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 EXECUTIVE SUMMARY  

Background and Objectives  

In Bangladesh, the urban context has its unique characteristics and complexities. Considering the basic causes and 

underlying causes of malnutrition, there would be differences between children residing in rural households 

compared to a household in congested slums or on a pavement. The malnutrition levels among children and PLW 

living in extreme poor households in urban slums are expected to be high.  Meanwhile, the Covid-19 pandemic not 

only affected the health situation, but will also had a profound impact on many spheres: political, social, human, 

environmental, economic and infrastructural. There is a high risk of further deterioration of health and nutrition 

situation, access to health and nutrition services because of the COVID-19 pandemic and increased cost of living 

and the potiential impact on food security and nutrtion. 

 

However, there is a lack of nutritional data for children under five and pregnant and lactating women (PLW) living 

in the urban slums. Previous national level surveys also focused on rural and urban areas; hence, there is data 

paucity specifically for urban slums 

 

Therefore, it was essential to evaluate its adverse effect on health and nutrition that will support the identification 

of a potential deterioration of access to and / or coverage of nutrition services, and deterioration of nutrition 

outcomes due to specific factors linked to Covid-19 epidemics.   

 

In May-June 2022, the Action Against Hunger Bangladesh in partnership with Concern Worldwide and World Food 

Programme conducted two independent integrated nutrition surveys in Dhaka North City Corporation (DNCC) and 

South City Cooperation (DSCC) slums. National Nutrition Services (NNS), the Institute of Public Health Nutrition 

(IPHN), MoHFW and respective City Corporations authorized these assessments.  

 

The main objective of these assessments was to determine nutrition status (e.g. wasting/acute malnutrition, 

stunting and underweight) of children of 5 years of age, pregnant and lactating women (PLWs). The study also 

aimed to determine possible causal factors for better understanding of the malnutrition situation in the slums that 

might have deteriorated due to the impact of COVID-19. The collected data included: household demography, 

anthropometry, morbidity, mortality, infant and young child feeding practices (IYCF), vitamin A, measles 

vaccination, and deworming coverage among children, access to antenatal care (ANC) and iron supplementation 

among pregnant women including ANC and post-natal care (PNC) checkups during the last pregnancy, food 

security, and Water Sanitation and Hygiene (WASH).  

 

The assessment findings and recommendations will inform timely and effective multi-sectoral interventions as well 

as support stakeholders for necessary changes in their programme policies or interventions.  

 

Methodology:  

Two population representative cross-sectional household surveys following SMART methodology  was conducted 

which included two-stage cluster sampling (e.g. stage 1: selection of cluster using PPS sampling; stage 2: random 

selection of households) to achieve the desired outcomes of the survey. 

 

The sample size in number of children was calculated using ENA software [version January 11th, 2020] which was 

then converted into number of households to provide a representative sample for the anthropometric and mortality 

indicators in DSCC [Children-387, households-1336] and DNCC [Children-387, households- 1336].  

 

A total of 56 clusters for each corporation were selected using PPS method using the ENA software. Each selected 

cluster included 24 households and measured all eligible children for anthropometric measurements. The study 

finally surveyed all targeted clusters covering minimum number of households and children 6-59 months of age.1 

                                                           
1 4ÈÅ ÍÉÎÉÍÕÍ ÐÅÒÃÅÎÔÁÇÅÓ ÏÆ ÃÌÕÓÔÅÒÓ ÓÕÒÖÅÙÅÄ ɍІωπϷɎ ÁÎÄ ÃÈÉÌÄÒÅÎ ÍÅÁÓÕÒÅÄ ɍІψπϷɎ ÓÔÉÐÕÌÁÔÅÄ ÂÙ ÔÈÅ 3-!24 ÍÅÔÈÏÄÏÌÏÇÙ ÔÏ ÅÎÓÕÒe representativeness 
were achieved for this survey.   

https://smartmethodology.org/about-smart/
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The sample size for anthropometric indicator was determined to achieve adequate precision for acute malnutrition 

and was used as reference sampling of all other indicators for this survey. No additional sample size was calculated 

for IYCF. All children 0-23 months found in the enumerated households were included to assess the IYCF practices.  

 

Finally, children aged 0-23 months included for IYCF indicators were 213 in DSCC and 245 in DNCC. It should be 

noted that IYCF indicators require a larger sample size for results to be representative which is  is difficult to 

achieve through SMART sampling frame due to narrow age specific IYCF indicators (e.g. 0-5 months for exclusive 

breastfeeding, 12-15 and 20-23 months for continuation of breastfeeding etc.). Therefore, the results of the IYCF 

indicators are only provided as indicative information and are not representative for the whole population.  

 

SUMMARY FINDINGS  

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

Indicator  Sample DSCC Slum DNCC Slum P-
Value2 

N n % 95% CI N n % [95% CI]  [DSCC 
VS 

DNCC] 
CDR [/10,000/Day]   

Population 
- - 0.19 

[0.10-0.38] 
- - 0.12 

[0.05-0.27] 
- 

U5DR 
[/10,000/Day]  

- - 0.63% 
[0.20-1.93] 

- - 0.16%  
[0.02-1.17] 

- 

GAM [WHZ]  
 
 
 
 

Children 6-
59 months 

 

456 84 18.4% 
[14.7- 22.9] 

531 68 12.8 % 
[10.1 - 16.1] 

0.027 

SAM [WHZ] 456 7 1.5% 
[0.8 - 3.1] 

531 12 2.3% 
[1.4 - 3.7] 

0.279 

GAM [MUAC] 458 9 2.0% 
[1.1-3.6] 

532 15 2.8% 
[1.7 - 4.7 

0.383 

SAM [MUAC] 458 3 0.7% 
 [0.2 - 2.0] 

532 0 0.0% 
[0.0 - 0.0] 

0.111 

cGAM [WHZ & 
MUAC] 

458 86 18.8% 
[15.1-23.1] 

532 73 13.7 % 
[10.9-17.1] 

0.046 

cSAM [WHZ & 
MUAC] 

458 9 2.0% 
[1.1 - 3.6 

532 12 2.3% 
[1.4 - 3.7] 

0.715 

Stunting [HAZ]  457 164 35.9% 
[31.0-41.1] 

528 135 25.6% 
[22.0ɀ29.5] 

0.001 

Underweight 
[WAZ]  

455 170 37.4% 
[32.7-42.3] 

531 155 29.2% 
[25.0-33.8] 

0.013 

Diarrhea  458 92 20.1% 
[16.2-24.7] 

532 82 16.0% 
[12.8ɀ19.7] 

0.137 

,Ï× 7ÏÍÅÎȭÓ 
MUAC [<210mm]  
 

PLW with 
0-23 month 

children 

266 9 3.4% 
[1.6-7.0] 

306 12 3.9% 
[2.3-6.7] 

0.759 

PLW with 
o-5 month 
children 3 

98 5 5.1% 
[2.1-11.7] 

343 3 7.0% 
[3.0-15.2] 

0.578 

 

 

                                                           
2 P-value is a number obtained using statistical test, which indicates the strength of findings. P value < 0.05 indicates a significant difference between the two parameters. 
3 Exclusively among women who were pregnant or lactating with an infant <6 months, as this subset was eligible for ongoing humanitarian programmes such as TSFP, IFA 
supplementation, and IYCF. 
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Table 2: Key findings of IYCF, ANC/PNC, FSL and WASH, SMART survey, DSCC and DNCC, Bangladesh, May-June 
2022 

 IYCF Indicator  

 
 

Sample 

DSCC Slum DNCC Slum P-
Value 

N 
 

n 
 

% [95% CI]  N 
 

n 
% [95% 

CI] 

[DSCC 
VS 

DNCC] 

Early Initiation of 

breastfeeding for children  

0-23 

months 
213 118 

60.1 % 

[51.9 - 67.7 
245 160 

65.3% 

[59.1-71.0] 

0.297 

Exclusive Breastfeeding with 

six months  

0-5 

months 
37 11 

29.7 % 

[15.7 - 49.0] 
43 20 

46.5% 

[5.6-92.3] 

0.076 

Exclusive breast feeding within 

two days of delivery  

0-23 

months 213 113 
53.1 % 

[45.6 - 60.6] 
245 112 

45.7 % 

[38.8 - 

52.9] 

0.152 

Continuation of Breastfeeding 

at 12- 23 months   

12- 23 

months   
113 104 

92.0 % 

[87.6-96.4] 
118 107 

90.6 % 

[85.4-95.8] 

0.681 

Bottle feeding f or children  

 

(0-23 

months) 

213 61 28.6 % 

[22.9-35.1] 

245 78 31.8 % 

[25.9-38.6] 

0.465 

Minimum Dietary Diversity 

[>=5 food groups]  

6-23 

months 
176 91 

51.7 % 

[42.9-60.4] 
202 91 

45.0 % 

[63.1-54.5] 

0.508 

Minimum Meal Frequency ɀ 

non breastfed children [>=4 

full meals]  

6-23 

months 176 7 
4.0 % 

[0.6-20.0] 
202 6 

3.0 % 

[0.4-20.9] 

0.833 

Minimum Meal Frequency ɀ 

breastfed children [>=2 full 

meals]  

6-8 

months 38 32 
84.2 % 

[48.7-96.7] 
48 37 

77.1 % 

[18.7-98.0] 

0.787 

Minimum Meal Frequency ɀ 
breastfed children [>=3 fu ll 
meals]  

9-23 
months 

138 
 

107 
77.5 % 

[36.9-95.3] 
154 100 

64.9 % 
[35.8-86.1] 

0.542 

Overall Minimum Meal 
Frequency (6 -23 months)  
 

6-23 
months 176 146 

83.0 % 
[75.9-88.3] 

202 143 
70.8 % 

[63.2-77.4] 

0.011 

Minimum Acceptable Diet  6-23 
months 

176 
 

79 44.9 % 
[36.5-53.6] 

202 73 36.1 % 
[28.4-44.8] 

0.141 
 
 

Source of Antenatal Care services  DSCC Slum  DNCC Slum  

N n % [ 95% CI]  N n % [ 95% CI]  

% Of pregnant women accessing ANC 

services from any sources 

62 55 
88.7% [77.0-94.9] 

69 58 
84.1% (73.3-91.1] 

Antenatal care (ANC) check-up during 

pregnancy by any health care provider 

either at health facilities or home 

 

204 

 

181 

 

88.7% [83.0-92.7] 

 

237 

 

212 

 

89.5% (82.6-93.9] 

Postnatal care (PNC) check-up within 42 

days of delivery by any health care 

provider either at health facilities/ 

home  

 

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 

Index [rCSI]  

 

DSCC Slum 

 

 

DNCC Slum 

 

 

P value 

 

No or low coping (0-3) 

 

72.9% [66.8-78.2] 

[919/1261]  

78.3% [75.0-81.3] 

[1031/1317]  

0.101 

 

Medium coping (4-9) 

 

15.1% [11.7-19.1] 

[190/1261]  

13.9% [11.7-16.6] 

[183/1317]  

0.590 

 

High coping (>=10) 

 

12.1% [9.2-15.6] 

[152/1261]  

7.8% [6.3-9.8] 

[103/1317]  

0.020 

 

FIES Category DSCC Slum DNCC Slum 
Moderate or severe 32.1%  32.3%  

Severe 2.1%  4.2%  
 

Source of drinking water  DSCC Slum DNCC Slum 
 

P value 
 

$ÉÒÅÃÔ 7!3(!ȭÓ ÓÕÐÐÌÉÅÄ 
water 

68.8%  [56.6-78.9] 
[868/1261]  

77.9%  [66.8-86.1] 
[1026/1317]  

0.222 
 

Deep Tube well 
 

27.4%  [17.4-40.3] 
[345/1261]  

16.3%  [9.1-27.7] 
[215/1317]  

0.134 
 

Top challenges reported by HH  
Bad smell and waste particles 
present in the water 

45.5% [36.6-54.8] 
[230/505]  

53.1% [44.4-61.6] 
[390/735]  

 
0.230 

Inadequate water supply as 
per demand 

18.6% [13.0-25.9] 
[94/ 505] 

33.5% [25.7-42.4] 
[246/735]  

 
0.006 

Household Access to Toilets  
Piped with sewerage system 90.3% [81.2-95.3] 

             [1139/1261]  

49.4% [36.5-62.4] 

           [650/1317]  

0.000 
 

Mixed with nearby drain or 
water body 

3.6% [1.1-10.9]  

       [45/ 1261] 

         46.6% [34.3-59.4]  

         [614/ 1317] 

0.000 
 

The executive summary report can be source online  

Key Highlights  

 

Ɇ Global Acute Malnutrition  (GAM) rate among children was found to be above the emergency thresholds 

ɉȰ6ÅÒÙ (ÉÇÈȱɊ of >15% in DSCC slums (18.4%) and remained in the second highest category ɉȰ(ÉÇÈȱɊ in 

DNCC slums (12.8%). 

Ɇ Chronic malnutrition  (stunting) among children was found to be above the Very High/Critical 

WHO/UNICEF thresholds of >30% in DSCC slums and remained in the second highest category of >20% 

ɉȰ(ÉÇÈȱɊ in DNCC slums. 

Ɇ While comparing the gender, boys were more undernourished in all forms of malnutrition (e.g. wasting, 

stunting and underweight) compared to girls 

Ɇ Looking at the age groups older children (24-59 months) were more undernourished in all forms of 

malnutrition (e.g. wasting, stunting and underweight) younger children (6-23 months).  

Ɇ Diarrhoea prevalence (DSCC- 20.1%, DNCC- 16.0%) among children 6-59 months was relatively high  

compared to the national average rate of 5.0% and was more prevalent among younger children (0-23 

months). 

Ɇ Poor infant and young child feeding (IYCF) practices  varied with optimal (breastfeeding) and sub-

optimal (Complementary feeding) levels in both locations. 

Ɇ Vitamin A  supplementation coverage found to be below the national average (79 %), except for measles 

vaccination (>85.0%) and deworming coverage (>64%) were found to be above the national average 

Ɇ Less intake of micronutrient powder (MNP)  among children 6-59 months during previous days 

(<1.0%). 

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

https://acutemalnutrition.org/en/resource-library/4x6y8R6HUezxLB60PM2p0s
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Ɇ Accessing Antenatal Care (ANC) services among pregnant women were found to be relatively high 

(>=85%) but iron folic acid intake was reported low.   

Ɇ ANC and PNC checkups were optimal for at least one visit but were reported very low for at least four 

visits  in both locations. 

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

Ɇ Majority  of the households had adopted no or low coping strategy in DSCC (72.9%) and DNCC (78.3%) 

Slum based on Reduced Coping Strategy Index (rCSI) 

Ɇ However, One-third households [DSCC: 32.1%; DNCC: 32.3%] reported with medium or severe  food 

insecure based on Food Insecurity Experience Scale (FIES) who negatively adopted the situation 

through consumption-based coping strategies to deal with food shortages. This affects both the quantity 

and quality of food consumed. 

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

of water quality. 

Ɇ Poor hand washing practices with soap during critical times expect after defecation and disposing of 

child feaces.  

Ɇ  Sanitation continues to be an issue in DNCC slums as contents of latrines are mixed with nearby drain  

or water point with high risk of contamination of water borne disease. 

Ɇ Unsafe disposal of child feaces also remains a concern in both locations which makes children susceptible 

to diseases transmitted via the fecal-oral route. 

 

Recommendations and priorities 

1. 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. 

2. Set up community based screening, detection and referral of acute malnourished children and PLWs 

including routine growth monitoring activities in urban slums area 

3. Strengthen the provision of quality nutritional treatment through exiting stabilization center or SAM corner 

at government health facility. 

4. 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. 

5. Set up community based management of acute malnutrition programmes (e.g. OTP and TSFP for SAM and 

MAM respectively) in urban settings with use of context specific appropriate nutrition treatment products. 

6. Enhance prevention programming including promotion  of infant and young child feeding (IYCF) and care 

practices to address high levels of undernutrition . 

7. Develop a multi-sectoral Social Behaviour Change and Communication (SBCC) strategy for the population 

living in urban slums across nutrition-specific and sensitive interventions to enhance diversified food 

consumption in order to address the underlying causes of malnutrition.  

8. Strengthen routine Expanded Programme for Immunization (EPI) and ensure sensitization to enhance 

programmes coverage (e.g. vitamin A, immunization and deworming etc.) through community engagement. 

9. Strengthen initiatives at the community and household level which promote personal hygiene and 

sanitation (handwashing, water treatment, proper disposal of waste, etc.) to minimize the occurrence and 

severity of diarrhoea in children.  

10. Introduce food assistance programmes where needed and expand government safety net programmes for 

the vulnerable families living in urban slums targeting nutritionally vulnerable groups.   

11. Scale up WASH programmes in urban areas to help breaking the link between waterborne diseases on 

malnutrition of children and PLWs 

12. Develop nutrition strategy for urban slums under the leadership of Bangladesh National Nutrition Council 

(BNNC) and bring together all relevant government ministries, key stakeholders and private sectors to 

establish multi-sectoral linkages on health, agriculture and food, social protection, education and social 

affairs etc. 
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1.  INTRODUCTION  

1.1 Geographic and Demographic Information  

Table 3: Summary of Geographic Area and Surveyed Population 

Geographic Description of the Survey Area and Population  
Period of survey May-June 2022 
Country, City Corporation Bangladesh, Dhaka North and South City Corporation 
Province/District/Sub -district  Dhaka North and South City Corporation 
Type of setting (rural, urban, camp, etc.) Urban Slums 
Season when survey was conducted Summer  
Total number of slums/segmented slums in survey 
area  

North city -225;   South city - 120 

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

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

Type of population (resident, IDPs, refugees, mixed, 
ethnic and/or religious groups) 

Resident (Bangladeshi nationals) 

 

Bangladesh is divided into 8 Divisions (Dhaka, Chittagong, Khulna, Sylhet, Rajshahi, Barisal, Rangpur, and 

Mymensingh) which are then divided into 64 Districts comprising 492 Sub districts/Upazilas.4                                  

Dhaka is a diverse city and capital of Bangladesh located in central Bangladesh beside the Buriganga River with a 

population 22,478,116 (BBS 2011 projected to, 2022). Dhaka District shares borders with Narayanganj on the EAST 

side, Manikganj on the WEST side, Gazipur and Tangail on the NORTH side, Munshiganj and Rajbari on the SOUTH 

side. Dhaka Metropolitan area consists of 51 thanas under Dhaka City Corporation Area. Dhaka district consists of 

5 Upazilas, 2 City Corporation, 3 Municipality (Pourashava), 79 Union Parishads and 1863 Villages.                                                         

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 : Dhaka City Corporation 

  

                                                           
4 http://www.kabirhat.com/bangladesh-district/ http://www.bbs.gov.bd/  

 

 

http://www.kabirhat.com/bangladesh-district/
http://www.bbs.gov.bd/
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1.2 Dhaka North and South City Corporation area  

Dhaka North City Corporation (DNCC) area located 

in between: 90°20 ' and 90°26' north latitudes and 

in between 23°44 ' and 23°54 'east longitudes with 

the area of 197.22 square kilometers. DNCC divided 

into 10 zones, consists of 28 Thana, 54 wards within 

which there may be one or more villages and 125 

villages.  

