-59m] [6-23 months] [24 -59 months] [6-23 vs 24-59]
n=174 n =281 n =201 n =330

Global (53) 30.5 % (117) 41.6 % (55) 27.4 % (100) 30.3 % DSCC: 0.015
[WAZ<-2 SD] 95% C.I.) 95% C.1.) 95% C.1.) 95% C.1.)

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.1.) 95% C.1.) 95% C.1.)

3 SD]

Severe (9) 5.2 % (30) 10.7 % (8) 4.0 % (15) 4.5 % DSCC: 0.035
underweight (2.6-10.295% | (7.5-15.095% (2.0-7.795% @ (2.6-7.895% DNCC: 0.785
[WAZ<-3 SD] C.l) C.l) C.l) C.l)

When comparing the prevalence of underweight for younger children 3 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] irDSCC SlunlLikewise, the underweight prevalence was found higher

40| Page



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 theeen younger and older
children for underweight in DNCC Slum.

Tab8® Preval ence of wunderweight based on WAZ by age grot
Mayune 2022

- DSCC Slum DNCC Slum

Age Sample Severe Moderate Normal Sample Severe Moderate Normal

groups underweight | underweight underweight | underweight

Age 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 41 323 127 13 137 8 5.8 38 277 91 664
30-41 88 10 11.4 21 239 88 10 120 6 5.0 33 275 81 675
42-53 100 8 8.0 38 38.0 100 8 93 5 54 22 237 66 710
54-59 37 4 10.8 10 270 37 4 47 1 2.1 16 340 30 63.8

Total 455 39 86 131 288 455 39 531 23 43 132 249 376 70.8

When data was further disaggregated by age group, both severe and moderate underweight prevalence was highest
among the same age group of 3801 months [11.4%] and 4253 months [38.0%] respectively] in DSCC Slum.
However, the severe and mderate underweight prevalence was highest among the age groups-28 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 peHAZ among children 859 months wasfound 35.9%
[31.0-41.1 95% C.1.] in DSCC ar5.6% [22.0-29595% C.IET $. ## 31 O0i OEAO AOA Al
O(ECES OAOPAAOGEOATI U AO b A ® The(sév@rdstuptitigpvalentedal 0id70% FO OE
-10.7 95% C.1.] in DSCC arl3% [3.7 - 7.6 95% C.L.Jin DNCC. There is significant difference observed in global
[35.9% vs 25.6%, P=0.001pnd moderate[28.0% vs 20.3%, P=0.009] prevalence of stunting among two slums.
However, there was no significant difference observed amongevere stunting prevalence between the two slums
[P>0.05].

TabB8®&® Prevalence of Stunting based on HAZ, SMARJusar26¢?

DSCC Slum DNCC Slum P-value
Indicators n = 457 N =528 [DSCC vs DNCC]

0 0
Prevalence ofsuning SLO-411696C1) (220-70508%cCl) 00
[HAZ<-2 SD] (31.0-41. v C.l)  (22.0-29. 0 C.1.)
Prevalence of moderate stunting [HAZ (128) 28.0 % (107) 20.3 %
<-2 SD and >=3 SD] (23.7-32.795% C.I.)  (16.9-24.0 95% C.1.) 0.009
Prevalence of severe stunting [HAZ< -3 (36) 7.9 % (28)5.3%
SD] (5.7-10.795% C.l)  (3.7-7.6 95% C.1.) 0.103

18 WHQUNICEFCut Off Pointsfor stunting using ZScore {2 Z scores in populations: 5% - Very low; 2.5<10% - Low; 10-<20% -
Medium; 20-<30% - High; | o% - Very High)
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2

Indicators

DSCC Slum

DNCC Slum

bBe Prevalence of stunting based, omSGAZSIbwym sexd SWMAGES I
22

P-value

[Boys vs Girls]

Prevalence of stunting 9 41:9 % (71)30.2%  (67)26.0%  (68)252%

HAZ<-2 SD] (35.4-48.795% (24.3-36.995% (21.1-315  (20.4-30.6  prc& oose
cl) cl) 95% C.l) = 95%C.l.)

Prevalence of  (74)333% (54)23.0%  (54)20.9%  (53)19.6 %

moderate  stunting | (27.6-39.6 95% (17.9-20.095% (16.2-26.6  (15.7-243  pnc ocos

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

SD]

orovalence of severe (19 8:6% An72%  (1350%  (1556%

sunting [HAZ< 3§ | (©6712995%  (47-11095%  (30-83  (32-9695% pycc o764
cl) cl) 95% C.1.) 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. The 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 stuntingg[0% vs 5.6%]. However, the differences of stunting rates between
boys and girls were not statistically significan{P>0.05]in DNCC Slum.

Preval ence of based on HAZ MS

2022

TabB8é
June

by age&€ &l aump,

DSCC Slum DNCC Slum

Younger Older Younger

stunting

P-value

Indicators [6-23 vs 24-59]

[6-23 months]
n=175

[24 -59 months]
n =282

[6-23
months]
n=131

Prevalence of stunting (56) 32.0 % (108)38.3%  (49)246%  (86)26.1% DSCC: 0.185

[HAZ<-2 SD] (25.5-39.3 (32.1-44.9 (18.6-31.9 (21.9-30.9 DNCC: 0.707
95% C.1.) 95% C.l.) 95% C.l.) 95% C.l.)

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.1.) 95% C.1.)
Prevalence of severe (14) 8.0 % (22) 7.8 % (13) 6.5 % (15) 4.6 %

stunting [HAZ< -3 SD] (49-12995% (5.3-11.495% (3.7-11.4 (2.9-7.195% DSCCZIO-934

C.l) C.l) 95% C.l.) C.L) DNCC: 0.363

When comparing the prevalence of stunting for younger children [@3 months] vs older children [24-59 months];
older children in DSCC Slum had higher but not significant prevalence of gédth32.0% 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 significaarhong
older children for global [24.36% vs 26.1%, P=0.707] and moderate [18.1% vs 21.6%, P=0.332] anck versa for
severe stunting [6.5% vs 4.6%, P=0.363].
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Severe Moderate Normal SEVEIE 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 20 150 106 79.7
18-29 128 10 7.8 45 352 73 57.0 136 7 51 27 199 102 75.0
30-41 88 8 9.1 24 273 56 @ 63.6 119 10 84 29 244 80 672
42-53 100 7 7.0 34 340 59 @ 59.0 93 2 22 20 215 71 76.3
54-59 37 2 5.4 8 216 27 | 73.0 47 2 43 11 234 34 723
Total 457 36 7.9 128 28.0 293 641 528 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 3@1 months [91%] 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 f13thonths
[8.4%] and [24.4%] respectively.

4.5.6 Prevalence of Overweight based on WHZ

Overweight or obesity among children is defined as Weighfor-Height Zscore >+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.

Tab4® Prevalence of overweight based on WHZ and by sex [ ni
Sl um, -JMaye 2022

DSCC Slum DNCC Slum
IEieE e AII Boys Girls All Boys Girls
n =456 n=222 n=234 n =531 n =259 n=272
Prevalence  of (O) 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% C.1.) 95% C.1.) 95% C.1.) 95% C.l1.) 95% C.l1.)

Prevalence of  (0)0.0% (0)0.0% (0)00%  (0)0.0%  (0)0.0%  (0)0.0%
severe overweight = (0.0-0.095%  (0.0-0.0  (0.0-00  (0.0-0.0 = (0.0-0.0  (0.0-0.0
[WHZ > 3 SD] C.l) 95% C.I)  95%C.l)  95%C..)  95%C.)  95% C.l)

TabWheée Severity of mal WHO/iUNIoOhEFasc lppssi fication -3018&o08athb:
SMART survey, DSCC Slum -4dodeDRCZ22S| um, May

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, * 0,
*Underweight [WAZ] 37.4% 29.2% *Serious

* The severity of underweight is based on WHO classification.
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Tab#2 Prevalence of Acute malOutmointtihosn, aSARIT cshuirlvderyen DS C
Sl um, -JMaye 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]
. 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 childrénrfionths in DSCC Slum w&s4%
[1.3 7 20.4 95% C.[.and in DNCC Slum wa%.1% [2.2- 21.2 95% C.l.]There was no signficant difference with p
value=0.758. Similaly, prevalance of Stunting among childrer®months shows [DSCC: 21.6%, DNCC: 14.38aH
Underweight [DSCC: 23.5%, DNCC: 16.3%].