                                             

Dhaka South City Corporation (DSCC) with an area 

of 109.251 sq. km, located in 23° 43' 27" north 

latitudes and in 90° 24' 29" east longitudes with the 

area of 109.251 square kilometers. DSCC consists of 

23 Thana, 75 wards within which there may be one 

or more villages and 238 villages. DNCC is inhabited 

by an approximate 12,000,000 persons.     

 
       

In the census of slum Areas 2014, a total of 13,938 

slums were counted covering all cities and other 

urban areas of Bangladesh (BBS 2015). Out of 

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

(11.80%), Dhaka South (12.59%), and Gazipur (9.23%) City Corporations. During the census of slums, 2,227,754 

populations were counted and of these populations, 1,185,875 (53.2%) lived in big slums (100 or more 

households). A slum is a cluster of compact settlements of 5 or more households which generally grow very 

unsystematically and haphazardly in an unhealthy condition and atmosphere on government and private vacant 

land. Slums also exist on the owner-based household premises and generally have the following six characteristics 

in the context of Bangladesh (for detail, see BBS 2015): 

 

a) Structures of slums are generally very small in terms of geographic area such as jhupri, tong, tin-shed, semi-

pucca structures and dilapidated buildings;  

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

c) Slums generally grow on government, semi-government land, private vacant land, abandoned 

building/houses, and slopes of hill or rail-line and road sides;  

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

unhygienic environment. 

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

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

agricultural jobs. 

 

After extensive field visits and feasibility, population living in pavements, and informal settlements, and slums of 

Concern and WFP working areas in Dhaka North City Cooperation and Dhaka South City Corporation, were selected 

for the assessment team (travel time, security, etc.) for data collection. The full scope of the sampling frame was to 

decide after a full mapping of available data reviewed and agreed by ACF, Concern and WFP. 

1.3 Interventions in slums area by Concern Worldwide and WFP  

Since 2012, Concern Worldwide has been implementing the Integrated Urban Programme through local 

implementing partners mainly Sajida Foundation, Nari Maitree, and SEEP where one of the main sectors is 

ÎÕÔÒÉÔÉÏÎȢ 7ÉÔÈ ÔÈÅ ÓÕÐÐÏÒÔ ÏÆ )ÒÉÓÈ !ÉÄȟ #ÏÎÃÅÒÎ ÉÓ ÃÕÒÒÅÎÔÌÙ ÉÍÐÌÅÍÅÎÔÉÎÇ Ȱ)ÍÐÒÏÖÉÎÇ ,ÉÖÅÓ ÏÆ ÔÈÅ 5ÒÂan Extreme 

0ÏÏÒ ɉ),5%0Ɋȱȟ ÔÈÉÓ ÐÒÏÇÒÁÍÍÅ ÉÓ ÂÅÉÎÇ ÉÍÐÌÅÍÅÎÔÅÄ ÉÎ ÅØÔÒÅÍÅÌÙ ÐÏÏÒ ÁÒÅÁÓ ÏÆ $ÈÁËÁ ÁÎÄ #ÈÉÔÔÁÇÏÎÇ #ÉÔÙ 

Corporations that have the greatest number of squatters and pavement inhabitants in the country. Within these 

cities, the programme targets the extreme urban poor, living in squatter settlements, underdeveloped slums and 

Figure 2 Location of slums in DNCC and DSCC 

Corporation 
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on pavements. The ILUEP programme delivers targeted individual livelihood support mainly through asset 

transfers, training, and savings. The programme provides nutrition support, addresses gender equality, prevents, 

and addresses Gender-Based Violence (GBV), facilitates access to improved water and sanitation facilities and 

promotes improved hygiene practices. At higher level, advocacy efforts are aiming for improved service delivery to 

meet the entitlements of the Urban Extreme Poor (UEP).  

 

Besides, WFP has been implementing Urban Food Assistance programme in in Dhaka North City Corporation. Under 

this project, households meeting the targeting criteria receive a monthly stipend of BDT 3,000 using a mobile ɀ 

bKash ɀaccount 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 

ÐÁÒÔÎÅÒȭÓ ÍÁÐÐÉÎÇ ÉÓ ÁÔÔÁÃÈÅÄ ÁÓ annex 3. 

 

1.4 Survey Justification  

In Bangladesh, the urban context has its unique characteristics and complexities. Considering the basic causes and 

underlying causes of malnutrition, there would be differences between children residing in rural households 

compared to a household in congested slums or on a pavement. The malnutrition levels among children and PLW 

living in extreme poor households in urban slums are expected to be high.  Meanwhile, the Covid-19 pandemic not 

only affected the health situation, but also had a profound impact on many spheres: political, social, human, 

environmental, economic and infrastructural5.  The Demographic Health Survey for Bangladesh (2017/2018) 

indicates a Global Acute Malnutrition (GAM) prevalence for under-5 children of 8.8% for Dhaka and 7.9% for 

Chattogram. The national GAM prevalence for children living in urban households is 8.9% and for children living in 

households belonging to the lowest wealth quintile is 10.0%. There was a high risk of further deterioration of health 

and nutrition situation, access to health and nutrition services because of the COVID-19 pandemic and increased 

cost of living and the potential impact on food security and nutrition. 

 

However, there was a lack of nutritional data for children under five and pregnant and lactating women (PLW) 

living in the urban slums. Previous national level surveys also focused on rural and urban areas; hence, there was 

data paucity specifically for urban slums.  Therefore, it was essential to evaluate its adverse effect on health and 

nutrition that will support the identification of a potenti al deterioration of access to and / or coverage of nutrition 

services, and deterioration of nutrition outcomes due to specific factors linked to Covid-19 epidemics.   

 

Therefore, Concern Worldwide and World Food Programme  wished to enter into a partnership with Action Against 

Hunger to conduct two independent SMART nutrition surveys in the slums areas of Dhaka North and South City 

Cooperation. The survey findings and recommendations will be used to inform new programme design, and to 

advocate for any necessary changes in policy or health and nutrition services. 

During survey implementation, necessary technical and operational recommendations will be followed as per 

interim guideline to ensure adequate safety precautions for the beneficiaries as well as for the survey team . The 

assessment will be authorised by National Nutrition Services, the Institute of Public Health Nutrition (IPHN), 

MoHFW and the respective City Corporation.  

2. SURVEY OBJECTIVES  

2.1 Main Objectives:   

The  main objective was to determine current nutritional status of children aged under five including mortality 

status among the population living in the pavements, informal settlements and slums of Dhaka North and South 

City Corporation. The study was also aim to determine possible causal factors for better understanding of 

malnutrition situation in the survey areas. 

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

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

¶ To determine the prevalence of acute and chronic malnutrition including underweight and overweight among 

children aged 6-59 months.  

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

¶ To estimate the nutrition status of pregnant and lactating women with child <24 months based on MUAC 

(<210mm)   

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

¶ 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. 

¶ To determine the prevalence of diarrhea among children aged 6-59 months based on two weeks recall method 

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

59 months. 

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

months. 

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

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

¶ To determine enrolment into antenatal care services and coverage of iron-folic acid supplementation in 

pregnant women. 

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

¶ To assess postnatal care status among women aged 15-49 years ×ÈÏȭÓ most recent live-born child received a 

health check while in facility or at home following delivery, or a post-natal care visit within 2 days after 

delivery. 

¶ To assess prevalence of household food insecurity status and food based reduced coping strategies (rCSI) are 

used by households.  

¶ 4Ï ÄÅÔÅÒÍÉÎÅ ÔÈÅ ÐÏÐÕÌÁÔÉÏÎȭÓ ÁÃÃÅÓÓ ÔÏ ÓÁÆÅ ÄÒÉÎËÉÎÇ ×ÁÔÅÒȟ ÓÁÎÉÔÁÔÉÏÎȟ ÁÎÄ ÈÙÇÉÅÎÅ ÆÁÃÉÌÉÔÉÅÓȢ  

 

3. METHODOLOGY  

 
This nutrition assessments were conducted by using SMART methodology for cross-sectional surveys. Nutrition 

surveys based on the SMART methodology are simple, rapid, and transparent to provide nutrition data for 

immediate action. The standardized procedures and recommendations are given in order to collect timely and 

reliable data from the field. 

3.1 Survey Area 

Two population representative cross-sectional surveys have been conducted in the slums of Concern and WFP 

working areas in Dhaka North City Cooperation and Dhaka South City Corporation (annex 3). The study areas were 

covered by slums that have a mix of Pucca6, semi-pucca7 and kacha houses. There is no organization or pattern in 

the way households were arranged. However, the slums are defined by the name of the head/representative8 or 

smallest geographic areas (like para, mohalla) for each slum. However, due to the unavailability of the complete list 

ÏÆ ÓÌÕÍÓ ×ÉÔÈ ÔÏÔÁÌ ÐÏÐÕÌÁÔÉÏÎ ÕÎÔÉÌ ÎÏ× ÆÒÏÍ ÔÈÅ ""3ȟ Á ÔÏÔÁÌ ςψψ ÓÌÕÍÓȭ ÄÁÔÁ ×ÁÓ ÃÏÌÌÅÃÔÅÄ ÆÒÏÍ .'/Ó ÃÕÒÒÅÎÔÌÙ 

working in the Dhaka north and south city corporation notably Concern Worldwide and WFP.  

 

                                                           
6 Pucca: It is strong houses. They are made up of wood, bricks, cement, iron rods and steel. Flats and bungalows. Such houses are called permanent houses. 
7 Semi pucca: These are tenements which are generally constructed of katcha or semi-pucca materials like mud, bamboo, grass, leaves, reeds, thatch, 
unburnt bricks etc. and are inhabited by a large number of households.  
8 It is observed that this person controls, represent the total slum population and is assumed to be person who has begun the slum for first time.  
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Table 4 : Demographic information of selected slums 

Name of city corporation  Number 
settlements/Clusters  

 

Estimated population  

Dhaka South City Corporation 120 67,772 

Dhaka North City Corporation 225 199,209 

 

The details list of geographical coverage is attached in annex 3  

3.2 Type of survey   

A population representative cross-sectional household survey following the Standardized Monitoring and 

Assessment of Relief and Transitions [SMART] methodology was designed. Two-stage cluster sampling was used 

for sampling and data collection. The interim guidance on resuming population-based surveys during COVID-19 

released on October 8th 2020 by the SMART Global Team was referred to these SMART surveys. During survey 

implementation, necessary technical and operational recommendations were followed as per interim guideline to 

ensure adequate safety precautions for the beneficiaries as well as for the survey team9. 

3.3 Sample Size Calculation 

The sample sizes were designed to achieve reasonable precision for estimates of acute malnutrition as well as 

mortality separately for two population slum groups: Dhaka North City Corporation slums (DNCC) and Dhaka South 

City Corporation (DSCC) slums. All calculations were made using ENA for SMART software (version Jan 11th 2020). 

The purpose of the sample calculation was to get a sample having the optimal units so that results are reliable, with 

reasonable precision. The following assumptions (based on the given context) were used to calculate the sample 

size in number of children, later which have been converted into number of households to survey (corresponding 

to the sample unit). 

 
Table 5: Sample Size Parameters-Anthropometry 

Parameters  DSCC Slum  DNCC Slum Assumptions/Source of Information  

Estimated 
Prevalence of 

GAM (%) 
13.1% 13.1% 

According the 2015 SMART survey in Mirpur slums of DSCC, the 
estimated prevalence of GAM by WHZ was 8.5% (5.5 ɀ 13.1 95% 
C.I.). The Mirpur slums GAM prevalence was used as proxy 
indicator for both areas as there is no recent data for urban 
slums. Considering COVID-19 impact and poor living conditions, 
the GAM prevalence in urban areas are expected to be high. 
Therefore, upper confidence level has been used for sampling.  

± Desired 
precision 

4% 4% 

Precision is based on SMART guidance to allow for reasonably 
precise estimates for each site where slightly lower precision 
has been considered to shorten the duration of data collection 
and as per the new SMART guidance for survey during COVID-
19. 

Design Effect 

 
1.30 

 
1.30 

According to 2015 SMART survey, the design effects of Mirpur 
slum was 1.01. There could be some heterogeneity due to COVID 
and other external factors like continuous migration over the 
past years; design effect should be possible to become higher 
than the previous survey. Therefore, an adjusted design effect of 
1.30 has been used to account for possible heterogeneity among 
clusters in both the study locations. Since the assessment will be 
in the selective intervention area of CWW with similar program 
ÄÅÌÉÖÅÒÙ ÆÏÒ ÎÕÔÒÉÔÉÏÎȟ ÈÅÎÃÅ ×Å ÄÏÎȭÔ ÁÃÃÅÐÔ ÈÉÇÈ ÄÅÓÉÇÎ ÅÆÆÅÃÔ 
in the study location. 

                                                           
9Interim guidance on restarting population level surveys and household level data collection in humanitarian situations during covid-19 pandemic, SMART, 

8th October 2020 

https://smartmethodology.org/smart-survey-guidance-covid-19/
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Sample size 
(children)  

387 387 
Calculated by ENA software 

Average HH 
Size 

3.8 3.8 
According to Baseline Population and Socioeconomic Census, 
3ÌÕÍÓ ÏÆ $ÈÁËÁȟ )#$$2ȭ"ȟ ςπρυ-2016 
 

% Children 
under-5 

9.2 9.2 

% Non-
response 

Households 

 
8 

 
8 

A higher non-response rate has been considered to account for 
possible household absences as most of the slum dwellers 
(both men and women) work outside in the city. 

Sample size 
(households)  

1336  1336  Calculated by ENA software 
 

 

Table 6: Sample Size Parameters: Mortality 

Parameters  DNCC Slum  DSCC Slum Assumptions/Source of Information  

Estimated 
death rate per 
10,000 /day 

0.5 0.5 
There is no previous CDR available in the study locations. Hence, 
according to SMART guideline, the crude death rate of 0.5 has 
been considered here.   

± Desired 
precision per 
10,000/day 

0.3 0.3 
Precision is based on SMART guidance to allow for reasonably 
precise estimates. SMART recommend to use a precision of 0.30 
for a CDR of 0.50 death per 10,000 per Day.  

Design Effect 
 

1.50 
 

1.50 
There is no previous CDR and design effect available in the study 
locations. Hence, according to SMART guideline, the design effect 
of 1.5 has been considered here.   

Recall period 
in day* 

98 112 

International Mother Language Day (21st February 2022) has 
been considered as most memorable recall event. The midpoint 
of data collection for DNCC and DSCC slum area are 28nd May 
2022 (22 May -4 June May) and 11th  June 2022 (5 June- 18 
June) respectively.   

Sample size 
(population)  

3,556 3,112 Calculated by ENA software 

Average HH 
Size 

3.8 3.8 
According to Baseline Population and Socioeconomic Census, 
3ÌÕÍÓ ÏÆ $ÈÁËÁȟ )#$$2ȭ"ȟ ςπρυ-2016 
 

% Non-
response 
Households 

8 8 
A higher non-response rate has been considered to account for 
possible household absences due to women being busy with 
housemaids in other families. 

Sample size 
(households)  

1,017 890 Calculated by ENA software  

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

 

Summary:  Since anthropometry has the highest estimated sample HH for both city corporation slum areas, 

therefore highest number of HHs was the final sample size (BSU) for this survey: 

 
DNCC Slums:  1336    households 
DSCC Slums:   1336   households 
 
Sample size for additional indicators:  
 
4ÈÅ ÏÔÈÅÒ ÉÎÄÉÖÉÄÕÁÌ ɉÅȢÇȢ )9#& ÁÎÄ 0,7ȭÓ -5!#Ɋ ÁÎÄ ÈÏÕÓÅÈÏÌÄÓ ÌÅÖÅÌ ÉÎÄÉÃÁÔÏÒÓ ɉÅȢÇȢ ÈÏÕÓÅÈÏÌÄ ÆÏÏÄ ÉÎÓÅÃÕÒÉÔÙ 

and copping strategies; and water, sanitation and hygeine) were collected from the same households as calcuated 

for the anthropometric indicator.   

 

It should be noted that IYCF indicators require a larger sample size for results to be representative which is difficult 

to achieve through SMART sampling frame due to narrow age specific IYCF indicators (e.g. 0-5 months for exclusive 
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breastfeeding, 6-23 months for minimum acceptable diet etc.). Therefore, the results of the IYCF indicators in the 

Integrated SMART survey are only an indication and NOT a representative for the whole population.  

 

3.4 Sampling procedure  

 
The SMART surveys were conducted with the use of two stage cluster sampling procedure to select the targeted 
population. In the first stage, list of slums (segmented parts of slums) with total population was used to select the 
clusters. In the second stage, list of households updated by the survey team during enumeration process was used 
to select household using simple random sampling technique.  
 
Cluster was the Primary Sampling Unit (PSU) while household was Basic Sampling Unit (BSU).The first stage 
involves selection of clusters from a total list of slum using the Probability Proportion to Size (PPS) method. This 
was applied prior the data collection. The second stage involves the random selection of households from a 
complete and updated list of households. That was conducted at field level.    
 

¶ First Stage Sampling ɀ Sampling frame and selection of clusters  

 

Developing Sampling Frame: A valid list of slums with total population was not available and the secondary data 

available did not include 100% of the slums in Dhaka North and south City Corporation. Besides, there was no 

organization or pattern in the way households are arranged. Due to the complex nature of the urban slum area and 

lack of data, some additional steps have been followed to produce a complate list of clusters for each slums through 

local partners as below: 

 

¶ Initially, a list of slums under WFP and Concern Worldwide working areas was collected from stakeholder 

(Concern) that are organized by geographical unit with total number of households and population.  

¶ Each slum was then divided into smallest geographic unit by population (smallest unit considered as cluster 

normally know as para, moholla, block or lanes etc.) with clear demarcation with support from Concern and 

its partner agency in the field. 

¶ Each cluster was consisting of minimum 60-80 households. For some clusters with very small number of 

households (<60 HHs) were merged with adjacent cluster. 

¶ After segmentation into smaller geographical unit, list of clusters for each slums under DNCC and DSCC 

were combined for create a sampling frame for selecting clusters.  

 

Selection of Clusters: At the first stage, the required number of clusters were assigned randomly using probability 

proportion to size (PPS) sampling. A list of all updated clusters were uploaded into the ENA for SMART software 

where PPS was applied. The number of clusters shall be determined by the number of households to be 

targeted.The number of clusters have been selected to allow for one team to complete one cluster per day.  

 

In some cases, clusters selected randomly might be very large or households very dispersed and sample selection 

can then become very tedious; teams faced long distances to walk and not enough time to complete one cluster per 

day. In those scenarios (approximately more than 80 households in the cluster), segmentation into smaller part 

(max 80 -120 HH each) were used in order to reduce the area that was covered by the survey teams. The objective 

of this procedure is to divide the slums into smaller segments and choose one segment randomly to include the 

cluster. 

 

This division can be done based on existing administrative units (e.g. neighborhoods, lanes, block, sub -blocks  

etc.), natural landmarks (e.g. river, road, rail line, cannel, etc.)  or public places (market, shop, schools, 

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

 

Segmentation into equal parts: If the slum area was divided into 2 or more approximately equal parts each, the 

survey team leader was able to write the name of those parts on pieces of paper that he folds and put into a bag or 
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hat and have the slum leader or his representative choose one part randomly. Therefore, the team goes to that part 

of the slum area to conduct the survey for that cluster. 

 

Segmentation into unequal parts: In some cases, it might be impossible to divide the slum area into equal parts, 

as shown on. Therefore, the survey team tried to find some natural landmarks that can help divide the slum into 

separate clearly defined segments. Once those segments are defined with an approximate population size, one 

segment was selected randomly using PPS as shown in the example below. 

 

Segments Number of HHs Cumulative number of HHs Intervals 

A 70 70 1-70 

B 100 170 71-170 

C 30 200 171-200 

D 190 390 201-390 

 

Then the team had used a random number table (here considering three digits numbers) to select a number 

between 001 and the cumulative total number of households (390) of all the segments. The segment containing 

this number was the one to survey. In this example, a 3-digit number must be picked from 001- 390. E.g., we picked 

167. This number is within the segment B. Survey will therefore be conducted in segment B. For the selection of 

more than one cluster in each block, the v block will be segmented and then simple random technique using PPS 

method will be applied for the assigned number of clusters. 

 
Number of cluster and households to be interviewed / per day  

During the preliminary household listing process and observatory visits, it was identified that all mothers cannot 

participate in the survey throughout the day due to their job/work. It was also observed that if survey team arrives 

early in the morning during 07:00AM to 01:00PM and again during 03:00PM till 07:00PM  then majority of the 

ÍÏÔÈÅÒÓ ÃÁÎ ÐÁÒÔÉÃÉÐÁÔÅ ÉÎ ÔÈÅ ÓÕÒÖÅÙȢ 4ÈÅÒÅÆÏÒÅȟ ÓÕÒÖÅÙ ÔÅÁÍȭÓ ÄÁÔÁ ÃÏÌÌÅÃÔÉÏÎ ÐÌÁÎ ÁÎÄ ÏÆÆÉÃÅ ÈÏÕÒÓ ×ÅÒÅ 

organized flexibly to include maximum mothers and children in the survey with a longer break time during lunch. 

This should be noted that security procedures were given priority and put in place during the survey. 

 

A calculation has been done for each team to estimate the number of households to be surveyed per cluster per day 

at each location. Based on the estimated time to travel to the survey area, select and survey the households, 24 

households were feasible to visit and complete the questionnaire by each team in each day. 

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

Calculation of HH coverage/day/team  

Event/Activity  Time to dedicate  Total time remaining  

Time per day for field work including lunch and 

refreshment/prayer break. 

7:00 -19:00=720 min 720 min 

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 

!ÖÅÒÁÇÅ ÔÉÍÅ ÁÌÌÏÃÁÔÅÄ ÆÏÒ ÈÏÕÓÅÈÏÌÄÓȭ 

interview  by one interviewers (Interview + 

Travel time between household  

35 min+ 5 min= 40 min 

 

All indicators may not require to 
collect from all households 
except demo, food security and 
WASH. For instance, almost two 
ÔÈÉÒÄ ÏÆ ÓÌÕÍȭÓ ÈÏÕÓÅÈÏÌÄÓ ÈÁÖÅ 
no child meaning that team need 
less time for these households. 
For the household having 
children, measurer assistant will 
move to the next households 
after completing  measurement 
in previous HH.  
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4ÏÔÁÌ ÎÕÍÂÅÒ ÏÆ ((ȭÓ ÔÏ ÂÅ ÃÏÖÅÒÅÄ ÂÙ ÅÁÃÈ 

team per day (with one interviewers) 

480 min/40 min per HH=12 

households  

 

4ÏÔÁÌ ÎÕÍÂÅÒ ÏÆ ((ȭÓ ÔÏ ÂÅ ÃÏÖÅÒÅÄ ÂÙ ÅÁÃÈ 

team per day (with two interviewers) 

12 households*2 

interviewer= 24 households 

 

 

Therefore 1336 ÈÏÕÓÅÈÏÌÄÓ Ⱦ ςτ ÈÏÕÓÅÈÏÌÄÓ ×ÅÒÅ ÉÎÔÅÒÖÉÅ×ÅÄ ÐÅÒ ÄÁÙЀ υυȢχЂ 56 clusters needed from both  

dhaka north and south urban slums area. Clusters and reserve clusters were assigned using ENA software. Reserve 

clusters (RC) will only be implemented if >10% of clusters cannot be included or <80% of sample size of children 

is not reached. 
 

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

Study Area  Initial Estimated Sample (HH)  Final Targeted Clusters  Final Targeted HH  

DSCC Slums 1336 56 1344 (56*24 HH) 

DNCC Slums 1336 56 1344 (56*24 HH) 

 

¶ Second Stage Sampling ɀ Household Selection  

Households were selected by using simple random sampling. An updated household list was developed by Action 

!ÇÁÉÎÓÔ (ÕÎÇÅÒ  ÁÎÄ  #ÏÎÃÅÒÎ 7ÏÒÌÄ×ÉÄÅȭ Ó ÐÁÒÔÎÅÒÓ ÓÔÁÆÆ ρ-2 weeks prior to the data collection with the help of 

local commuity leaders or community volunteer. On the day of data collection a verification was also be done in 

case of any changes in the household list was amended. Once the list was updated, the team had used a random 

number generator to select required number of households from the list. A community worker or volunteer or 

leader were appointed by Concern worldwide to guide the survey teams to the selected households on the day of 

the interview. In this case, the team also used a random number generator to select required number of households 

from the list. All children 6-59 months within selected households were eligible for measurement. 

 

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

Additional two reserve days have been kept for the two survey locations for revisiting non-response/absent 

household and missing clusters (if any). To ensure reaching maximum number of targeted samples and mitigating 

the issue of possible high non-response rate (NRR) due to sample exclusion based on COVID health checklist, all the 

households will be followed-up and accordingly revisited. Households tÈÏÓÅ ×ÉÌÌ ÂÅ ÅØÃÌÕÄÅÄ ÂÁÓÅÄ ÏÎ ÃÈÉÌÄȭÓ ÈÉÇÈ 

fever (>=100.4°F/38°C) confirmed by measuring body temperature or presence of any other sign/symptoms of 

COVID-19 will be followed up regularly. A child and/or respondent, mother may have high fever during the day of 

data collection and that could also be due to other morbidity/diseases and not COVID-19. Hence children those 

were recovered from fever without showing any other sign/symptoms of COVID during the period of data collection 

in each survey locations were visited again. Same health screening checklist was employed again during revisit to 

ensure no sick children (with possible sign, symptoms of COVID) are measured. This approach of tracing each child 

and the corresponding household as well as revisiting of other absent households was expected to minimize the 

non-response rate. 

3.5 Health and Safety Measures during Field Work:  

Key technical and operational recommendations that have been followed to ensure all Infection Prevention Control 

(IPC), health and safety measures for the beneficiary as well as for the survey team are as below:  

 

During data field collection:  

 

- Introduction, consent, interviews, and measurement was done outside in an open, shaded area with enough 

space for proper physical distancing wheÒÅÖÅÒ ÆÅÁÓÉÂÌÅ ×ÈÉÌÅ ÓÔÉÌÌ ÒÅÓÐÅÃÔÉÎÇ Á ÐÅÒÓÏÎÓȭ ÐÒÉÖÁÃÙȢ  

 

- All survey team members have been  provided with face masks, hand sanitizers and gloves . Each team 

was to carry safety bag and safely dispose of used personal protective equipment at the end of data collection.  
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- Household members who are directly in contact with the survey team (survey respondent and measured 

children/adults above 2 years of age ) were requested to wear a face mask during the entire household 

interview process. The survey teams have been offering a face mask to the key household members prior to 

the start of the interview if they are not available in the household.  

 

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

wearing a mask  

 

- All team members have been sanitize their hands immediately before entering a household using soap 

and water or alcohol-based hand sanitizer with at least 60% alcohol.  

 

- All surveys had followed the usual methods for measuring oedema, MUAC, weight, height and age using trained 

measurers as per the SMART guidelines. !ÎÔÈÒÏÐÏÍÅÔÒÉÃ ÅÑÕÉÐÍÅÎÔȭÓ ɉÅȢÇȢ ÓÃÁÌÅÓȟ ÈÅÉÇÈÔ ÂÏÁÒÄÓȟ -5!# 

tape) will be disinfected between households .  

 

- Prevent congregation of others (household or community members) around the place of interview, by asking 

to respect distance and privacy.  

 

- Well -functioning vehicles with enough space for sitting was hired for survey team and disinfected 

regularly. All drivers were also provided face mask and hand gloves.  

 

- Before the interview, the team members were screening respondents and all measured subjects . If any 

individual in the household meets any of the following conditions, the household was excluded from the 

survey.  

 

¶ Measure temperature with an infrared thermometer for eligible children and their 

mothers/caregivers. Exclude household only if the eligible child and respondent/mother have 

ÔÅÍÐÅÒÁÔÕÒÅ ІρππȢτЈ& ȾσψЈ# ÁÎÄȾÏÒ ÏÔÈÅÒ ÓÙÍÐÔÏÍÓ ÏÆ #/6)$-19 (e.g. dry cough, sneezing, shortness 

of breath, chest pain or pressure, loss of speech or movement etc.). If there are multiple eligible children 

in a randomly selected households (for example two children) and if one child has high fever while the 

ÏÔÈÅÒ ÄÏÅÓÎȭÔ ÈÁÖÅ ÆÅÖÅÒ ÏÒ ÏÔÈÅÒ #/6)$ ÓÉÇÎȾÓÙÍÐÔÏÍÓ ÔÈÅÎ ÏÎÌÙ ÔÈÅ ÈÅÁÌÔÈÙ ÃÈÉÌÄÒÅÎ ×ÅÒÅ ÉÎÃÌÕÄÅÄ 

as well as that corresponding household. Other members of the HH were also asked if anyone has fever 

or other COVID like symptoms, then that member of the HH was asked to be isolated and kept in 

distance but that was not considered as the HH exclusion criteria. 

 

¶ Inquire about prior diagnosis of COVID -19. Exclude if anyone in the household has tested positive test 

for COVID-19 within the past 14 days.  

 

¶ Ask if any household members that have been in close contact with a confirmed COVID -19 patient 

within the last 14 days. A close contact is anyone who was within 2 meters of an infected person for at 

least 15 minutes. To remind that an infected person can spread COVID-19 starting 48 hours (or 2 days) 

before the person has any symptoms or tests positive for COVID-19. 

 

¶ A suspect case for whom testing for the COVID-19 virus is inconclusive (Inconclusive being the result of 

the test reported by the laboratory) OR a suspect case for whom testing could not be performed for any 

reason. 

 

¶ )ÎÑÕÉÒÅ ÉÆ ÁÎÙ ÏÆ ÔÈÅ ÈÏÕÓÅÈÏÌÄȭÓ ÍÅÍbers currently are in home quarantine or quarantine in centre for 

isolation. 

 

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

- A patient with acute respiratory illness (fever and at least one sign/symptom of respiratory disease, e.g., 

cough, shortness of breath), AND residence in Bangladesh or travel to a country reporting community 

transmission of COVID-19 disease during the 14 days prior to symptom onset. 

- OR 

- A patient/ health care worker with any acute respiratory illness AND having been in contact (see definition 

of contact) with a confirmed or probable COVID-19 case in the last 14 days prior to symptom onset. 

- OR 

- A patient with severe acute respiratory illness (fever and at least one sign/symptom of respiratory disease, 

e.g., cough, shortness of breath) AND in the absence of an alternative diagnosis that fully explains the clinical 

presentation 

-  

     Probable case: 

- A suspect case for whom testing for the COVID-19 virus is inconclusive (Inconclusive being the result of the 

test reported by the laboratory). 

OR 

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

 

  Confirmed case: 

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

 

 

Related to the survey 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 self-quarantine if 

possible or practice strict physical distancing and other protective measures to minimize the risk of COVID-19 

infection. Survey data collection will be started once results have been received and all test results are reported 

as COVID-19 negative.  

 

- Every team member was monitored for his/her symptoms twice a day and report those to the team lead 

(morning before field work and after return from the field). Self-assessment (ideally supervised by another 

team member) should at least include reporting of temperature check for fever (i.e. temperature ІρππȢτ Ј&Ⱦσψ 

°C) and reporting of new/worsening cough.  

 

- In case a team member develops symptoms that are consistent with the local suspect COVID-19 case definition 

the survey manager will withdraw the entire team from field work for the remaining duration of survey or 

until it can be confirmed that all team members are negative for SARS-COV-2 and replace it with a reserve 

team or other team available. 

- 4×Ï ÓÕÒÖÅÙ ÔÅÁÍÓ ɉφ ÅÎÕÍÅÒÁÔÏÒÓɊ ×ÉÌÌ ÂÅ ËÅÐÔ ÁÓ ÒÅÓÅÒÖÅ ÁÎÄ ÔÈÅ ÎÅÃÅÓÓÁÒÙ ÓÕÐÐÌÉÅÓ ÆÏÒ )0#Ó ÅÑÕÉÐÍÅÎÔȭÓ 

will be made available. 

 

- All survey team members were thoroughly trained on modules necessary for implementing a SMART 

survey (e.g. Logistics, Objectives etc.) as well as a review of additional field safety procedures during 

COVID-19 as described above.  

 

Reference:  Interim guidance on restarting population level surveys and household level data collection in humanitarian 

situations during covid-19 pandemic; Version of October 8th, 2020 

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

The anthropometric results for 0-59 months children were based on the WHO 2006 growth standards. All children 
aged 0-59 months and pregnant and lactating women were included for anthropometric measurement. Infant and 
Young Child Feeding (IYCF) practices have been assessed by interviewing the mothers or primary care givers and 
were applicable for children aged below 2 years (under 24 months); diarrhoea for the preceding 14 days and were 

https://smartmethodology.org/wp-content/uploads/2020/10/Guidance-on-Household-Surveys-during-COVID-19_Final-version.pdf
https://smartmethodology.org/wp-content/uploads/2020/10/Guidance-on-Household-Surveys-during-COVID-19_Final-version.pdf
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applicable for children 6-59 months;  vitamin A and measles vaccination were applicable for 6-59 months and 9-59 
months respectively, for which the mother/primary care givers recall and the child vaccination card has been used. 
All eligible children within the same household were included for the survey. If individuals or children are absent, 
the team had revisited the house at the end of the day before leaving the villageIn case there are no children 
identified, other household information (e.g. mortality,  food security and WASH) has been collected. 
Table 9: Overview of survey indicators and their target population 

SL Indicator  Target Population  

Anthropometry an d Morbidity  

1.  Acute Malnutrition by WHZ and/or Oedema 

Children 6-59 months 

2.  Chronic Malnutrition by HAZ 

3.  Underweight by WAZ 

4.  Overweight or obesity by WHZ 

5.  Acute Malnutrition by MUAC and/or Oedema 

6.  
Combined Acute Malnutrition (cGAM & cSAM) by both WHZ 

and/or MUAC and/or Oedema 

7.  Diarrhoea prevalence  

8.  Immunization of Measles  9-59 months 

9.  Vitamin A supplementation  6-59 months 

10.  MNP supplementation  6-59 months 

11.  Low MUAC prevalence among PLWs 
All pregnant and lactating 

women with child <24 
months   

12.  ANC and PNC check up 

lactating women with 
child <24 months  

Women of reproductive 
age 15-49 years  

 

13.  Exclusive breastfeeding (EBF) 0-5 months  

14.  Early Initiation of breastfeeding  
0-23 months 

15.  Bottle feeding 

16.  Minimum dietary diversity (MDD) 
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 (U5DR) Children under 5 years 

21.  
Household Food Security  

Women who is 
responsible for cooking 

22.  
Water, Sanitation and Hygiene  

Household 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 as vaccination or birth registration cards. If documentation is unavailable, age will be recorded 

in months. A local calendar of events will be used to estimate the age (annex 7). 
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d) Weight (in kg): Children was weighed removing of all clothes to the nearest 100g (0.1 kg) by using a SECA 

electronic scale. The children who can easily stand are asked to stand on the weighing scale and their weight is 

recorded. In a situation when the children cannot stand, the double weighing method is applied. 

 

e) 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. 

 

f) Mid Upper Arm Circumference (MUAC) was measured using a flexible non-elastic tape, midway between the 

tip of the acromion process and the tip of the olecranon process of the left arm with the arm hanging freely by 

ÔÈÅ ÃÈÉÌÄȭÓ ÓÉÄÅȢ -5!# ÍÅÁÓÕÒÅÍÅÎÔÓ ×ÅÒe recorded in millimeters (precision to the nearest millimeter). 

 

g) Bilateral Pitting Oedema: was assessed by applying a moderate thumb pressure on BOTH feet for three 

seconds. If oedema is present, a shallow pit will remain after releasing pressure from the feet. Only children 

with bilateral oedema (oedema on both feet) are diagnosed positive for nutritional Oedema. Supervisor 

confirmed all cases of oedema. However, no oedema case found during the assessment 

 

h) Crude mortality rate (CDR): One of the primary goals of humanitarian response to a humanitarian crisis is 

the prevention and reduction of mortality10.The CDR is a metric frequently used to gauge the severity of a 

humanitarian crisis. It is defined as the number of deaths from all causes per 10,000 people per day over a 

specified period of time. It is calculated from the following formula: 

 

CDR = Number of deaths / (mid -interval population / 10,000) x time interval  

= deaths / 10,000 / day  

i)  Under five death rate ( U5DR): U5DR is defined as the number of deaths among children under five from all 

causes per 10,000 people per day over a specific period of time. It is calculated from the following formula:  

 

U5DR = Number of under 5 deaths / (mid -interval population / 10,000) x time interval  

= under 5 deaths / 10,0 00 / day  

 

j)  Diarrhea  was assessed through two weeks recall period. Diarrhea is defined as passage of three or more loose 

or liquid stools in a day in children aged 6-59 months. 

 

k) Use of ORS/zinc during a diarrhea episode : The interviewer was asked the mother/caregiver of the child if 

he/she received ORS sachets and/or zinc during a diarrhea episode. An ORS sachet and a zinc pill were shown 

when asked to recall. 

 

l)  Measles vaccination in children 9 -59 months: Measles vaccination were assessed among children aged 9-59 

months by checking for the measles vaccine on the EPI card if available or by asking the caregiver to recall if no 

EPI card is available. 

 

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

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

card is available. 

 

n)  Case definitions Infant and Young Child Feeding practices:  

Only few important IYCF indicators were used to calculate them are detailed below.  
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ü Exclusively breastfed for the first two days after birth:  Percentage of children born in the last 23 months 

who were fed exclusively with breast milk for the first two days after birth 

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

Children born in the last 24 months 

 

ü Early Initiation of breastfeeding:  Proportion of children born in the last 24 months who were breastfed 

within one hour of birth. 

Children born in the last 24 months who were put to the breast within one hour after birth 

Children born in the last 24 months 

 

ü Exclusive breastfeeding under 6 months:  Percentage of infants 0ɀ5 months of age who were fed 

exclusively with breast milk during the previous day 

Infants 0-5 months of age who received only breast milk during the previous day 

Infants 0-5 months of age 

 

ü Bottle feeding:  Proportion of children 0ɀ23 months of age who are fed with a bottle.  

 

Children 0ɀ23 months of age who were fed with a bottle during the previous day  

                        Children 0ɀ23 months of age 

 

ü Minimum dietary diversity:  Percentage of children 6ɀ23 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: 

 

1. breast milk; 

2. grains, roots, tubers and plantains; 

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

4. dairy products (milk, infant formula, yogurt, cheese); 

5. flesh foods (meat, fish, poultry, organ meats); 

6. eggs; 

7. vitamin-A rich fruits and vegetables; and 

8. Other fruits and vegetables. 

 

ü Minimum meal frequency:  Proportion of breastfed and non-breastfed children 6ɀ23 months of age who 

receive solid, semi-solid, or soft foods (but also including milk feeds for non-breastfed children) the 

minimum number of times or more. 