448 LowWomel 6 O - 51! #

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 preghant and lactating women with
children 0-23 months was 3.4% [1.67.0] in DSCC and 3.9% [2:8.7] in DNCC Slum as presented in Table below.
The low MUAC prevalence for women who were pregnant or lactating with anfant less than 6 months was 5.1%
[2.1-11.7] and 7.0% [3.015.2] in DSCC and DNCC Slum respectively. There was no significant difference observed
in low MUAC prevalence between two Slums.

Tab4® Low vwsonmMeWAC [ <210 nsmr,veSyMARODISCC Sl um and ubXECZX2 S| um,

DSCC Slum DNCC Slum P value
Women MUAC DSCC vs DNCC
Low MUAC
[Among PLW with children 0 -23 3.4% 3.9%
months] 266 9 e70 300 12 5367 0.759
Low MUAC
. . 5.1% 7.0%
[Among PLnV]\(l):/]\f[lrt]g*]chlldren <6 98 5 [2.1-11.7] 43 | 3 [3.0-15.2] 0.603
MEAN MUAC Women 1549 Years | N | | Mean[SD]| N | | Mean[SD] | |
0,70 80 -51# ¥ 258.2 260.1
266 - 2.0] 306 - 2.0] -

*Exclusively among women who were pregnant or lactating with ananf <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 seking behaviors of pregnant mothers and access to health
centers or other programs.

Tab44 Access to ANC (Antenatal Care) Services and Il ron Fol
Sl um, -JMaye 2022

Source of Antenatal Care services DSCC Slum DNCC Slum
%[96%Cl] | N | n | %[95%Cl
5

Zoeraisgi?:;n;nv;zrgj?c:;:cessing AN 621 95 1 ag s 70049 0 P8 8419 (73.391.1]

Government health centre 62 14 | 22.6% [12.936.5] | 69 2 2.9% (00.810.9]

Private health centre 62 18 | 29.0% [19.341.2] @ 69 19 | 27.5% (16.941.7]

NGO health programme 62 28 | 45.2%[32.548.5] | 69 | 39 | 56.5% (43.269.0]

No 62 7 | 11.3%[03.1-23.0] 69 @11 @ 15.9% (09.026.8]
Intake of Iron Folic Acid

Yes 62 40 @ 64.5%[52.475.1] 69 | 47 | 68.1% [54.679.2]

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 NG 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 Antengal 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 healtl
care provider either at health facilities or home, while [ANC: 42.6% and PNC: 8.8%] motkavent 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% anBNC: 13.9%] mothersvent for checkup at least

4 times.

Tdl4L5 ANC (Antenatal Care) and PNC (Postnatal Care) check
Mayune 2022

Source of Antenatal Care services DSCC Slum

% [ 95% CI]

Antenatal care (ANC)checkup 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% (82.693.9]

At least 4 ANCheckups 204 | 87 | 42.6% [35.450.3] 237 100 | 33.8% (33.851.1]

Postnatal care (PNCgheck-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]

At least 4 PN@heckups 204 18 @ 8.8%[5.813.4] 237 100 | 13.9% [8.9-21.1]
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4.5 Retrospective Prevalence of Diarr hoea

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.