 

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

¶ Minimum meal frequency for breastfed children [6-8 months] [>=2 full meals] 

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

 

ü Minimum acceptable diet:  Percentage of children 6ɀ23 months of age who consumed a minimum 

acceptable diet during the previous day 

 

Case definitions (women from 15 to 49 years of age)   

 

o) Age: The age was recorded in years on the questionnaire. 

 

p) Pregnant and Lactating Status:  The team leader asked all women if they are pregnant and/or lactating. 
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q) Mid -Upper Arm Circumference (MUAC):  The MUAC was measured in millimeters on the left arm, at midpoint 

between the shoulder's tip and the elbow, on a relaxed arm for all women. 

 

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 15-49 years with a live birth in the last 2 years who during 

the pregnancy of the most recent live birth were attended at ANC check-ups. If the women are lactating 

pregnant having children aged <24 months, the team leader asked if she received ANC check-ups for the 

younger children. 

 

t)  Postnatal care (PNC): Percentage of women aged 15-49 years with a live birth in the last 2 years whose most 

recent live-born child received a health check while in facility or at home following delivery, or a post-natal care 

visit within 2 days after delivery. If the women is lactating pregnant having children aged <24 months, the team 

leader asked if she received PNC check-ups for the younger children. 

 

Water, Sanitation and Hygiene (WASH  

The table below provides an overview of the definitions of drinking water and sanitation (toilet) facilities used in 

the survey and available in the Dhaka urban slums. 

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

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

Drinking water  ¶ Deep Tubewell 
¶ Collected from Water ATM booth by 

payment 
¶ Bottled/ Jar water 

¶ Supply water (WASHA) 
¶ Rainwater collection 
¶ Surface water (lake, pond, dam, 

river)  
¶ Other 

Latrines/toilets  

 

Hygiene Latrine  Unhygienic Latrine  

¶ Piped with sewerage system 
¶ Latrine with septic tank 
¶ Latrine with water seal/  
¶ Payable public toilet with water seal 

¶ Latrine without water seal 
Mixed with nearby drain or 
water body   

¶ Communal sharing latrine  
¶ Payable public toilet without 

water seal Open defecation  
¶ Plastic bag  
¶ Plastic pot/potty  
¶ Others (specify) 
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Table 11: Cut-offs for the Indices for Weight-for-Height z-score (WHZ), Height-for-Age z-score (HAZ), and Weight-
for-Age z-score (WAZ) (2006) AND MUAC cut-offs 

Status 
 
 

Malnutrition Status Classification  

Acute Malnutrition (WHZ)  
Chronic 

malnutrition (HAZ)  

Under weight 

(WAZ)  

Overwei

ght  

(WHZ)  

Weight/ Height 

[WHZ]  
MUAC Height/Age [HAZ]  

Weight/Age 

[WAZ]  

Weight/ 

Height 

[WHZ]  

Global 
WHZ< -2 SD and/or 

Oedema 

MUAC< 125 mm and /or 

Oedema 
HAZ< -2 SD WAZ< -2 SD 

 

WHZ > 

2 SD 

Moder

ate 

WHZ <- ς3$ ÔÏ  І -3 

SD 

ρρυ ÍÍЅ -5!#Ѓ 125 

mm 

HAZ <- ς3$ ÔÏ І -3 

SD 

WAZ <- ς3$ ÔÏ  І 

-3 SD 

WHZ > 

ς3$ ÔÏ Ѕ 

3 SD   

Severe 
WHZ < -3 SD and/or 

Oedema 

MUAC< 115 mm and /or 

Oedema 
HAZ < -3 SD WAZ < -3 SD 

 WHZ > 

3 SD 

 

Table 12: Classification for MUAC in PLW11 

 
Severity  

 
Women- MUAC (mm) 

GLOBAL <210 mm 
MODERATE І ρφπ ÔÏ Ѓ ςρπ ÍÍ 

SEVERE <160 mm 
 

Low MUAC in women was defined as a mid-upper arm circumference below 210 mm for the purpose of this 

assessment in line with the national protocols for community based management of acutely malnourished children 

and PLWs. 

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

Children under Five 

Indicators  

 

Prevalence Thresholds Level [%] 12 

Very high  High Medium  Low Very low 

Wasting [WHZ] І ρυ 10 ɀ <15 5 - <10 2.5- <5 <2.5 

Overweight [WHZ] І ρυ 10 ɀ <15 5 -<10 2.5- <5 <2.5 

Stunting [HAZ] І σπ 20 - <30 10 -<20 2.5- <10 <2.5 

 

Table 14: Sphere Standards CDR and U5DR Emergency Threshold Cut-offs by Region13 

Indicator  Population  
Global Emergency 

Threshold  

Emergency 
Threshold for South 

Asia 

CDR Entire population  >1 death/10,000/day 0.40 

U5DR Children Under 5 >2 deaths/10,000/day 0.90 

                                                           
 

12 WHO/UNICEF latest public health emergency thresholds for the prevalence of wasting, overweight and stunting in children under 4 
years, August 2018 
13 The Sphere Project (2011) Humanitarian Charter and Minimum Standards in Humanitarian Response 
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The most broadly referenced CDR emergency threshold is >1 death/10,000/day among the entire population and 

>2 deaths/10,000/day among children under five years. Sphere standards recommend the interpretation of 

CDR and U5DR by regional cut-offs, as shown in table 14 above . Bangladesh is situated in South Asia, and 

therefore results from t his assessment will be compared with this region.  

 

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

Reduced Coping Strategy Index [rCSI]  Thresholds  

No or low coping 0 - 3 

Medium coping 4 - 9 

High coping І ρπ 

Source: Technical Guidance, Food and Agricultural Organization. 

 

3.7 Ethical Considerations  

All participants were asked for informed consent verbally. No participant was forced to provide information for the 

study; all participation was volunteerly. The survey objectives were clearly explained to all the survey participants 

before gathering data from them. The enumerators were abstain from collecting data from those who will deny or 

show any kind of disinterest in providing information. The enumerators were highly committed to the respondents 

ÔÏ ËÅÅÐ ÔÈÅ ÐÒÉÖÁÃÙ ÏÆ ÓÕÒÖÅÙ ÐÁÒÔÉÃÉÐÁÎÔÓȭ ÉÎÆÏÒÍÁÔÉÏÎ ÁÎÄ ÓÏÕÒÃÅÓ ÏÆ ÄÁÔÁ ÁÓ ×ÅÌÌ ÁÓ ÍÁÄÅ  ÔÈÅÉÒ ÈÅÁÒÔÉÅÓÔ ÅÎÄÅÁÖÏÒ 

to be unbiased in collecting data. Survey approval has been taken from NNS, IPHN and Dhaka City Corporation. No 

sick children as well as the corresponding households especially with COVID-19 sign/symptoms were included in 

the survey. 

In addition to that, a half day preliminary results review, and validation meeting followed by a dissemination 

workshop was conducted in Dhaka and participated by Government Authorities (e.g. BNNC, NNS-IPHN, City 

Corporations) and nutrition cluster members partners (e.g. UNICEF, WFP, ACF,  BRAC, SEEP, Sajida Foundation and 

Nari Maitree) 

 

3.8 Referral  

MUAC only programing are in place with global MUAC thresholds. Therefore, all children identified as meeting the 

case definition for severe (<115 mm) and moderate (>= 115 and <125 mm) acute malnutrition have been refered 

to the nearest nutrition centre (SAM corner or SC) if prgoramme exits. Pregnant and lactating women with 

MUAC<210mm were also refered to the nearest nutrition centre if they are not admitted yet.- 

3.9 Special Cases: 

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

 

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

 

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

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

 

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

 

3.10 Survey Equipment:  

Weight has been measured with SECA electronic scale. SECA scales allow for double measurement. Weight scales 

were calibrated nightly through 2 Kg standard weight. Shorr boards were used for measuring height. Shorr boards 

were calibrated before each survey. All anÔÈÒÏÐÏÍÅÔÒÉÃ ÅÑÕÉÐÍÅÎÔȭÓ ÈÁÖÅ ÂÅÅÎ ÄÉÓÉÎÆÅÃÔÅÄ ÂÅÔ×ÅÅÎ ÅÁÃÈ 

household during the field data collection. Necessary personal protective equipment (PPE) including 15% 

additional buffer to account for supplies required during training as well as any damaged supplies were ensured. 

In addition, teams were given adequate supplies to safely dispose of used personal protective equipment.  

 

3.11 Supervison, Team Composition and Trinning  
 

3.11.1 Supervision  

 

ACF experienced Nutrition Surveillance Head of Department was assigned for overall coordination and 

implementation of this assessment. There was one Surveillance Manager and two survervisors who were 

responsible for operatinal and technical support to the team including field supervision using checklist (annex 8).  

ACF  also deployd one regional SMART advisor (ACF Cananda) for overall technical support. The Health and 

Nutriton Advisor for Asia region, ACF France HQ and the Health and Nutrition Head of Department, Bangladesh 

Mission, have been overseeing the survey and providing necessary support to the survey team.  

3.11.2 Team Composition  

 

The surveys were implemented by 6 teams, each consisting of 4 members: one team leader/measurer, one 

measurer assistant and two interviewers. Each team member has the following designated roles: 

 

¶ Interviewer:  'ÁÉÎ ÃÏÎÓÅÎÔ ÁÎÄ ÃÏÍÐÌÅÔÅ ÈÏÕÓÅÈÏÌÄȭÓ ÈÅÁÌÔÈ ÓÃÒÅÅÎÉÎÇ ÃÈÅÃËÌÉÓÔȟ ÃÒÅÁÔÅ ÈÏÕÓÅÈÏÌÄ ÌÉÓÔÉÎÇ 

of family members and ask mortality related questions, conduct verbal interview while entering data into 

the tablet. 

¶ Team leader measurer:  Introduce the team in the surveyed area, identifiy households, take 

anthropometric measurements of children 6-59 months, fill up anthropometric and cluster control form; 

coordinate and supporte the team. 

¶ Measurer assistant:  Assist in taking anthropometric measurements and confirm household listing of 

family members by interviewer; disinfect all anthropometric equipments after each households. 

Two additional enumerators were kept as reserve. If any individual team member meets the criteria of COVID-19 

sign/symptoms as per checklist attached in the annex 1, he/she will be kept in home quarantine.  

3.11.3 Training  

 

The survey team had received 4 days residential training from 16th - 20th May 2022. During the training, the field 

enumerators were trained on survey objectives, household selection techniques, demonstration of anthropometric 

measurements, mortality questionnaire and use of mobile data collection. The training was consist of both lecture 

and practical sessions while experienced and skilled surveillance team member acted as measurer. Hence, this 
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training exlcuded standardization test as recommeded by Interium guideline14. All survey team members have also 

been trained on the module of field safety procedures in the context of COVID-19. All necessary steps were put in 

place to ensure the IPC health measures during training session. A field test was conducted a day before the actual 

survey in nearest village. The questionnaire was translated and administered in the local language. Determination 

of the team composition was done based on performance on a written evaluation (pre and post-test), and field test.  

 

3.12 Electronic data collection , Data Management  and Data Analysis  
 

3.12.1 Questionanire Development and Data Collection  

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

3.12.2 Quality Assurance  

 

Quality of survey data is guaranteed by proper diligence at all stages of the survey. Details in the protocol related 

to efforts to ensure quality assurance during recruitment, sampling (e.g., efforts to ensure an updated sampling 

frame), training (e.g., field test, written exams), and field work (e.g., calibration of equipment,  supervission) are 

noted in each respective section above. In addition, a daily check of entered data was conducted by the survey 

manager to assess complleteness and consistency of data. Data quality was assessed using the ENA plausibility 

check of anthropometric data. Teams, supervisors, and survey manager have been meeting nightly throughout data 

collection to review any issues observed during field work as well any issues identified in reviewing the data. 

 

3.12.3 Data Management, Analysis, Dissemination and Report Writing  

 

Data were collected in two forms: a paper copy with anthropometric data for children 0-59 months and PLWs, and 

an electronic copy of all collected data entered tablets. The data were uploaded daily to a secure server, and paper 

copies were submitted to the surveillance manager. Daily random checks of entered data were conducted by the 

survey manager in addition to a daily plausibility check of anthropometric data to assess and assure continued data 

quality. All anthropometric and mortality data were analyzed using the most recent ENA for SMART software [11th 

January 2020]; SMART flags were used for exclusion of z-scores out of range values [+/-3 from the observed survey 

ÍÅÁÎɎȢ !ÌÌ ÏÔÈÅÒ ÉÎÄÉÃÁÔÏÒÓ ×ÅÒÅ ÁÎÁÌÙÚÅÄ ÕÓÉÎÇ %ÐÉ )ÎÆÏ ÖÅÒÓÉÏÎ χȢςȢσȢρȢ  #ÏÎÆÉÄÅÎÃÅ )ÎÔÅÒÖÁÌ ÔÙÐÅ Ȱ,ÏÇÉÔȱ ×ÁÓ ÕÓÅÄ 

ÆÏÒ Ȱ#ÏÍÐÌÅØ 3ÁÍÐÌÅ &ÒÅÑÕÅÎÃÉÅÓȱ ÉÎ %ÐÉ )ÎÆÏ ÆÏÒ ÁÄÄÉÔÉÏÎÁÌ ÎÏÎ-anthropometric variables. The CDC Statistical 

Calculator for Two Surveys was used to identify statistical significance of relevant indicators between previous 

surveys as well as relevant indicators within this assessment.  P-value obtained using statistical test indicates the 

strength of findings. P value < 0.05 indicates a significant difference between the two parameters.  
 

 

 

 

 

 

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

https://smartmethodology.org/smart-survey-guidance-covid-19/
https://smartmethodology.org/smart-survey-guidance-covid-19/
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4. RESULTS  

4.1 Sample Achieved 

The survey achieved the minimum percentages of clusters surveyed [90%] and children measured [80%] 

stipulated by the SMART methodology to ensure representativeness for two city corporations.  In DSCC, 1,261 

households comprising 459 children were enlisted during data collection. In DNCC, 1,317 households comprising 

531 children were enlisted and measured. The sample is detailed in the table below. 

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

Slums Numbe

r of 

Cluster 

planne

d 

Number 

of 

Cluster 

surveye

d 

% of 
Cluster 

Surveyed

* 

Number of 

household

s planned  

Number of 

household

s 

surveyed  

Number of 

children 6 -

59 months 

planned  

Number of 

children 6 -

59 months 

enlisted  

Number of 

children 6 -

59 months 

measured  

%  of 

children 

measure

d 

DSCC 56 56 100% 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 of 

U5 children was 10.3% in DSCC and 11.0% in DNCC, which is sÌÉÇÈÔÌÙ ÁÂÏÖÅ ÔÈÅ )#$$2ȭ" ÂÁÓÅÌÉÎÅ ÅÓÔÉÍÁÔÅÓ15 

[9.2%].  

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

 

Category/Indicator  

DSCC Slum DNCC Slum 

Value Proportion/Mean  

out of 1261 HH  

Value Proportion/Mean  

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 6-23 months 170  3.5% 195 3.7% 

 

 

 

 

 

 

 

                                                           
15 Baseline Population and Socioeconomic Census Slums of Dhaka (North and South) and Gazipur City Corporations, 2015-16 

http://uphcp.gov.bd/cmsfiles/files/Baseline-Population%20and%20Socioeconomic%20Census.pdf
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4.2.2 Age and Sex Distribution in Children 6 -59 months  

The overall sex distribution [ratio of boys/girl: 0.9 for DSCC and 0.9 for DNCC] of the sampled children has shown 

equal representation with no significant difference [P= 0.575 for DSCC, P=0.544 for DNCC] of boys and girls ratio. 

In both locations, younger are significantly higher. P value is less than <0.05 in both location. Possible reasons were: 

ρɊ &ÁÍÉÌÉÅÓ ÌÉÖÉÎÇ ÉÎ ÕÒÂÁÎ ÓÌÕÍÓ ÈÁÖÅ ÔÅÎÄÅÎÃÙ ÔÏ ËÅÅÐ ÔÈÅÉÒ ÏÌÄÅÒ ËÉÄÓ ÉÎ ÇÒÁÎÄÍÏÔÈÅÒȭÓ ÈÏÕÓÅ ÓÉÎÃÅ ÐÁÒÅÎÔÓ ×ÏÒË 

outside. 2) During last 2 years, there might have more child birth since husband stay in home due to COVID-19 

restriction. 

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

 DSCC Slum DNCC Slum 

Boys  Girls   Total   Ratio Boys  Girls   Tota

l 

 Rati

o 

AGE  no. % no. % no. % Boy: 

Girl 

no. % no. % no. % Boy: 

Girl 

6-17 57 54.3 48 45.7 105 22.9 1.2 56 41.5 79 58.5 135 25.4 0.7 

18-29 56 43.8 72 56.3 128 27.9 0.8 61 44.5 76 55.5 137 25.8 0.8 

30-41 47 53.4 41 46.6 88 19.2 1.1 63 52.5 57 47.5 120 22.6 1.1 

42-53 46 46.0 54 54.0 100 21.8 0.9 55 59.1 38 40.9 93 17.5 1.4 

54-59 17 45.9 20 54.1 37 8.1 0.9 24 51.1 23 48.9 47 8.8 1.0 

Total  223 48.7 235 51.3 458 100.0 0.9 259 48.7 273 51.3 532 100.0 0.9 

  

4.3 Overall Data Quality  

The SD value for WHZ, HAZ and WAZ fall within the accepted range of 0.80 and 1.20, indicating an adequate 

distribution of data around the mean and data of acceptable quality.  The overall WHZ analysis included 458 

children for DSCC and 531 children for DNCC survey. The standard deviation [SD], design effect, missing values, 

and flagged values are listed for WHZ, HAZ, and WAZ in Table 18 below.  

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

 

Indicator  

 

N 

Mean z-

scores ± SD 

Design 

Effect [z-

score < -2]  

z-scores 

not 

available*  

Excluded z-

scores  

[SMART flags] 

Excluded z-
scores %  

[SMART flags] 

DSCC Slum       

Weight-for-Height 456 -1.10±0.96 1.28 0 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 

DNCC Slum       

Weight-for-Height 531 -1.00±0.94 1.05 1* 0 531 

Weight-for-Age 531 -1.48±0.94 1.23 0 1 531 

Height-for-Age 528 -1.41±0.97 1.00 1* 3 528 
*Height was not taken due to child disability that led the missing of height-based Z-scores [WHZ and HAZ] 

 

The overall percentage of flagged data was well below the SMART Methodology recommendation of less than 5.0% 

and considered oÆ ȰÅØÃÅÌÌÅÎÔȱ ÑÕÁÌÉÔÙ ÂÙ ÔÈÅ %.! 0ÌÁÕÓÉÂÉÌÉÔÙ #ÈÅÃËȟ ÁÓ ÄÅÍÏÎÓÔÒÁÔÅÄ ÉÎ Table below.  The overall 

ÄÁÔÁ ÑÕÁÌÉÔÙ ÆÏÒ ÂÏÔÈ 3ÌÕÍÓ ×ÁÓ Ȱ%ØÃÅÌÌÅÎÔȱ ÁÓ ÐÅÒ ÔÈÅ 3-!24 ÐÌÁÕÓÉÂÉÌÉÔÙ ÃÒÉÔÅÒÉÁȢ 4ÈÅ ÃÏÍÐÌÅÔÅ %.! 0ÌÁÕÓÉÂÉÌÉÔÙ 

Check report is presented in Annex 2. 
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Table 20: Overall data quality from plausibility check, SMART survey, DSCC and DNCC Slum May-June 2022 
 

C
rite

ria
 

Desired  
DSCC Slum  DNCC Slum 

Observed 
Score 

Category 
Observed 

Score  
Category 

A
n

th
ro

p
o

m
e
tr

y
 D

a
ta

 Q
u
a

lit
y
 a

s
 

p
e

r 
P

la
u

si
b

ili
ty

 C
h
e

c
k

 

SD WHZ 0.8-1.2 0.96 Good 0.94 Excellent 
Flagged <5.0% 0.4% Excellent 0.0% Excellent 

Sex-ratio  [p>0.05] p=0.575 Excellent p=0.573 Excellent 
Age-ratio  [p>0.05] p=0.034  Acceptable p=0.015  Acceptable 

Digit Pref. Weight  < 13 6 Excellent 2 Excellent 

Digit Pref. Height  < 13 4 Excellent 3 Excellent 

Digit Pref. MUAC < 13 2 Excellent 1 Excellent 

Skewness < ± 0.6 0.18 Excellent 0.94 Excellent 
Kurtosis  < ± 0.6 -0.14 Excellent 0.0 Excellent 

Poisson Distr.  [p> 0.01] p=0.04 Excellent p=0.455 Excellent 
Overall Score < 15% 5.0% Excellent 4.0% Excellent 

F
o
o
d

 
S

e
c
u

ri
ty

 

Criteria for FEIS  Desired  
DSCC Slum DNCC Slum 

Observed 
from survey  

Interpretation  
Observed 

from survey  
Interpretation  
 

Rasch reliability  
 

>0.7 0.81 Acceptable 0.77 Acceptable 

 

4.4 Malnutrition  

4.4.1 Prevalence of Acute Malnutrition based on WHZ:  

The prevalence of acute malnutrition by WHZ was based on the analysis of 456 children in DSCC and 531 children 

in DNCC Slum [excluding outliers]. There were no identified cases of Oedema in two Slums. 

 
As seen in table below, the overall GAM prevalence by WHZ among children 6-59 months in DSCC Slum was 18.4% 

[14.7 ɀ 22.9 95% C.I.] and in DNCC Slum was 12.8% [10.1 - 16.1 95% C.I.].  The overall acute malnutrition situation 

in DSCC was in the Ȱ6ÅÒÙ (ÉÇÈ ÏÒ #ÒÉÔÉÃÁÌȱ ÃÁÔÅÇÏÒÙ ÁÎÄ ÉÎ $.## ×ÁÓ ÉÎ ÔÈÅ Ȱ(ÉÇÈ ÏÒ 3ÅÒÉÏÕÓȱ category according 

to WHO/UNICEF Emergency thresholds16. The overall SAM prevalence in DSCC Slum was found to be 1.5 % [0.8 - 

3.1 95% C.I.] and in DNCC was 2.3% [1.4 - 3.7 95% C.I.]. Global Acute Malnutrition (GAM) prevalence based on WHZ 

among children 6-59 months found higher in DSCC slums than in DNCC slums with significant difference [p=0.027] 

was observed. 

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

 

Indicators  

DSCC Slum 
n = 456 

DNCC Slum  
n = 531 

P-value 
[DSCC vs DNCC] 

Global acute malnutrition [WHZ<-2 SD 
and/or oedema] 

(84) 18.4 % 

(14.7 - 22.9 95% C.I.) 

(68) 12.8 % 

(10.1 - 16.1 95% C.I.) 

 
0.027 

Moderate acute malnutrition [WHZ<-2 SD 
and >=-3 SD, no oedema]  

(77) 16.9 % 

(13.5 - 21.0 95% C.I.) 

(56) 10.5 % 

(8.4 - 13.2 95% C.I.) 

 
0.004 

Severe acute malnutrition [WHZ<-3 SD 
and/or oedema]  

(7) 1.5 % 

(0.8 - 3.1 95% C.I.) 

(12) 2.3 % 

(1.4 - 3.7 95% C.I.) 

 
0.279 

 

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

 

 
Indicators  

DSCC Slum DNCC Slum  
P-value 

[Boys vs Girls] 
Boys 

n = 222 
Girls  

n = 234        
Boys 

n = 259 
Girls  

n = 272          
Global acute malnutrition 

[WHZ<-2 SD and/or 

oedema] 

(44) 19.8 % 

(14.5 - 26.5 

95% C.I.) 

(40) 17.1 % 

(12.7 - 22.7 95% 

C.I.) 

(36) 13.9 % 

(10.2 - 18.7 
95% C.I.) 

(32) 11.8 % 

(8.3 - 16.3 
95% C.I.) 

 
DSCC: 0.487 
DNCC: 0.474 

Moderate acute 

malnutrition [WHZ<-2 SD 

and >=-3 SD, no oedema]  

(39) 17.6 % 

(12.9 - 23.4 

95% C.I.) 

(38) 16.2 % 

(12.1 - 21.5 95% 

C.I.) 

(26) 10.0 % 

(6.9 - 14.3 
95% C.I.) 

(30) 11.0 % 

(7.8 - 15.3 
95% C.I.) 

 
DSCC:0.691 
DNCC: 0.701 

Severe acute malnutrition 

[WHZ<-3 SD and/or 

oedema]  

(5) 2.3 % 

(1.0 - 5.2 95% 

C.I.) 

(2) 0.9 % 

(0.2 - 3.4 95% 

C.I.) 

(10) 3.9 % 

(2.2 - 6.8 95% 

C.I.) 

(2) 0.7 % 

(0.2 - 2.9 95% 

C.I.) 

 
DSCC: 0.231 
DNCC: 0.008 

 

 

Further gender-based analysis indicated that the prevalence of global acute malnutrition by WHZ and/or Oedema 

was relatively higher among boys in both locations, but the differences were not statistically significant [P>0.05]. 

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

 

 

Indicators  

DSCC Slum DNCC Slum P-value 
[6 -23  vs 24-59]  Younger   

 [6 -23 months]  

n = 161 

Older  
[24 -59 months]  

n = 275         

Younger   
 [6 -23 

months]  

n = 134 

Older  
[24 -59 

months]  

n = 291        

Prevalence of global 

acute malnutrition 

[WHZ<-2 SD and/or 

oedema] 

(27) 15.5 % 

(10.8 - 21.7 95% 

C.I.) 

(57) 20.2 % 

(15.3 - 26.2 

95% C.I.) 

(26) 12.9 % 

(15.3 - 26.2 

95% C.I.) 

(42) 12.8 % 

(9.5 - 16.9 

95% C.I.) 

DSCC:0.223 

DNCC: 0.973 

Prevalence of moderate 

acute malnutrition 

[WHZ<-2 SD and >=-3 SD, 

no oedema]  

(23) 13.2 %  

(9.0 - 18.9 95% 

C.I.) 

(54) 19.1 % 

(14.7 - 24.6 

95% C.I.) 

(21) 10.4 % 

(7.1 - 14.9 

95% C.I.) 

(35) 10.6 % 

(7.8 - 14.3 

95% C.I.) 

DSCC: 0.091 

DNCC: 0.937 

Prevalence of severe 

acute malnutrition 

[WHZ<-3 SD and/or 

oedema]  

(4) 2.3 %  

(0.9 - 6.0 95% 

C.I.) 

(3) 1.1 %  

(0.3 - 3.2 95% 

C.I.) 

(5) 2.5 % 

(1.0 - 5.9 

95% C.I.) 

(7) 2.1 %  

(1.0 - 4.3 95% 

C.I.) 

 
DSCC: 0.351 

DNCC: 0.771 

 

When comparing the prevalence of acute malnutrition in younger children [6-23 months] vs older children [24-59 

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

prevalence of GAM 12.9% which was almost similar [12.8%] in older children. However, no significant differences 

observed in GAM and SAM prevalence [p>0.05] between younger and older children in two Slums. 
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Table 24: Prevalence of acute malnutrition by age, based on weight-for-height z-scores and/or edema, SMART 
survey, DSCC Slum and DNCC Slum, May-June 2022 

 

 DSCC Slum DNCC Slum 

Age 

group

s 

Sampl

e 

Severe 

wasting  

 

Moderate 

wasting  

 

Normal  

 

Oedem

a 

Samp

le 

Severe 

wasting  

 

Moderate 

wasting  

 

Normal  

 

Oedema 

Age 
[mo.] 

Total 
no. 

N
o. 

% No
. 

% No. % N
o. 

% Total 
no. 

No. % No % No. % No
. 

% 

6-17 103 3 2.9 14 13.6 86  83.5 0 0 135 2  1.5 12   8.9 121  89.6 0  0 

18-29 128 1 0.8 17 13.3 11
0 

 85.9 0 0 137 4   
2.9 

17 12.4 116  84.7 0   
0 

30-41 88 0  0. 18  25 70  79.5 0 0 119 3   
2.5 

12 10.1 104  87.4 0   
0 

42-53 100 1 1.0 20 20.0 79 79.0 0 0 93 3  3.2 7  7.5 83  89.2 0   
0 

54-59 37 2 5.4 8 21.6 27 73.0 0 0 47 0  0.0 8 17.0 39  83.0 0   
0 

Total 456 7 1.5 77 16.9 37
2 

81.6 0 0 531 12  2.3 56 10.5 463  87.2 0  0 

 

When data was further disaggregated by age group, the prevalence of SAM and MAM was highest among the age 

group of 54-59 months [5.4% and 21.6%] respectively in DSCC Slum. Though, the highest SAM and MAM prevalence 

was observed among the age group of 42-53 months [3.2%] and age group of 54-59 [17. 0%] months in DNCC Slum.  
 

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

 

                       DSCC Slum                                                                                         DNCC Slum 

The sampled population Gaussian curve [red curve] shows a shift to the left [with mean WHZ of -1.10 in DSCC and 

-1.00 in DNCC] of the reference curve [green curve] representing the WHO standards. This is an indication of poor 

nutritional status. The overall standard deviation [SD] for WHZ [DNCC-0.96, DNCCɂ0.94] falls within the 

acceptable range of 0.8-1.2. 

4.4.2 Prevalence of Acute Malnutrit ion based on MUAC 

Using MUAC as an indicator for acute malnutrition, the prevalence of GAM was 2.0% [1.1 - 3.6 95% C.I.] in DSCC 

and in DNCC, 2.8% [1.7 - 4.7 95% C.I.] with no significant difference.  There were no SAM cases found in DNCC Slum, 

while in DSCC Slum the SAM prevalence was 0.7 % [0.2 - 2.0 95% C.I.]. 
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Table 25: Prevalence of acute malnutrition by Slums, based on MUAC cut offs [and/or oedema], SMART survey, 
DSCC Slum and DNCC Slum, May-June 2022 

 

Indicators  

DSCC Slum 

n = 458 

DNCC Slum 

n = 532 

P-value 
[  DSCC vs DNCC] 

Prevalence of global acute 
malnutrition [<125 mm and/or 
oedema]  

(9) 2.0 % 

(1.1 - 3.6 95% C.I.) 

(15) 2.8 % 

(1.7 - 4.7 95% C.I.) 

 

0.383 

Prevalence of moderate acute 
malnutrition [< 125 mm and 
>=115 mm, no oedema]  

(6) 1.3 % 

(0.6 - 2.8 95% C.I.) 

(15) 2.8 % 

(1.7 - 4.7 95% C.I.) 

 
0.082 

Prevalence of severe acute 
malnutrition [<115 mm and/or 
oedema]  

(3) 0.7 % 

(0.2 - 2.0 95% C.I.) 

(0) 0.0 % 

(0.0 - 0.0 95% C.I.) 

 
0.111 

 

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

DSCC Slum and DNCC Slum, May-June 2022 

 
Indicators  

DSCC Slum DNCC Slum  
P-value 

[Boys vs Girls] 
Boys 

n = 223 

Girls  

n = 235 

Boys 

n = 259 

Girls  

n = 273 
Prevalence of global 

acute malnutrition 

[<125 mm and/or 

oedema]  

(3) 1.3 % 

(0.4 - 4.0 95% 

C.I.) 

(6) 2.6 % 

(1.2 - 5.4 95% 

C.I.) 

(5) 1.9 % 
(0.8 - 4.5 95% 

C.I.) 

(10) 3.7 % (1.9 
- 6.8 95% C.I.) 

 
DSCC: 0.302 
DNCC: 0.222 

Prevalence of moderate 

acute malnutrition [< 

125 mm and >=115 mm, 

no oedema]  

(2) 0.9 % 

(0.2 - 3.5 95% 

C.I.) 

(4) 1.7 % 

(0.7 - 4.4 95% 

C.I.) 

(5) 1.9 % 
(0.8 - 4.5 95% 

C.I.) 

(10) 3.7 % (1.9 
- 6.8 95% C.I.) 

 
DSCC: 0.428 
DNCC: 0.222 

Prevalence of severe 

acute malnutrition 

[<115 mm and/or 

oedema]  

(1) 0.4 % 

(0.1 - 3.3 95% 

C.I.) 

(2) 0.9 % 

(0.2 - 3.4 95% 

C.I.) 

(0) 0.0 %  

(0.0 - 0.0 95% 

C.I.) 

0) 0.0 %  

(0.0 - 0.0 95% 

C.I.) 

 
DSCC: 0.493 
DNCC: N/A 

 

Further analysis disaggregated by sex reveals that the prevalence of global acute malnutrition by MUAC was 

comparatively higher among girls compared to boys in DSCC Slum [1.3% vs 2.6%] and same for DNCC Slum [1.9% 

vs 3.7%] but the difference was not statistically significant [p=0.302 for DSCC, p=0.222 for DNCC].  

 

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

 

Indicators  

DSCC Slum DNCC Slum P-value 
[6 -23  vs 24-59]  Younger   

 [6 -23 months]  

n = 176 

Older  
[24 -59 months]  

n = 282     

Younger   
 [6 -23 

months]  

n = 202 

Older  
[24 -59 

months]  

n = 330        

Prevalence of global 

acute malnutrition 

[<125 mm and/or 

oedema]  

(7) 4.0 % (2.0 - 

7.7 95% C.I.) 

(2) 0.7 %  

(0.2 - 2.8 95% 

C.I.) 

(14) 6.9 % 

(4.0 - 11.6 

95% C.I.) 

[1] 0.3 % 

[0.0 - 2.2 95% 

C.I.] 

 
DSCC: 0.023 
DNCC: 0.000 

Prevalence of moderate 

acute malnutrition [< 

125 mm and >=115 mm, 

no oedema]  

(4) 2.3 % (0.9 - 

5.9 95% C.I.) 

(2) 0.7 %  

(0.2 - 2.8 95% 

C.I.) 

(14) 6.9 % 

(4.0 - 11.6 

95% C.I.) 

[1] 0.3 % 

[0.0 - 2.5 95% 

C.I.] 

 
DSCC: 0.168 
DNCC: 0.000 
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Indicators  

DSCC Slum DNCC Slum P-value 
[6 -23  vs 24-59]  Younger   

 [6 -23 months]  

n = 176 

Older  
[24 -59 months]  

n = 282     

Younger   
 [6 -23 

months]  

n = 202 

Older  
[24 -59 

months]  

n = 330        

Prevalence of severe 

acute malnutrition 

[<115 mm and/or 

oedema]  

(3) 1.7 % 

(0.6 - 5.0 95% 

C.I.) 

(0) 0.0 % 

(0.0 - 0.0 95% 

C.I.) 

(0) 0.0 % 

(0.0 - 0.0 

95% C.I.) 

[0] 0.0 % 

[0.0 - 0.0 95% 

C.I.] 

 
DSCC:0.055 
DNCC: N/A 

 

When comparing acute malnutrition by MUAC for younger [6-23 months] vs older [24-59 months] children; 

younger children had significantly higher GAM prevalence in DSCC Slums [4.0% vs 0.7%, p=0.023] and statistically 

significant higher prevalence among younger children in DNCC Slum [6.9% vs 0.3%, p=<0.05]. 

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

 DSCC Slum DNCC Slum 

Age 

group

s 

Sampl

e 
Severe 

wasting  

Moderate 

wasting  

Normal  Oedem

a 

Sam

ple 

Severe 

wastin

g 

Moderat

e 

wasting  

Normal  

 

Oede

ma 

mont
h  

Total 
no. 

N
o. 

% No. % No. % N
o. 

% Tota
l no. 

No. % No. % No % N
o. 

% 

6-17 105 3   2.9 3   2.9 99  94.3 0   0 135 0 0 9  6.7 126  93.3 0  0 
18-29 128 0   0.0 2   1.6 126  98.4 0   0 137 0 0 5  3.6 132  96.4 0  0 
30-41 88 0   0.0 1   1.1 87  98.9 0   0 120 0 0 1  0.8 119  99.2 0  0 
42-53 100 0   0.0 0   0.0 100 100.0 0   0 93 0 0 0  0.0 93 100.0 0  0 
54-59 37 0   0.0 0   0.0 37 100.0 0   0 47 0 0 0  0.0 47 100.0 0  0 
Total 458 3   0.7 6   1.3 449  98.0 0   0 532 0 0 15  2.8 517  97.2 0  0 

 

The prevalence of acute malnutrition per MUAC as disaggregated by age group as presented in above Table 

demonstrates that all children who were identified as SAM and MAM were in the age group of 6-17 months [2.9% 

and 2.9%] respectively in DSCC Slum. While their highest MAM prevalence was found among the same age group 

of 6-17 months [6.7%] and no SAM case was found in DNCC Slum. 

4.4.3 Prevalence of Acute Malnutrition by Combined GAM and Combined  SAM [WHZ and/or MUAC and/or 
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 Oedema altogether. 

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

 

Indicators  

DSCC Slum 

n = 458 

DNCC Slum 

n = 532 

P-value 
[DSCC vs DNCC] 

Prevalence of combined GAM  [WHZ <-2 
SD and/or MUAC < 125 mm and/or 
oedema]  

(86) 18.8 % 

(15.1 - 23.1 95% C.I.) 

(73) 13.7 % 

(10.9 - 17.1 95% C.I.) 

0.046 

 

Combined Moderate Acute 
Malnutrition**  
[cMAM- WHZ and/or MUAC and /or 
oedema]  

(77) 16.8% 

 

(61) 11.4%  

 NA 

Prevalence of combined SAM  [WHZ < -3  

SD and/or MUAC < 115 mm and/or 

oedema 

(9) 2.0 % 

(1.1 - 3.6 95% C.I.) 

(12) 2.3 % 

(1.4 - 3.7 95% C.I.) 

0.715 

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

**Based on manual calculation since Emergency nutrition Assessment (ENA) software only provides point prevalence including confidence internal for 

combined GAM and combined SAM.  
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When data were combined for both WHZ and MUAC and Oedema, 18.8% [15.1 - 23.1 95% C.I.] cGAM rate is derived 

in DSCC and 13.7% [10.9 - 17.1 95% C.I.] in DNCC Slum with a combined SAM rate of 2.0% [1.1 ɀ 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 there was no significant difference [P=0.715] between the two Slums.  
 