Tab4 e
and

Diarrhoea
Prevalence

[6-59

Preval ence of
DNCC S I|-Juum, e MaQy2 2

DSCC Slum

di arr hoea

DNCC Slum

b anseeedk orne csayl mhp tpoemsi oodv, e rS MeA R Tw

.I % [ 95% CI] -. %[95% Cl __ Pvalue

months]

All 20.1% (16.224.7) 16.0% (12.819.7)
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 ( ] 6-23 vs 24-59 [ ] 6-23 vs 24
24-59 0.133 59

282 | 50  17.7% (12.824.1] ’ 330 40 12.1% [8.9-28.2] 0.002
months

*Diarrhoea defined as the passage of three or more loose or liquid sioadsday.

The prevalence of diarrhoea among children &9 months was20.1% [16.2-24.7] and 16.0% [12.819.7] in DSCC
and DNCC Slums respectivelys presented in table 44 above. Further disaggregating data by sex and age groups
demonstrates that there was no significant dference 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 623 months compared to children 2459 months [DSSC: 23.9% vs 17.7%, p233] 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 takefollowing treatment, reported by the

caregiver.

Tab4® Health seeking behavior of caregivers, SMARTes 202y
Treatment Sources / Health Seeking
SERaVIONE -- % [ 95% CI] -- % [ 95% Cl]
Oral Rehydration Solution (ORS) 80.4% [69.9-87.8] 89.4% (81.594.2]
Zinc tablet or syrup 92 17 | 18.5%[11.1-:28.9] | 85 | 19 @ 22.4% (14.532.9]
Homemade saline 92 4 4.3% [01.016.9] | 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% (37.459.4]
Treatment from hospital 92 5 5.4% [02.212.5] | 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 | 54%[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 Supplementati on and Immunization

b4 é& Suppl ementation and | mmunization coverage, SMARMTe s
22

Supplementation and Immunization DSCC Slum DNCC Slum

-- % [ 95% Cl -ﬂ %[ 95%Cl

Medasles I|Im9musr;;zatlo?hby both card 86.0% [80.8-89.9] 86.0% (81.589.5]
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% (63.977.7]

Deworming (24-59 months) 282 | 181 | 64.2% [57.1-70.7] | 330 | 223 | 67.6% (60.2-74.2]

MNP supplementation (659 months) | 458 4 0.9% [00.3-02.2] 532 4 0.9% [00.3-02.0]

The proportion of children aged 659 months received vitamin A in the last six months in DSCC was 7%?2and
DNCC was 71.2%An estimated86.0% children aged 9 to 59 months werevaccinated against measles as confirmed
by card, p7.6%] and by recall [28.3%] in DSCC Slum. Similarly, in DNCC Slum an estéd 86.0% children aged 9

to 59 months werevaccinated against measles as confirmed by car®3.0%] and by recall [22.9%].As shown in

the table above, the overall coverage of vitamin A supplementation, deworming and measles vaccination were
foundtobeCT T A AOO OOEI 1T AAI T x OEA 3PEAOA 30AT AAOAGO OAA

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 ge t 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 age2B0
months were included in the survey for DSCC and DNCC Slum respectively.

The table below pres ents the summary findings of IYCF indicators

Tab4® Summary Findings of | YCF practices, SMART wue vel22 C

DNCC P- Value
Indicator % [95% [DSCC B
DNCC]
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
s 53.1% 45.7 %
within 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 %
rl?;]r;:risr;]t;eedlng at12 - 23 months | 113 104 [87.6-96.4] 118 107 [85.4-05.8]
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Indicator ) 0 DSCC 8
DEEEINNN Ak

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 %
Diversity [>=5 food months 176 | 91 [42.9-60.4] 202 | 91 [63.1-54.5]
groups]
Minimum Meal Frequenc 6-23 0.833
Znon breastfed chiclldren / months 176 7 4.0 % 202 6 3.0%
. [0.6-20.0] [0.4-20.9]
[>=4 full meals]
Minimum Meal Frequency 6-8 0.787
. _ 84.2 % 77.1 %
Z breastfed children [>=2 months 38 32 [48.7-96.7] 48 37 [18.7-98.0]
full meals]
Minimum Meal Frequency 9-23 0.542
. _ 138 77.5% 64.9 %
Z breastfed children [>=3 months 107 [36.9-95.3] 154 | 100 [35.8-86.1]
full meals]
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 | 79 449 % 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 6@01[51.9-67.7] which is below the national rate of
69.0% and comparatively lower than DNCC Slum which was found 66.3% [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 29.715.7-49.0] which is below the national rate of 65.0%
and comparatively lower than DNCC Slum which was found &6.5% [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 88.J45.6-60.6] while in DNCC Slum it
was bitlower compared to both slums with rate o#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-23 months in DSCC Slum was 286[22.9-35.1]
which is comparatively lower than DNCC Slum which was found a1.8% [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 123 was reported92.0% [87.6-96.4]in DSCC an@0.6%
[85.4-95.8] in DNCC Slum showing nsignificant difference [p=0.681] higher in DSCC compared to DNCQr8!

4.8.6 Minimum Dietary Diversity

The minimum dietary diversity [>=5 food groups] wasreported at 51.7% [42.9-60.4] in DSCC and5.0% [36.1-
54.5] in DNCC Slum showing nsignificant difference [p=0.508] higher in DSCC compared to DNCC Slurhis also
indicates that nearly half of the children in DSCC and more than half DNCC Sidich 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-8 months [>=2 ful meals per day] and 923 months
[>=3 full meals per day] were reported as84.2% [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% [0@8.2] of non-
breastfed children aged &3 months in DSCC Slum and 3.0% [002D.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 norbreastfed children) aged 623 months was found 83.0% [75.988.3] in DSCC
and 70.8% [63.277.4] in DNCC SlunThis indicates significant differencgp=0.011] among both locations.

4.8.8 Minimum Acceptable Diet

The minimum acceptable diet was 44.9% [36-53.6] in DSCC and 36.1% [28-44.8] in DNCC Slum among children
aged 623 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 acceptablestliwith [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
AOANOGAT O1 U AT T OONORA BUMOD ASGHAO ACFA A B -arEd#é, BNTE98.8%) andl thédhtegor$ 3 #
OAATTA 1710060 AOANOCADODAOAT 1 &0 MESABSKMIDANOD @8O Y8 4EA O
DOl AOAO6 AAOACTI OU xAO OEA OEEOA 1.6%0r0DS@EDAINAG.A% iODNCIhA T 1
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 [623 months], SMART survey, DSCC Slum and DNCC Slum;MMag 2022

Complementary feeding pattern among childre23months during previous day

Other fruits and Vegetable =gy 52.3%
e RN20
EAGFYAY | OKSINSZENLA" o,
Eoos I, 27 5%
99 29.7%

Meat, Fish [T %, 3 2%
Milk and Milk product |G, 10,07

Pulse, legumes and nut< s 14,0

Grains, Roots, Tuber 98.3%
97.0%
Breastfecd I . £ 57
0.0% 20.0% 40.0% 60.0% 80.0% 100.0% 120.0%
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4.9 Food Security and Livelihood

4.9.1 Household Reduced Coping Srategy Index [rCSl]

Reduced Coping Strategy Index was expressed to understand the different behaviors related to food consumption
as a coping strategy when food shortage occurs. Table SBows the level of coping strategies for the surveyed
households inboth Slums
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Tabb® Reduced Coping Strategy Index [rCSI], SMARTUnsurwey,

Reduced Coping Strategy DSCC Slum DNCC Slum P value
Index [rCSI]
No or low coping (G-3) 72.9% [66.8-78.2] 78.3% [75.0-81.3] 0.101
[919/1261] [1031/1317]
Medium coping (49) 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 rCSl)

As seen in above table, majority of the households had adopted no or low coping strategy in DSCC and DNCC Slun
Furthermore, Medium coping strategy was found [DSCC: 15.1%, DNCC: ¥3.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 rCSland 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 foodbased 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
OADPT OOAA OOAT U 11T 1A0O POAEAOOAA Al ATI1 O: 25.224) ®lloked BYA T (
OOAAOGAA OEA 101 ARO 1T AAl AAOAT DPAO AAUG AO +$3##d co

Fi gwrrekood based coping strategies, SMART surkerye DEBEZLX Sl u

#DNCC Slum wDSCC Slum

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

Reduce number of meals eaten in a day 19-9%23 39

Limit portion sizes at mealtime 11.6%

174%

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

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 experieit@sed food
security scales are. Findings are preséad in the table below.