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

 
Indicato rs  

DSCC Slum DNCC Slum  
P-value 

[Boys vs Girls] 
Boys 

n = 223 

Girls  

n = 235 

Boys 

n = 205 

Girls  

n = 221 
Prevalence of combined 

GAM  [WHZ <-2 SD and/or 

MUAC < 125 mm and/or 

oedema]  

(45) 20.2 % 

(14.8 - 26.9 

95% C.I.) 

(41) 17.4 % 

(13.0 - 23.0 

95% C.I.) 

(37) 14.3 % 
(10.6 - 19.0 
95% C.I.) 

(36) 13.2 % 

(9.5 - 18.0 
95% C.I.) 

 
DSCC: 0.475 
DNCC: 0.712 

Prevalence of combined 

SAM  [WHZ < -3  SD and/or 

MUAC < 115 mm and/or 

oedema 

(6) 2.7 %  

(0.4 - 4.0 95% 

C.I.) 

(3) 1.3 %  

(0.4 - 3.9 95% 

C.I.) 

(10) 3.9 % 
(2.2 - 6.8 
95% C.I.) 

(2) 0.7 % 
(0.2 - 2.9 
95% C.I.) 

 
DSCC: 0.261 
DNCC: 0.008 

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

Further disaggregated analysis by sex demonstrates that boys were found with slightly higher cGAM than girls 

[20.2% vs 17.4% for DSCC; 14.3% vs 13.2% for DNCC] and same for cSAM [2.7% vs 1.3% for DSCC; 3.9% vs 0.7% 

for DNCC]. There was no statistically significant cGAM prevalence differences found between boys and girls in DSCC 

and DNCC Slum. 
 

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

 

Indicators  

DSCC Slum DNCC Slum P-value 
[6 -23  vs 24-59]  Younger   

 [6 -23 months]  

n = 176 

Older  

[24 -59 months]  

n = 282      

Younger   

 [6 -23 

months]  

n = 202 

Older  

[24 -59 

months]  

n = 330        

Prevalence of combined 

GAM  [WHZ <-2 SD 

and/or MUAC < 125 mm 

and/or oedema]  

(29) 16.5 % 

(11.9 - 22.3 95% 

C.I.) 

(57) 20.2 % [7.6 

- 15.3 95% C.I.] 

[31] 15.3% 

(11.3 ɀ 20.5 

95% C.I.) 

(42) 12.7 % 

(9.5-16.9 

95% C.I.) 

DSCC: 0.328 

DNCC: 0.370 

 

Prevalence of combined 

SAM  [WHZ < -3  SD 

and/or MUAC < 115 mm 

and/or oedema  

(6) 3.4 %  

(1.6 - 7.2 95% 

C.I.) 

[1] 0.4 % 

[0.0 - 2.7 95% 

C.I.] 

(5) 2.5% 

(1.0-5.9 95% 

C.I.) 

(7) 2.1 %  

(1.0 ɀ 4. 95% 

C.I.) 

DSCC: 0.116 

DNCC: 0.771 

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

 

Further disaggregated analysis by younger vs older indicates that older children [24-59 months] had slightly higher 

cGAM prevalence [16.5% vs 20.2%, P=0.328] in DSCC Slum. Vice versa in DNCC, younger children [6-23 months] 

had higher with prevalence of [15.3% vs 12.7%, P=0.370]. However, cSAM prevalence [3.4% and 2.5%] found 

comparatively higher among younger children in both Slums.   
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The distribution of total GAM cases by WHZ and MUAC is illustrated in the figure 4 below.   

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

 

 

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

 
4ÈÅ ÐÒÅÖÁÌÅÎÃÅ ÏÆ ÁÃÕÔÅ ÍÁÌÎÕÔÒÉÔÉÏÎ ÁÍÏÎÇ ÃÈÉÌÄÒÅÎ φȤυω ÍÏÎÔÈÓ ×ÁÓ ÎÏÔÁÂÌÙ ÄÉÆÆÅÒÅÎÔ ÁÓ ÉÄÅÎÔÉÆÉÅÄ ÂÙ 7(: ÁÎÄ 

-5!# ÉÎ $3## ɍρφȢψϷ ÖÓ πȢτϷɎ ÁÎÄ $.## ɍρπȢωϷ ÖÓ πȢωϷɎ 3ÌÕÍÓȟ ÍÅÁÎÉÎÇ ÍÁÊÏÒÉÔÙ ÏÆ ÃÈÉÌÄÒÅÎ ×ÅÒÅ ÉÄÅÎÔÉÆÉÅÄ ÁÓ 

ÁÃÕÔÅÌÙ ÍÁÌÎÏÕÒÉÓÈÅÄ ÂÙ 7(: ÁÌÏÎÅ ÔÈÁÎ -5!#Ȣ  

"ÁÓÅÄ ÏÎ ÁÂÏÖÅ &ÉÇÕÒÅ τȟ ÔÈÅ ÃÏÎÃÏÒÄÁÎÃÅ ÂÅÔ×ÅÅÎ 7(: ÁÎÄ -5!# ×ÁÓ ÖÅÒÙ ÐÏÏÒ ÉÎ ÂÏÔÈ 3ÌÕÍÓȢ !ÍÏÎÇ ÔÈÅ ÔÏÔÁÌ 

ÃÁÓÅÓ ÏÆ ÁÃÕÔÅ ÍÁÌÎÕÔÒÉÔÉÏÎ ɍ$3##Ѐ ψφȟ $.##ЀχσɎȟ ÏÎÌÙ ρȢυϷ ÁÎÄ ρȢωϷ '!- ÃÁÓÅÓ ×ÅÒÅ ÉÄÅÎÔÉÆÉÅÄ ÂÙ ÂÏÔÈ 7(: ÁÎÄ 

-5!# ÃÒÉÔÅÒÉÁ ÉÎ $3## ÁÎÄ $.## 3ÌÕÍÓ ÒÅÓÐÅÃÔÉÖÅÌÙȢ (Ï×ÅÖÅÒȟ ÍÏÓÔ ÏÆ ÔÈÅ ÃÈÉÌÄÒÅÎ ɍψωȢυϷ ÉÎ $3## ÁÎÄ χωȢυϷ ÉÎ 

$.##Ɏ ×ÅÒÅ ÁÃÕÔÅÌÙ ÍÁÌÎÏÕÒÉÓÈÅÄ ÂÙ 7(: ÏÎÌÙ ÃÒÉÔÅÒÉÁ ɍÎЀχχ ÆÏÒ $3## ÁÎÄ ÎЀυψ ÆÏÒ $.##Ɏ ×ÈÅÒÅÁÓ ÏÎÌÙ ÆÅ× 

ÃÈÉÌÄÒÅÎ ɍςȢσϷ ÉÎ $3## ÁÎÄ φȢψϷ ÉÎ $.##Ɏ ×ÅÒÅ ÁÃÕÔÅÌÙ ÍÁÌÎÏÕÒÉÓÈÅÄ ÂÙ -5!# ÏÎÌÙ ÃÒÉÔÅÒÉÁ ɍÎЀς ÆÏÒ $3## ÁÎÄ 

ÎЀυ ÆÏÒ $.##Ɏ 3ÌÕÍÓȢ 

4ÈÉÓ ÁÌÓÏ ÉÎÄÉÃÁÔÅÓ ÔÈÁÔ ÕÓÉÎÇ ÏÎÌÙ -5!# ÉÎÄÉÃÁÔÏÒ ÒÅÓÕÌÔÓ ÉÎ ÁÎ ÅÓÔÉÍÁÔÅÄ ÏÆ ωχȢχϷ ÁÃÕÔÅÌÙ ÍÁÌÎÏÕÒÉÓÈÅÄ ÃÈÉÌÄÒÅÎ 

ÉÎ $3## ÁÎÄ ωσȢςϷ ÉÎ $.## ÂÅÉÎÇ ÕÎÄÉÁÇÎÏÓÅÄ ÏÒ ÕÎÄÅÔÅÃÔÅÄȢ 4ÈÅÒÅÆÏÒÅȟ ÉÔ ÉÓ ÉÍÐÏÒÔÁÎÔ ÔÏ ÕÓÅ ÂÏÔÈ ÉÎÄÉÃÁÔÏÒÓ ÆÏÒ 

ÔÈÅ ÄÉÁÇÎÏÓÉÓȟ ÔÒÅÁÔÍÅÎÔȟ ÁÎÄ ÆÏÌÌÏ×ȤÕÐ ÏÆ ÁÃÕÔÅ ÍÁÌÎÕÔÒÉÔÉÏÎ ÁÍÏÎÇ ÃÈÉÌÄÒÅÎ ÔÏ ÅÎÓÕÒÅ ÎÏ ×ÁÓÔÅÄ ÃÈÉÌÄ ÉÓ ÌÅÆÔ 

ÂÅÈÉÎÄ ÏÕÔ ÏÆ ÔÒÅÁÔÍÅÎÔȠ ÔÈÉÓ ÉÓ ÅÓÐÅÃÉÁÌÌÙ ÏÆ ÉÍÐÏÒÔÁÎÃÅ ×ÈÅÒÅ ÃÏÎÃÏÒÄÁÎÃÅ ÂÅÔ×ÅÅÎ 7(: ÁÎÄ -5!# ÉÓ ÐÏÏÒȢ 

!ÄÄÉÔÉÏÎÁÌÌÙȟ ÔÈÅ "ÁÎÇÌÁÄÅÓÈ ÎÁÔÉÏÎÁÌ #-!- ÇÕÉÄÅÌÉÎÅ ÆÏÒ ÏÕÔÐÁÔÉÅÎÔ 3!- ÁÎÄ -!- ÈÁÓ ÔÈÅ ÐÒÏÖÉÓÉÏÎ ÏÆ -5!#Ȥ

ÏÎÌÙ ÁÄÍÉÓÓÉÏÎ ÁÎÄ ÔÒÅÁÔÍÅÎÔ ÏÆ ÃÈÉÌÄÒÅÎ ×ÉÔÈ ÁÃÕÔÅ ÍÁÌÎÕÔÒÉÔÉÏÎ ×ÉÔÈÏÕÔ ÍÅÄÉÃÁÌ ÃÏÍÐÌÉÃÁÔÉÏÎÓȢ (ÅÎÃÅȟ ÉÔȭÓ ÁÌÓÏ 

ÉÍÐÏÒÔÁÎÔ ÔÏ ËÅÅÐ ÔÈÅ ÐÒÏÖÉÓÉÏÎ ÏÆ ÂÏÔÈ 7(: ÁÎÄ -5!# ÉÎ ÔÈÅ ÏÕÔÐÁÔÉÅÎÔ #-!- ÇÕÉÄÅÌÉÎÅ ÆÏÒ ÃÈÉÌÄÒÅÎ ÕÎÄÅÒ υ 

ÙÅÁÒÓ ÏÆ ÁÇÅȢ 

4.4.4 Prevalence of Underweight by WAZ  

The underweight prevalence by WAZ among children 6-59 months was found 37.4% [32.7 - 42.3 95% C.I.] in DSCC 

3ÌÕÍ ÁÓ ÐÅÒ 7(/ ÃÌÁÓÓÉÆÃÁÔÉÏÎ ÃÁÔÅÇÏÒÉÚÅÄ ÁÓ Ȱ#ÒÉÔÉÃÁÌ ȰÁÎÄ ςωȢςϷ ɍςυȢπ - 33.8 95% C.I.] in DNCC categorized as 

Ȭ(ÉÇÈȭȟ as presented in table below17. There is significant difference in overall underweight prevalence between two 

Slums [p=0.013] 

                                                           
17 WHO Classification of Underweight: Low - <10%, Medium ɀ 10 ɀ 19.9%, High ɀ 20 ɀ 29.9%, Alarming/Critical - >30% 

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

MUAC Criteria [n=55], 100% 

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

MUAC Criteria [n=55], 100% 

0.4% 

GAM by MUAC 

 Only,  

n=2 

1.5% 

GAM by both 

WHZ & MUAC, 

n=7 

16.8%  

GAM by WHZ only, 

n=77  

1.9% 

GAM by both 

WHZ & MUAC, 

n=10 

0.9% 

GAM by MUAC 

 Only,  

n=5 

10.9% 

GAM by WHZ only, 

n=58 
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Table 32: Prevalence of based on WAZ by Slums, SMART survey, DSCC Slum and DNCC Slum, May-June 2022 

 

Indicators  

DSCC Slum 

n = 455 

DNCC Slum 

n = 531 

P-value 
[DSCC vs DNCC] 

Global underweight  
[WAZ <-2 SD] 

(170) 37.4 % 

(32.7 - 42.3 95% C.I.) 

(155) 29.2 % 

(25.0 - 33.8 95% C.I.) 

 
0.013 

Moderate underweight [WAZ <-2SD and 
>=-3 SD] 

(131) 28.8 % 

(24.6 - 33.4 95% C.I.) 

(132) 24.9 % 

(21.0 - 29.2 95% C.I.) 

 
0.0198 

Severe underweight  
[WAZ <-3 SD] 

(39) 8.6 % 

(6.3 - 11.5 95% C.I.) 

(23) 4.3 % 

(2.9 - 6.4 95% C.I.) 

 
0.007 

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

 
Indicators  

DSCC Slum DNCC Sum  
P-value 

[Boys vs Girls] 
Boys 

n = 223 

Girls  

n = 235 

Boys 
n = 259 

Girls  
n = 272 

Global underweight 
[WAZ<-2 SD] 

(87) 39.4 % 

(32.5 - 46.6 

95% C.I.) 

(83) 35.5 % 

(29.3 - 42.2 95% 

C.I.) 

(79) 30.5 % 
(25.0 - 36.6 
95% C.I.) 

(76) 27.9 %  
(22.1 - 34.6 95% 

C.I.) 

 
DSCC: 0.421 
DNCC: 0.543 

Moderate 

underweight [WAZ<-

2SD and >=-3 SD] 

(70) 31.7 % 

(25.6 - 38.4 

95% C.I.) 

(61) 26.1 % 

(21.0 - 31.9 95% 

C.I.) 

(70) 27.0 % 
(21.4 - 33.5 
95% C.I.) 

(62) 22.8 %  
(17.4 - 29.3 95% 

C.I.) 

 
DSCC: 0.183 
DNCC: 0.323 

Severe underweight 
[WAZ<-3 SD] 

(17) 7.7 %  

(4.9 - 11.9 

95% C.I.) 

(22) 9.4 %  

(6.2 - 14.1 95% 

C.I.) 

(9) 3.5 % ( 

1.9 - 6.4 95% 

C.I.) 

(14) 5.1 %  

(3.2 - 8.3 95% 

C.I.) 

 
DSCC: 0.509 
DNCC: 0.313 

 

 

Further sex based disaggregated analysis found no statistically significant differences [p >0.05] between boys and 

girls for global, moderate, and severe underweight although it was comparatively more prevalent among boys.  

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

 

Indicators  

DSCC Slum DNCC Slum  

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

Younger  
[6 -23m]  
n = 174 

Older  
[24 -59m]  

n = 281       

Younger   
 [6 -23 months]  

n = 201 

Older  
[24 -59 months]  

n = 330     

Global 

underweight 
[WAZ<-2 SD] 

(53) 30.5 % 

(24.1 - 37.7 

95% C.I.) 

(117) 41.6 % 

(35.9 - 47.6 

95% C.I.) 

(55) 27.4 % 

(21.5 - 34.1 

95% C.I.) 

(100) 30.3 % 

(24.9 - 36.3 

95% C.I.) 

DSCC: 0.015 

DNCC: 0.499 

 
Moderate 

underweight 
[WAZ<-2SD and >=-

3 SD] 

(44) 25.3 % 

(19.3 - 32.3 

95% C.I.) 

(87) 31.0 % 

(25.8 - 36.7 

95% C.I.) 

(47) 23.4 % 

(18.2 - 29.6 

95% C.I.) 

(85) 25.8 % 

(20.8 - 31.4 

95% C.I.) 

DSCC: 0.185 

DNCC: 0.540 

 

Severe 

underweight 
[WAZ<-3 SD] 

(9) 5.2 %  

(2.6 - 10.2 95% 

C.I.) 

(30) 10.7 % 

(7.5 - 15.0 95% 

C.I.) 

(8) 4.0 % 

(2.0 - 7.7 95% 

C.I.) 

(15) 4.5 %  

(2.6 - 7.8 95% 

C.I.) 

DSCC: 0.035 

DNCC: 0.785 

 

 

When comparing the prevalence of underweight for younger children [6-23 months] vs older children [24-59 

months]; older children had significantly higher prevalence of global [30.5% vs 41.6%, P=0.015], with no significant 

difference for moderate underweight [25.3% vs 31.0%; P=0.185] and with significant difference for severe 

underweight [5.2% vs 10.7%, P=0.035] in DSCC Slum. Likewise, the underweight prevalence was found higher 
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among older children for global [27.4% vs 30.3%, P=0.499] and moderate [23.4% vs 25.8%, P=0.540] and for 

severe underweight [4.0% vs 4.5%, P=0.785] with no significant difference observed between younger and older 

children for underweight in DNCC Slum. 

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

 DSCC Slum DNCC Slum 

Age 

groups  
Sample Severe 

underweight  

 

Moderate 

underweight  

 

Normal  

 

Sample Severe 

underweight  

 

Moderate 

underweight  

Normal  

 

Age 

[mo]  

Total 

no. 

No. %  No. %  No. %  Total 

no. 

No. % No. % No. % 

6-17 103 4   3.9 21 20.4 103 4 134 3   2.2 23 17.2 108 80.6 

18-29 127 13 10.2 41 32.3 127 13 137 8   5.8 38 27.7 91 66.4 

30-41 88 10 11.4 21 23.9 88 10 120 6   5.0 33 27.5 81 67.5 

42-53 100 8   8.0 38 38.0 100 8 93 5   5.4 22 23.7 66 71.0 

54-59 37 4 10.8 10 27.0 37 4 47 1   2.1 16 34.0 30 63.8 

Total 455 39   8.6 131 28.8 455 39 531 23   4.3 132 24.9 376 70.8 

 

When data was further disaggregated by age group, both severe and moderate underweight prevalence was highest 

among the same age group of 30-41 months [11.4%] and 42-53 months [38.0%] respectively] in DSCC Slum. 

However, the severe and moderate underweight prevalence was highest among the age groups 18-29 months 

[5.8%] and 54-59 months [34.0%] respectively in DNCC Slum.  

4.4.5 Prevalence of Chronic Malnutrition/ Stunting by HAZ   

 

The prevalence of global chronic malnutrition or Stunting per HAZ among children 6-59 months was found 35.9% 

[31.0 - 41.1 95% C.I.] in DSCC and 25.6% [22.0 - 29.5 95% C.I.] ÉÎ $.## 3ÌÕÍ ÔÈÁÔ ÁÒÅ ÃÏÎÓÉÄÅÒÅÄ ȬÖÅÒÙ (ÉÇÈȱ ÁÎÄ 

Ȭ(ÉÇÈȭ ÒÅÓÐÅÃÔÉÖÅÌÙ ÁÓ ÐÅÒ 7(/Ⱦ5.)#%& ÌÁÔÅÓÔ ÃÌÁÓÓÉÆÉÃÁÔÉÏÎ18. The severe stunting prevalence was found 7.9% [5.7 

- 10.7 95% C.I.] in DSCC and 5.3% [3.7 - 7.6 95% C.I.] in DNCC. There is significant difference observed in global 

[35.9% vs 25.6%, P=0.001] and moderate [28.0% vs 20.3%, P=0.009] prevalence of stunting among two slums. 