Tabb®Food I nsecurity ExPBBMAREnsar $eg)] eDSCC S| um uammed 2D0N2C2C S

FIES Catego DSCC Slum DNCC Slum
Moderate or severe 32.1% 32.3%
Severe 2.1% 4.2%

Note: Calculation waglone using FIES calculatottps://fies.shinyapps.io/ExtendedApp/

Approximately one third households [DSCC: 32.1%; DNCC: 32.3%] experienced moderate or severe level and only
few households [DSCC: 294; 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 Sluhine most frequent food insecurity experience by the household members

ET AT OE 310010 xAO OADPi OOAA Ox1 OOEAA AAT 6O 110 EAOEI
001 AAT A o601 AAO EAAIT OEU AEI T Ad AO r$3##d ows8ubh $. ##4
Fi gureypeskFooofd | nsecurity SMAR&@risenvey, DSCC S| um uanmned 2DON2C2C

Different types of food Insecurity Experience over last 30 days
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4.10 Water, Sanitation and Hygiene

4.10.1 Main source of drinking water

Survey findings indicated that, more than 95% householdseported accessing drinking water either from WASHA
supply or deep tube well (DSC®8.8%, 27.4% and DNGC7.9%, 16.3% respectively). Other drinking water sources
were water ATM booth, bottled or jar water and NGO supply water etc.

Tabb2Food I nsecurity ExPBMAR&Ensar $eyw) eDSCC S| unmduanned 2D0N2C2C S

Source of drinking water DSCC Slum DNCC Slum

$EOAAO 713(1860 68.8% [56.6-78.9] 77.9% [66.8-86.1] 0.222
[868/1261] [1026/1317]
Deep Tule 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 drinkipwater without any purification or treatment. Only few households
[DSCC: 18.8%, DNCC: 20.1%] responded that they always purify the water before drinking.

FigwBrePurification of drinking water, SMART-IMMaye ve22DSCC

Percentage of HH purify drinking water in ) Percentage of HH purify drinking water in
DSce ekl DNCC
know
0.0%

Often, 1.6%

Sometimes,
5.5%

Often,
0.7%

Sometimes
, 2.4%

4.10.3 Main Challenges of drinking water

Household reported challenges of drinking water in both Slums were [DSCC: 40.0%, DNCC: 55.8%. most
frequent challenge regarding drinking water experienced by the household members in boBlums was reported
Mad smell and waste particles presentinthe watér AO ¢ $3##d Tu8ubPh S$linadetudte v L
water supply asperdemand AO ¢ $3##d pyY8oebh $.##d o0c0c8ub¥YS3
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Tabb® Main Challenges, o3MART nkumgew,at@3$CC S| umuanned 2DON2C2C S

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 snell 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

410t (1 OOAEI 1 A6O 41T EI A0 &AAOI OEAO AT A - AT ACAI AT O 1T &
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 slumsiBes 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.

Tabb4€ Main Challenges O0ARdIdrsnkiveg, wWRBEC, SBum amudheDNROQ 2S1| u

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 gdoat one third of the caregOA O AEAT 6 O AE
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%]
respectively8 3AATT A EECEAOO OAODPITOA xAO OADPI OOAA OEAAAC
DNCC Slums. However, about ofthird of households with a child under five did not dispose child feaces safely,
which makes children susceptible to diseasesansmitted via the fecaloral route.
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Fi gw®Or eManagement of Child Feces, SMART sur vayme RI2CC2 S| um

BDNCC slum ®mDSCC slum

Picked up and thrown oul of compaound {in opean) &ﬁé’

Picked up and thrown in solid waste pile or, dustbin or drain

Child passed excreate on the clath and washed in the - 13.0%
bathroom/tubawell 11.1%:

Left in the open where child defecated

32.6%
32.5%

=)
Bt
o
2

Picked up and threw in latrine

39.1%
Child used latrine 36.2%

0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0% 35.0% 40.0% 45.0%

4.10.5 Handwashing Behaviour

Handwashing withsoapat “critical moments" during the day preventsthe spread of many diseases, for
examplediarrhoea and cholerathat are transmitted through fecalkzoral route. There are five critical times during
the day where washing hands with soap is important to reduce fecalral transmission of diseasebefore cooking

i O POAPAOEIT ¢ &I T Ah AEOAO AAEAAAOEIT T h AAAE OA AAOQEIT C
/breastfeeding .Other occasions when correct handwashing technique should be practiced in order to prevent the
transmission of disease inclde 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 pra@tes 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 Slumrasented in figure 10 below.

Fi guroe Handwashing practices with Soap during critical ti
Mayune 2022

B DNCC slum mDSCC slum

Before breastfeeding sz?%

: 22.2%
Before Feeding child _ 27.2%
After disposing of child's feces/cleaning child m‘f"‘%

i 36.6%
Before eating food 43.8%

i .
Befare cooking or serving food 25.9% hes 5%

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 90.0% 100.0%

Information about handwashing items was also collected, frequent hand washingbaviour 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 (DSC&3.5%; DNC@4.9%) while less than half of
the caregiver wash their hand with water and soap (DSC@5.1%; DNCE34.7%). See figure 11 below:
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Fi gurie Frequently used items for handwashing, SMARUTnsuRO0g

Items used most frequently during hand wasing amon Items used most frequently during hand wasing
q y g B 9 among caregiver of under 5 children in DNCC slum

caregiver of under § children in DSCC slum

Water and
sand/mud
Waterand 0.4%

sand/mud , 0.2%

Waterand

ash, 0.2%
Furthermore, survey findingsre’A A1 AA OEAOh Ail1l OEA EI OOAEI 1 AO AI1860
low in DSCC (76.8%) compared to DNCC (89.6%). As presented in figure 12 below.
Fi gur2e Household Access to Soap, SMARTSIswumyv-éMayeD33CC2S| um
DSCC Slum DNCC Slum
10.4%

= Soap observed within one minute ® Soap observed within one minute

= Soap not observed within one minute/no soap = Soap not observed within one minute/no soap

4.11 Retrospective Mortality

The overall Crude Death Rate found in DSCC 0.19% (0@.38) and in DNCC 0.12% (0.08.27) at 10,000/Day
which shows almost the similar rates in both slums. However, Under 5 death rate was comparatiwdligher 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. Household level questions were asked to
determine the cause of each deathnder the broad categories of illness or injury/trauma.

19 https://emergency.unhcr.or g/entry/38763/mortality -surveillance-threshold
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TabbBb Retrospective Mortality and Cause of Deat h, -JSUMART
2022
DSCC Slum DNCC Slum
Death Rate .
. Desdgn Death Rate
(0) (0)

Population ][/10,000/Day 95% ClI Effect [/10,000/Day] 95% ClI

Overall* 0.19 0.10-0.38 1.06 0.12 0.05-0.27
| By Sex

Male [0.12-0.57] [0.03-0.33]

Female [0.04-0.39] [0.05-0.36]

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 Sample

lliness Household 100.0% Household member deaths @ 85.7%

. member [n=9]
Injury deaths [n=9] 0.0% 14.3%

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

5. DISCUSSION

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

5.1 Malnutrition

The survey findings revealed that Global Acute Malnutrition (GAM) prevalence based on WHZ among children 6
vw TTOEO &£ O A O0O6AOU (ECE 1O #OEOEAAI 6 ET $3## 010
lcsybqgq OEAO EO Ai O AiT 1 OEAAOAA AO O(ECE 10 3A0EI 60
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, ahigher 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 comparetb healthier children [Lancet, 2013]. Acute malnourished children
are also in need of lifesaving treatment to prevent risk of death.When comparing the prevalence of acute
malnutrition in younger children [6-23 months] vs older children [2459 months]; in DSCC older children had
higher prevalence of GAM [20.2%], while in DNCC younger children had prevalences#M [12.9%] which almost
similar [12.8%] with older children].