However, there was no significant difference observed among severe stunting prevalence between the two slums 

[P>0.05]. 

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

 

Indicators  

DSCC Slum 

n = 457 

DNCC Slum  

n = 528 

P-value 
[DSCC  vs DNCC] 

Prevalence of stunting  

[HAZ<-2 SD] 

(164) 35.9 % 

(31.0 - 41.1 95% C.I.) 

(135) 25.6 % 

(22.0 - 29.5 95% C.I.) 

 
0.001 

Prevalence of moderate stunting [HAZ 

<-2 SD and >=-3 SD]  

(128) 28.0 % 

(23.7 - 32.7 95% C.I.) 

(107) 20.3 % 

(16.9 - 24.0 95% C.I.) 

 
0.009 

Prevalence of severe stunting [HAZ< -3 

SD]  

(36) 7.9 % 

(5.7 - 10.7 95% C.I.) 

(28) 5.3 % 

(3.7 - 7.6 95% C.I.) 

 
0.103 

 
 
 
 
 
 

                                                           
18 WHO/UNICEF Cut Off Points for stunting using Z-Score (-2 Z scores in populations: <2.5% - Very low; 2.5-<10% - Low; 10-<20% - 
Medium; 20-<30% - High; Іσπ% - Very High) 
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Table 37: Prevalence of stunting based on HAZ by sex, SMART survey, DSCC Slum and DNCC Slum, May-June 
2022 

 
Indicators  

DSCC Slum DNCC Slum  
P-value 

[Boys vs Girls] 
Boys 

n = 222 

Girls  

n = 235 

Boys 

n = 258 

Girls  

n = 270 

Prevalence of stunting  

[HAZ<-2 SD] 

(93) 41.9 % 

(35.4 - 48.7 95% 

C.I.) 

(71) 30.2 % 

(24.3 - 36.9 95% 

C.I.) 

(67) 26.0 % 

(21.1 - 31.5 

95% C.I.) 

(68) 25.2 % 

(20.4 - 30.6 

95% C.I.) 

 
DSCC=0.012 
DNCC: 0.828 

Prevalence of 

moderate stunting 

[HAZ <-2 SD and >=-3 

SD]  

(74) 33.3 % 

(27.6 - 39.6 95% 

C.I.) 

(54) 23.0 % 

(17.9 - 29.0 95% 

C.I.) 

(54) 20.9 % 

(16.2 - 26.6 

95% C.I.) 

(53) 19.6 % 

(15.7 - 24.3 

95% C.I.) 

 
DSCC: 0.013 
DNCC: 0.697 

Prevalence of severe 

stunting [HAZ< -3 SD]  

(19) 8.6 %  

(5.6 - 12.9 95% 

C.I.) 

(17) 7.2 %  

(4.7 - 11.0 95% 

C.I.) 

(13) 5.0 % 

(3.0 - 8.3 

95% C.I.) 

(15) 5.6 %  

(3.2 - 9.6 95% 

C.I.) 

 
DSCC: 0.554 
DNCC: 0.764 

 

 

As seen in above table, the prevalence of chronic malnutrition was relatively higher among boys compared to girls 

for global [41.9% vs 30.2%] and moderate stunting [ 33.3% vs 23.0%] and for severe stunting [8.6% vs 7.2%] in 

DSCC Slum. There is significant difference of in global and moderate stunting prevalence in DSCC Slum. Similarly, 

in DNCC Slum the stunting prevalence was found higher among boys for global [26.0% vs 25.2%], moderate [20.9% 

vs 19.6%] and vice versa for severe stunting [5.0% vs 5.6%].  However, the differences of stunting rates between 

boys and girls were not statistically significant [P>0.05] in DNCC Slum. 
 

Table 38: Prevalence of stunting based on HAZ by age group, SMART survey, DSCC Slum and DNCC Slum, May-
June 2022 

 

Indicators  

DSCC Slum DNCC Slum P-value 
[6 -23  vs 24-59]  Younger  

 [6 -23 months]  
n = 175 

Older  
[24 -59 months]  

n = 282    

Younger 
[6 -23 

months]  
n = 131 

Older  
[24 -59 

months]  

n = 291 

Prevalence of stunting  

[HAZ<-2 SD] 

(56) 32.0 % 

(25.5 - 39.3 

95% C.I.) 

(108) 38.3 % 

(32.1 - 44.9 

95% C.I.) 

(49) 24.6 % 

(18.6 - 31.9 

95% C.I.) 

(86) 26.1 % 

(21.9 - 30.9 

95% C.I.) 

DSCC: 0.185 

DNCC: 0.707 

 

Prevalence of moderate 

stunting [HAZ < -2 SD 

and >=-3 SD]  

(42) 24.0 % 

(18.6 - 30.4 

95% C.I.) 

(86) 30.5 % 

(24.9 - 36.7 

95% C.I.) 

(36) 18.1 % 

(13.1 - 24.5 

95% C.I.) 

(71) 21.6 % 

(17.5 - 26.3 

95% C.I.) 

DSCC: 0.123 

DNCC: 0.332 

 

Prevalence of severe 

stunting [HAZ< -3 SD]  

(14) 8.0 % 

(4.9 - 12.9 95% 

C.I.) 

(22) 7.8 %  

(5.3 - 11.4 95% 

C.I.) 

(13) 6.5 % 

(3.7 - 11.4 

95% C.I.) 

(15) 4.6 % 

(2.9 - 7.1 95% 

C.I.) 

 

 DSCC: 0.934 

DNCC: 0.363 

 

When comparing the prevalence of stunting for younger children [6-23 months] vs older children [24-59 months]; 

older children in DSCC Slum had higher but not significant prevalence of global [32.0% vs 38.3%, P=0.185] and for 

moderate [24.0% vs 30.5%, P=0.123] stunting and vice versa for severe stunting [8.0% vs 7.8%, P=0.934] with no 

significant difference. Similarly, the stunting prevalence in DNCC Slum was found higher but not significant among 

older children for global [24.36% vs 26.1%, P=0.707] and moderate [18.1% vs 21.6%, P=0.332] and vice versa for 

severe stunting [6.5% vs 4.6%, P=0.363]. 
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Table 39: Prevalence of stunting based on HAZ by age, SMART survey, DSCC Slum and DNCC Slum, May-June 
2022 

 DSCC Slum DNCC Slum 

Age 

groups  

Sample Severe 

stunting  

 

Moderate 

stunting  
Normal  Sample Severe 

stunting  

Moderate 

stunting  
Normal  

 

Age 

[mo]  

Total 

no. 

No. %  No. %  No. %  Total 

no. 

No. % No. % No. % 

6-17 104 9   8.7 17 16.3 78 75.0 133 7   5.3 20 15.0 106 79.7 

18-29 128 10   7.8 45 35.2 73 57.0 136 7   5.1 27 19.9 102 75.0 

30-41 88 8   9.1 24 27.3 56 63.6 119 10   8.4 29 24.4 80 67.2 

42-53 100 7   7.0 34 34.0 59 59.0 93 2   2.2 20 21.5 71 76.3 

54-59 37 2   5.4 8 21.6 27 73.0 47 2   4.3 11 23.4 34 72.3 

Total 457 36   7.9 128 28.0 293 64.1 528 28   5.3 107 20.3 393 74.4 

 

When data was further disaggregated by age group, the prevalence of severe and moderate stunting was highest 

among the age group of 30-41 months [9.1%] and 18-29 [35.2%] respectively in DSCC Slum. However, in DNCC 

Slum the severe and moderate stunting prevalence was highest was among the same age group of 30-41 months 

[8.4%] and [24.4%] respectively.  

4.5.6 Prevalence of Overweight based on WHZ  

Overweight or obesity among children is defined as Weight-for-Height Z-score >+2SD from the median according 

to WHO growth reference standards 2006. The overweight prevalence in DSCC and DNCC Slums found similar at 

0.0% as shown in table below. 

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

 

Indicators  

DSCC Slum DNCC Slum 

All  
n = 456 

Boys 
n = 222 

Girls  
n = 234 

All  
n = 531 

Boys 
n = 259 

Girls  
n = 272 

Prevalence of 
overweight  
[WHZ > 2 SD] 

(0) 0.0 % 
(0.0 - 0.0 95% 

C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

Prevalence of 
severe overweight 
[WHZ > 3 SD]  

(0) 0.0 % 
(0.0 - 0.0 95% 

C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

(0) 0.0 % 
(0.0 - 0.0 
95% C.I.) 

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

Indicators  
Prevalence:  
DSCC Slum 

Prevalence:  
DNCC Slum 

Severity  
 

Wasting [WHZ] 
18.4%  *12.8%  

Very high  
*High  

Overweight [WHZ] 0.0% 0.0% Very Low 

Stunting [HAZ] 
35.9%  *25.6%  

Very High  
*High  

*Underweight [WAZ] 
37.4%  *29.2%  

Critical  
*Serious 

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

Indicator  DSCC Slum 

[%, 95% CI ]  

DNCC Slum 

[%, 95% CI ]  

P value  

Global Acute Malnutrition 
by WHZ 

5.4% [1.3-20.4] 
    [N=37]  

7.1% [2.2-21.2]  
[N=42]  0.758  

Stunting by HAZ 
21.6% [11.2-37.6] 

    [N=37]  

14.3% [6.4-28.7]  

[N=42]  0.396  

Underweight by WAZ 
13.5% [5.5-29.5] 

[N=37]  
16.3% [7.6-31.5]  

[N=43]  
 0.734  

 

As seen in the table above, the overall GAM prevalence by WHZ among children 0-5 months in DSCC Slum was 5.4% 

[1.3 ɀ 20.4 95% C.I.] and in DNCC Slum was 7.1% [2.2 - 21.2 95% C.I.]. There was no signficant difference with p 

value=0.758. Similaly, prevalance of Stunting among children 0-5 months shows [DSCC: 21.6%, DNCC: 14.3%] and 

Underweight [DSCC: 23.5%, DNCC: 16.3%]. 

4.4.8 Low WomeÎȭÓ -5!# 

 

Low MUAC in women was defined as a MUAC below 210 mm for the purpose of this assessment. Following the 

CMAM guideline MUAC <210 mm was used for the identification of malnourished women since its gives narrower 

range to identify the women at risk. The prevalence of low MUAC among all pregnant and lactating women with 

children 0-23 months was 3.4% [1.6-7.0] in DSCC and 3.9% [2.3-6.7] in DNCC Slum as presented in Table below. 

The low MUAC prevalence for women who were pregnant or lactating with an infant less than 6 months was 5.1% 

[2.1-11.7] and 7.0% [3.0-15.2] in DSCC and DNCC Slum respectively. There was no significant difference observed 

in low MUAC prevalence between two Slums. 

 

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

 
Women MUAC 

DSCC Slum DNCC Slum P value 
DSCC vs DNCC 

N n % 95% CI N n % [95% CI] 
Low MUAC 

 [Among PLW with children 0 -23  
months]  

 

266 9 
3.4% 

[1.6-7.0] 
306 12 

3.9% 
[2.3-6.7] 

0.759 

Low MUAC  
[Among PLW wit h children <6  

months*]  
98 5 

5.1% 
[2.1-11.7] 

43 3 
7.0% 

[3.0-15.2] 
0.603 

MEAN MUAC Women 15-49 Years N  Mean [SD] N  Mean [SD]  

0,7Ó ȭÓ -5!# ɍ!ÌÌɎ 
266 - 

258.2  
[2.0]  

306 - 
260.1  
[2.0]  

- 

*Exclusively among women who were pregnant or lactating with an infant <6 months, as this subset was eligible for ongoing 
humanitarian programs such as TSFP, IFA supplementation and IYCF.  
 
 
 
 
 
 
 
 
 
 



                                                                                                                                                                                           
 
 

45 | P a g e   
 

4.4 Access to ANC (Antenatal Care) Services and Iron Folic Acid pills  

 

Information was collected to understand the health seeking behaviors of pregnant mothers and access to health 
centers or other programs. 
 
Table 44: Access to ANC (Antenatal Care) Services and Iron Folic Acid pills, SMART survey, DSCC Slum and DNCC 
Slum, May-June 2022 

Source of Antenatal Care services DSCC Slum DNCC Slum 

N n % [ 95% CI]  N n % [ 95% CI]  

% Of pregnant women accessing ANC 

services from any sources 

62 55 
88.7% [77.0-94.9] 

69 58 
84.1% (73.3-91.1] 

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

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

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

No  62 7 11.3% [03.1-23.0] 69 11 15.9% (09.0-26.8] 

Intake of Iron Folic Acid  

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

 
The table shows, majority [88.7% and 84.1%] of pregnant mothers able to access antennal services in DSCC and 

DNCC slums respectively. Nearly half [45.2%] in DSCC and more than half [56.5%] of pregnant mothers received 

ANC services from NGO health programs followed by private health centre [DSCC: 29.0% and DNCC: 27.5%]. 

Moreover, data on intake of Iron folic acid pills by pregnant mothers shows 64.5% in DSCC Slum and 68.1%.in DNCC 

Slum. 

 

Furthermore, information about total visits of Antenatal Care (ANC) and Postnatal Care (PNC) checkups was also 

collected, survey findings show, in DSCC Slum [ANC: 88.7% and PNC: 66.2%] mothers had checkups to any health 

care provider either at health facilities or home, while [ANC: 42.6% and PNC: 8.8%] mothers went for checkup at 

least 4 times. Similarly, in DNCC Slum [ANC: 89.5% and PNC: 64.1%] mothers had checkups to any health care 

provider either at health facilities or home, while [ANC: 42.2% and PNC: 13.9%] mothers went for checkup at least 

4 times. 

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

Source of Antenatal Care services DSCC Slum DNCC Slum 

N n % [ 95% CI]  N n % [ 95% CI]  

Antenatal care (ANC) check-up during 

pregnancy by any health care provider 

either at health facilities or home 

 

204 

 

181 

 

88.7% [83.0-92.7] 

 

237 

 

212 

 

89.5% (82.6-93.9] 

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

Postnatal care (PNC) check-up withi n 42 

days of delivery by any health care 

provider either at health facilities/home  

 

204 

 

135 

 

66.2% [69.0-72.7] 

 

237 

 

152 

 

64.1% (57.1-70.7] 

At least 4 PNC check-ups 204 18 8.8% [5.8-13.4] 237 100 13.9% [8.9-21.1] 
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4.5 Retrospective Prevalence of 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. 

 

Table 46: Prevalence of diarrhoea based on symptoms over a two-week recall period, SMART survey, DSCC Slum 
and DNCC Slum, May-June 2022 

Diarrhoea  

Prevalence 

[6 -59 

months]  

DSCC Slum DNCC Slum 

N 

 

 

n % [ 95% CI]  

 

 

P value N 

 

 

n % [ 95% CI]  

 

 

P value 

All  458 92 20.1% (16.2-24.7)  532 85 16.0% (12.8-19.7)  

Boys  223 47 21.1% (16.2-27.0) Girls vs Boys   

0.608  

260 49 18.8% (7.9-38.9] Girls vs Boys   

0.581 Girls 235 45 19.1% (14.1-25.4] 273 36 13.2% (4.5-32.6] 

6-23 

months 
176 42 23.9% (18.4-30.3] 

6-23 vs 24-59  

0.133  

202 45 22.3%[17.3-28.2] 6-23 vs 24-

59  

0.002 
24-59 

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

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

The prevalence of diarrhoea among children 6-59 months was 20.1% [16.2-24.7] and 16.0% [12.8-19.7] in DSCC 

and DNCC Slums respectively as presented in table 44 above. Further disaggregating data by sex and age groups 

demonstrates that there was no significant difference found between boys and girls [DSCC: 21.1% vs 19.1%, 

p=0.608; DNCC 18.8% vs 13.2%, p=0.581]. Similarly, there was no significance difference observed among the 

children aged 6-23 months compared to children 24-59 months [DSSC: 23.9% vs 17.7%, p=0.133] in DSCC, and vice 

versa in DNCC 22.3% vs 12.1%, p=0.002], indicating younger children were significantly vulnerable and prone to 

diarrhoea in DNCC Slums. 

4.6 Health Seeking Behavior  

The children who have suffered from diarrhoea in both slums had taken following treatment, reported by the 

caregiver. 
Table 47: Health seeking behavior of caregivers, SMART survey, DSCC Slum and DNCC Slum, May-June 2022 

Treatment Sources / Health Seeking 

Behaviour  

DSCC Slum DNCC Slum 

N n % [ 95% CI]  N n % [ 95% CI]  

Oral Rehydration Solution (ORS) 92 74 80.4% [69.9-87.8] 85 76 89.4% (81.5-94.2] 

Zinc tablet or syrup 92 17 18.5% [11.1-28.9] 85 19 22.4% (14.5-32.9] 

Homemade saline 92 4 4.3% [01.0-16.9] 85 2 2.4% (00.1-08.8] 

Pastor or herbal or religious treatment 92 0 N/A 85 1 1.2% (00.2-08.1] 

Syrup or tablet  92 44 47.8% [34.1-68.4] 85 41 48.2% (37.4-59.4] 

Treatment from hospital 92 5 5.4% [02.2-12.5] 85 6 7.1% (31.1-15.4] 

Others 92 3 3.3% [00.7-09.0] 85 1 1.2% [00.2-08.5] 

No treatment  92 
5 5.4% [02.2-12.5] 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  
 

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

Supplementation and Immunization 

coverage  

DSCC Slum DNCC Slum 

N n % [ 95% CI]  N n % [ 95% CI]  

Measles immunization by both card 

and recall (9 -59 months)  

 

420 

361 
86.0% [80.8-89.9] 

 

484 

416 
86.0% (81.5-89.5] 

Yes, by card 242 57.6% [51.1-63.8] 305 63.0% (56.1-68.7] 

Yes, by recall 119 28.3% [22.8-34.6] 111 22.9% (18.0-28.7] 

Vitamin A (6-59 months) 458 340 74.2% [69.3-78.7] 532 379 71.2% (63.9-77.7] 

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

MNP supplementation (6-59 months) 458 4 0.9% [00.3-02.2] 532 4 0.9% [00.3-02.0] 

The proportion of children aged 6-59 months received vitamin A in the last six months in DSCC was 74.2% and 

DNCC was 71.2%. An estimated 86.0% children aged 9 to 59 months were vaccinated against measles as confirmed 

by card, [57.6%] and by recall [28.3%] in DSCC Slum. Similarly, in DNCC Slum an estimated 86.0% children aged 9 

to 59 months were vaccinated against measles as confirmed by card, [63.0%] and by recall [22.9%]. As shown in 

the table above, the overall coverage of vitamin A supplementation, deworming and measles vaccination were 

found to be ÇÏÏÄ ÂÕÔ ÓÔÉÌÌ ÂÅÌÏ× ÔÈÅ 3ÐÈÅÒÅ 3ÔÁÎÄÁÒÄȭÓ ÒÅÃÏÍÍÅÎÄÁÔÉÏÎ ÏÆ ωυϷ ÃÏÖÅÒÁÇÅȢ 

 

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 aged 0-23 

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

 