Using MUAC as an indicator for acute malnutrition, the GAM prevalence wa8% [1.1-3.6 95% C.1.] in DSCC Slum
which is comparatively lower than DNCC Slum, with a rate at 2.8% [¥4(7 95% C.l.].The SAM prevalence was
found 0.7% [0.2-2.0 95% C.1.] in DSCC with no SAM cases found in DNCC Shaor. 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 communitgcreenings using global thresholds are not enough to
detect all acutely malnourished children eligible for treatment as per WH@commendation.
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The overall combined GAM [cGAM] prevalendeund 18.8% [15.1- 23.1 95% C.I.Jn DSCC with a combined SAM
(cSAM) rate of 2.06 [1.1- 3.6 95% C.l.and in DNCC slum cGAM 134[10.9-17.1 95% C.I] and cSAM 2.3% [14

3.7 95% C.1.] respectively. There was statistically significant difference of cGAM [P846]. However, in cSAM there
were no significant difference [P=0.715] between the two Slum3he cGAM and cSAM is an aggregated indicators
which provides overall acute malnutrition prevalence based on WHZnd/or MUAC and/or Oedema altogether.
Looking at mmbined 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 caseloac
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 contespecific
decision-making, caseload calculation and Joint Response Planning [JRP]

In Bangldesh, 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 innowative 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 prevdence by WAZ was foun®7.4% [32.7-42.3 95% C.I.] in DSCC which categorized as
O3AOETI 606 AO DPAO 7(/ OEOAOETherd Gas dnificant diréréngeddbsetvadiin A
underweight prevalence between two Slums [p=0.013]When comparing the prevalence of underweight for
younger children [6-23 months] vs older children [2459 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 prevalene 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 moderatenderweight in DNCC Slum.

The overall stunting prevalence among children %9 months was found35.9% [31.0-41.1 95% C.I.] in DSCC and
25.6 % [20.0- 295 95% C.ILJET $. ## 31 O0I xEEAE EO Al 1 OEAAOAA OOA
WHO/UNICEF lagest 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 &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 [2459 months]; older children in DSC 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 differenc&milarly, 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] amite versa forsevere stunting [6.5% vs 4.6%, P=0.363].

20 https://www.ennonline.net/fex/61/gamafghanistan
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Fi gulr3e Paleeence of wasting, under wei ght and stunting disag
and DNCC Sl Juum, e MaOy2 2

Further gender-based analysis as seen in above figure 13 indicates that boys are more likely to be undernourished
compared to girls inall forms of malnutrition except GAM by MUAC in both locations. The undernutrition was also
found higher among boys for wasting [by WHZ and cGAMhd vice versa for MUAC based GAM and underweight
prevalence in DNCC SlunmAlthough the point prevalence indcates boys are likely to be more undernourished
compared to girls, but the difference is not significant difference [p>0.05].

Fi gurde Preval ence of wasting, underweight and stunti rugn,by
Mayune 2022

As seen in the above figure 14, the prevalence of wasting was further disaggregated by age group, which
demonstrated that older children aged 2459 months are more likely to be acutely undernourished in DSCC Slum
and vice versa for MUAG®ased GAM prevalenceSimilarly, wasting prevalence by all indicators was found higher
among older children in DSCC SlulVhen comparing the prevalence of underweight and stunting by age group,
older children aged 2459 months found to be more underweightand stunted in both [30.5% vs 41.6%, p=0.015

for Underweight; 32.0% vs 38.3%, p=0.185 for StuntingDSCC Slum and2[.4% vs 30.3%, p=0.499 for
Underweight; 24.6% vs 26.1%, p=0.707 for Stunting] DNCC Slum.

58| Page































































































































