The table below pres ents the summary findings of IYCF indicators  

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

Indicator  

Sample 
Age 

Group 

DSCC DNCC P-Value 

N 
 
n % [95% CI] N 

 
n 

% [95% 
CI] 

[DSCC VS 
DNCC] 

Early Initiation of 
breastfeeding  

0-23 
months 

213 118 
60.1 % 

[51.9 - 67.7 
245 160 

65.3% 
[59.1-71.0] 

0.297 

Exclusive Breastfeeding  
0-5 

months 
37 11 

29.7 % 
[15.7 - 49.0] 

43 20 
46.5% 

[5.6-92.3] 
0.076 

Exclusive breastfeeding 
within two days of 
del ivery  

0-23 
months 213 113 

53.1 % 
[45.6 - 60.6] 

245 112 
45.7 % 

[38.8 - 52.9] 

0.152 

Continuation of 
Breastfeeding at 12 - 23 
months   

12- 23 
months   113 104 

92.0 % 
[87.6-96.4] 

118 107 
90.6 % 

[85.4-95.8] 

0.681 
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Indicator  

Sample 
Age 

Group 

DSCC DNCC P-Value 

N 
 
n % [95% CI] N 

 
n 

% [95% 
CI] 

[DSCC VS 
DNCC] 

Bottle feeding for children  
 

(0-23 
months) 

213 61 28.6 % 
[22.9-35.1] 

245 78 31.8 % 
[25.9-38.6] 

0.465 

Minimum Dietary 
Diversity [>=5 food 
groups]  

6-23 
months 176 91 

51.7 % 
[42.9-60.4] 

202 91 
45.0 % 

[63.1-54.5] 

0.508 

Minimum Meal Frequency 
ɀ non breastfed children 
[>=4 full meals]  

6-23 
months 176 7 

4.0 % 
[0.6-20.0] 

202 6 
3.0 % 

[0.4-20.9] 

0.833 

Minimum Meal Frequency 
ɀ breastfed children [>=2 
full meals]  

6-8 
months 38 32 

84.2 % 
[48.7-96.7] 

48 37 
77.1 % 

[18.7-98.0] 

0.787 

Minimum Meal Frequency 
ɀ breastfed children [>=3 
full meals]  

9-23 
months 

138 
 

107 
77.5 % 

[36.9-95.3] 
154 100 

64.9 % 
[35.8-86.1] 

0.542 

Overall Minimum Meal 
Frequency (6 -23 months)  
 

6-23 
months 176 146 

83.0 % 
[75.9-88.3] 

202 143 
70.8 % 

[63.2-77.4] 

0.011 

Minimum Acceptable Diet  6-23 
months 

176 
 

79 44.9 % 
[36.5-53.6] 

202 73 36.1 % 
[28.4-44.8] 

0.141 

 

4.8.1 Early Initiation of Breastfeeding   

The early initiation of breastfeeding rate in DSCC Slum was 60.1% [51.9-67.7] which is below the national rate of 

69.0% and comparatively lower than DNCC Slum which was found at 65.3% [59.1-71.0] with no significant 

difference [p=0.297] between two Slums. 

4.8.2 Exclusive Breastfeeding   

The exclusive breastfeeding rate in DSCC Slum was 29.7% [15.7-49.0] which is below the national rate of 65.0% 

and comparatively lower than DNCC Slum which was found at 46.5% [5.6-92.3] with significant difference 

[p=0.076] between both locations. 

4.8.3 Exclusive Breastfeeding within 2 days of delivery  

The exclusive breastfeeding within 2 days of delivery in DSCC Slum was 53.1% [45.6-60.6] while in DNCC Slum it 

was bit lower compared to both slums with rate of 45.7% [38.8-52.9]. However, there was no significant difference 

[p=0.152]. 

 

4.8.4 Bottle Feeding for Children   

Findings revealed that the rate of bottle feeding among children 0-23 months in DSCC Slum was 28.6% [22.9-35.1] 

which is comparatively lower than DNCC Slum which was found at 31.8% [25.9-38.6] with no significant difference 

[p=0.465] between two Slums. Bottle feeding rate was significantly high in both slums compared to national rate of 

16%. 

4.8.5 Continued Breastfeeding among children 12 -23 months  

The Continuation of breastfeeding among children aged 12-23 was reported 92.0% [87.6-96.4] in DSCC and 90.6% 

[85.4-95.8] in DNCC Slum showing no significant difference [p=0.681] higher in DSCC compared to DNCC Slum.   

4.8.6 Minimum Dietary Diversity  

The minimum dietary diversity [>=5 food groups] was reported at 51.7% [42.9-60.4] in DSCC and 45.0% [36.1-

54.5] in DNCC Slum showing no significant difference [p=0.508] higher in DSCC compared to DNCC Slum.  This also 

indicates that nearly half of the children in DSCC and more than half DNCC Slum did not receive at least five 

categories of food groups as recommended.  
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4.8.7 Minimum Meal Frequency  

The minimum meal frequency for breastfeed children aged 6-8 months [>=2 full meals per day] and 9-23 months 

[>=3 full meals per day] were reported as 84.2% [48.7-96.7] and 77.5% [36.9-95.3] respectively in DSCC Slum and 

77.1% [18.7-97.0] and 64.9% [35.8-86.1] respectively in DNCC Slum. Conversely, only 4.0% [00.6-02.2] of non-

breastfed children aged 6-23 months in DSCC Slum and 3.0% [00.4-20.9] in DNCC Slum received recommended 

meal frequency [>= 4 full meals per day] during previous day or in past 24 hours. Similarly, the overall minimum 

meal frequency (breastfed and non-breastfed children) aged 6-23 months was found 83.0% [75.9-88.3] in DSCC 

and 70.8% [63.2-77.4] in DNCC Slum. This indicates significant difference [p=0.011] among both locations. 

4.8.8 Minimum Acceptable Diet  

The minimum acceptable diet was 44.9% [36.5-53.6] in DSCC and 36.1% [28.4-44.8] in DNCC Slum among children 

aged 6-23 months who fed with minimum five food groups and adequate number of meals according to their age 

and if they were breastfed or not. There was no significant difference in minimum acceptable diet with [p=0.141] 

among DSCC and DNCC Slum. 

4.8.9 Consumption of Diversified of Food Groups in the Previous Day  

Figure 5 below shows what categories of food were being consumed at the highest frequency. The category most 

ÆÒÅÑÕÅÎÔÌÙ ÃÏÎÓÕÍÅÄ ×ÁÓ ȰÇÒÁÉÎ ÏÒ ÃÁÒÂÏÈÙÄÒÁÔÅ ÒÉÃÈ ÆÏÏÄÓȱ ÉÎ ÂÏÔÈ ɍ$3##-97.0%, DNCC- 98.3%] and the category 

ÓÅÃÏÎÄ ÍÏÓÔ ÆÒÅÑÕÅÎÔÌÙ ÃÏÎÓÕÍÅÄ ×ÁÓ ȰÐÕÌÓÅÓȟ ÌÅÇÕÍÅÓ ÁÎÄ ÎÕÔÓȱ [DSCC-53.0%, DNCC-υχȢτϷɎȢ 4ÈÅ ȰÍÉÌË ÁÎÄ ÍÉÌË 

ÐÒÏÄÕÃÔȱ ÃÁÔÅÇÏÒÙ ×ÁÓ ÔÈÅ ÔÈÉÒÄ ÍÏÓÔ ÆÒÅÑÕÅÎÔÌÙ ÃÏÎÓÕÍÅÄ ÆÏÏÄ ÇÒÏÕÐ ÁÔ ττ.6% in DSCC and 46.6% in DNCC. The 

intake of eggs, fruits, vegetables, meat, fish and eggs were very low meaning that children were not receiving 

adequate diversified foods essential for proper growth and development. However, complementary feeding 

patterns were found comparatively higher in DSCC than DNCC Slum.  

 

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

 

 

4.9 Food Security and Livelihood  

4.9.1 Household Reduced Coping Strategy Index [rCSI]  

Reduced Coping Strategy Index was expressed to understand the different behaviors related to food consumption 

as a coping strategy when food shortage occurs. Table 50 shows the level of coping strategies for the surveyed 

households in both Slums. 
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47.0%

34.7%
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Table 50: Reduced Coping Strategy Index [rCSI], SMART survey, DSCC Slum and DNCC Slum, May-June 2022 

 

Reduced Coping Strategy 

Index [rCSI]  

 

DSCC Slum 

 

 

DNCC Slum 

 

 

P value 

 

No or low coping (0-3) 

 

72.9% [66.8-78.2] 

[919/1261]  

78.3% [75.0-81.3] 

[1031/1317]  

0.101 

 

Medium coping (4-9) 

 

15.1% [11.7-19.1] 

[190/1261]  

13.9% [11.7-16.6] 

[183/1317]  

0.590 

 

High coping (>=10) 

 

12.1% [9.2-15.6] 

[152/1261]  

7.8% [6.3-9.8] 

[103/1317]  

0.020 

 

R value  

(Correlation between Acute 

Malnutrition and  rCSI) 

0.14 

Positive relation  

 

-0.08 

Negative relation  

 

NA 

 

 

As seen in above table, majority of the households had adopted no or low coping strategy in DSCC and DNCC Slum. 

Furthermore, Medium coping strategy was found [DSCC: 15.1%, DNCC: 13.9%] and High coping strategy was found 

[DSCC: 12.1%, DNCC: 7.8%] with no significant difference of [p=0.590 and 0.020] respectively. 

 

Further correlational analysis revealed that there is a week but positive relationship observed in DSCC slums 

between rCSI and acute malnutrition cases meaning households more experienced with food based copping 

strategies are more tends to have malnourished children. However, no positive relation was observed in DNCC 

slums. 

 

Data was further disaggregated by different food-based coping strategies during last seven days as presented in 

below figure-6.  The most frequent coping strategy as experienced by the household members in both Slums was 

ÒÅÐÏÒÔÅÄ ȰÒÅÌÙ ÏÎ ÌÅÓÓ ÐÒÅÆÅÒÒÅÄ ÁÎÄȾÏÒ ÌÅÓÓ ÅØÐÅÎÓÉÖÅ ÆÏÏÄ ×ÉÔÈȱ ÁÔ ɍ$3##ȡ στȢτϷȟ $.#C: 25.2%], followed by 

ȰÒÅÄÕÃÅ ÔÈÅ ÎÕÍÂÅÒ ÍÅÁÌ ÅÁÔÅÎ ÐÅÒ ÄÁÙȱ ÁÔ ɍ$3##ȡ ςσȢσϷȟ $.##ȡ ρωȢωϷɎȢ 

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

 

Food insecurity experience scale data was collected from the survey population of both DSCC and DNCC Slum.  

This scale explains what it means to measure food security in a population, and what experience-based food 

security scales are. Findings are presented in the table below. 

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

FIES Category DSCC Slum DNCC Slum 
Moderate or severe 32.1%  

 
32.3%  

 
Severe 2.1%  

 
4.2%  

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

Approximately one third households [DSCC: 32.1%; DNCC: 32.3%] experienced moderate or severe level and only 

few households [DSCC: 2.1%; DNCC: 4.2%] of food insecurity over last 30 days due to lack of money or lack of other 

resources to buy food. 

Furthermore, the data was disassembled by difference food insecurity experiences over last 30 days by the 

population of both DSCC and DNCC Slum. The most frequent food insecurity experience by the household members 

ÉÎ ÂÏÔÈ 3ÌÕÍÓ ×ÁÓ ÒÅÐÏÒÔÅÄ Ȱ×ÏÒÒÉÅÄ ÁÂÏÕÔ ÎÏÔ ÈÁÖÉÎÇ ÅÎÏÕÇÈ ÆÏÏÄȱ ÁÔ ɍ$3##ȡ τχȢχϷȟ $.##ȡ τυȢυϷɎȟ ÆÏÌÌÏ×ÅÄ ÂÙ 

ȰÕÎÁÂÌÅ ÔÏ ÅÁÔ ÈÅÁÌÔÈÙ ÆÏÏÄȱ ÁÔ ɍ$3##ȡ σωȢυϷȟ $.##ȡ σψȢτϷɎȢ 

Figure 7: Types of Food Insecurity Experience, SMART survey, DSCC Slum and DNCC Slum, May-June 2022 
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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% households reported accessing drinking water either from WASHA 
supply or deep tube well (DSCC-68.8%, 27.4% and DNCC-77.9%, 16.3% respectively). Other drinking water sources 
were water ATM booth, bottled or jar water and NGO supply water etc. 

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

Source of drinking water  DSCC Slum DNCC Slum 
 

P value 
 

$ÉÒÅÃÔ 7!3(!ȭÓ ÓÕÐÐÌÉÅÄ ×ÁÔÅÒ 68.8%  [56.6-78.9] 
[868/1261]  

77.9%  [66.8-86.1] 
[1026/1317]  

0.222 
 

Deep Tube well 
 

27.4%  [17.4-40.3] 
[345/1261]  

16.3%  [9.1-27.7] 
[215/1317]  

0.134 
 

Collected from Water ATM booth by 
payment 

1.7%  [0.8-3.4] 
[21/1261]  

0.7%  [0.3-2.1] 
[9/1317]  

0.157 
 

Bottled/ Jar water 
 

2.0%  [0.8-5.1] 
[25/1261]  

0.5%  [0.3-1.4] 
[7/1317]  

0.105 
 

Others 
 

0.2%  [0.02-1.2] 
[2/1261]  

4.6%  [1.6-12.5] 
[60/1317]  

0.068 
 

 

4.10.2 Purification of drinking water  

The household practices regarding purification of drinking water also reported as almost equal to 3 parts [DSCC: 

78.1%, DNCC: 72.7%] of household are drinking water without any purification or treatment. Only few households 

[DSCC: 18.8%, DNCC: 20.1%] responded that they always purify the water before drinking. 

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

 

 4.10.3 Main Challenges of drinking water  

Household reported challenges of drinking water in both Slums were [DSCC: 40.0%, DNCC: 55.8%]. The most 

frequent challenge regarding drinking water experienced by the household members in both Slums was reported 

ȰBad smell and waste particles present in the waterȱ ÁÔ ɍ $3##ȡ τυȢυϷȟ $.##ȡ υυȢψϷɎȟ ÆÏÌÌÏ×ÅÄ ÂÙ ȰInadequate 

water supply as per demandȱ ÁÔ ɍ $3##ȡ ρψȢφϷȟ $.##ȡ σσȢυϷɎȢ 
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Table 53: Main Challenges of drinking water, SMART survey, DSCC Slum and DNCC Slum, May-June 2022 

Indicator  DSCC Slum DNCC Slum P value 
Households reported having problem 
with drinking water  

40.0%  [32.0-48.6] 
[505/1261]  

55.8%  [48.3-63.2] 
[735/1317]  

 
0.006 

Top five challenges reported by HH  
Bad smell and waste particles present in the 
water 

45.5% [36.6-54.8] 
[230/505]  

53.1% [44.4-61.6] 
[390/735]  

 
0.230 

Inadequate water supply as per demand 18.6% [13.0-25.9] 
[94/505]  

33.5% [25.7-42.4] 
[246/735]  

 
0.006 

Long waiting time at water point 13.3% [6.7-24.6] 
[67/505]  

3.4% [1.0-11.5] 
[25/735]  

 
0.042 

Lack of water storage utensils  9.5% [5.2-16.7] 
[48/505]  

2.4% [1.5-4.2] 
[18/735]  

 
0.014 

Drinking water sources is long distance from 
household  

9.3% [5.1-16.5] 
[47/505]  

5.0% [1.9-13.1] 
[37/735]  

 
0.236 

 

4.10.τ (ÏÕÓÅÈÏÌÄȭÓ 4ÏÉÌÅÔ &ÁÃÕÌÔÉÅÓ ÁÎÄ -ÁÎÁÇÅÍÅÎÔ ÏÆ #ÈÉÌÄ &ÅÃÅÓ 

As seen in the below Table, Approximately 90.0% households in DSCC have access toilets that are piped with 

sewerage system while this percentage was significantly low about 49.4% in DNCC slum. Besides that, nearly fifty 

percentage households (46.6%) in DNCC used latrine that are mixed with nearby drain or water point that are 

alarming for contamination of water borne disease.  

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

Indicator  DSCC Slum DNCC Slum P value 
Piped with sewerage system 90.3% [81.2-95.3] 

             [1139/1261]  

49.4% [36.5-62.4] 

           [650/1317]  

0.000 
 

Latrine with septic tank 1.7% [0.5-5.2] 

         [21/ 1261] 

3.9% [1.4-11.3] 

         [52/ 1317] 

0.323 
 

Payable public toilet with water seal  3.5%  [0.8-13.4]  

        [44/ 1261] 

0.0%  [0.0-0.0]  

     [0/ 1317] 

0.155 
 

Latrine without water seal 0.2% [0.02-1.2]  

     [2/ 1261] 

0.0% [0.0-0.0]  

     [0/ 1317] 

0.385 
 

Mixed with nearby drain or water body 3.6% [1.1-10.9]  

       [45/ 1261] 

         46.6% [34.3-59.4]  

         [614/ 1317] 

0.000 
 

Communal sharing latrine  0.2% [0.03-1.7]  

      [3/ 1261] 

0.0% [0.0-0.0]  

     [0/ 1317] 

0.293 
 

Payable public toilet without water seal  0.4% [0.1-2.0]  

      [5/ 1261] 

0.0% [0.0-0.0]  

     [0/ 1317] 

0.150 
 

Plastic bag 0.2%  [0.03-0.6]  

     [2/1261]  

0.1% [0.01-0.6]  

     [1/ 1317] 

0.652 
 

 

The management of child feces in the surveyed area was good but one third of the caregiÖÅÒ ÄÉÄÎȭÔ ÄÉÓÐÏÓÅ ÃÈÉÌÄ 

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%] 

respectivelyȢ  3ÅÃÏÎÄ ÈÉÇÈÅÓÔ ÒÅÓÐÏÎÓÅ ×ÁÓ ÒÅÐÏÒÔÅÄ ȰÆÅÃÅÓ ÔÈÒÏ×Î ÉÎ ÓÏÌÉÄ ×ÁÓÔÅȟ ÄÕÓÔÂÉÎ ÏÒ ÄÒÁÉÎȱ ÉÎ $3## ÁÎÄ 

DNCC Slums. However, about one-third of households with a child under five did not dispose child feaces safely, 

which makes children susceptible to diseases transmitted via the fecal-oral route. 
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Figure 9: Management of Child Feces, SMART survey, DSCC Slum and DNCC Slum, May-June 2022 

 

4.10.5 Handwashing Behaviour  

Handwashing with soap at "critical moments" during the day prevents the spread of many diseases, for 

example diarrhoea and cholera that are transmitted through fecalɀoral route. There are five critical times during 

the day where washing hands with soap is important to reduce fecal-oral transmission of disease: before cook ing 

ÏÒ ÐÒÅÐÁÒÉÎÇ ÆÏÏÄȟ ÁÆÔÅÒ ÄÅÆÅÃÁÔÉÏÎȟ ÂÅÆÏÒÅ ÅÁÔÉÎÇ ÆÏÏÄȟ ÁÆÔÅÒ ÄÉÓÐÏÓÉÎÇ ÏÆ ÃÈÉÌÄȭÓ ÆÅÃÅÓȟ ÂÅÆÏÒÅ ÃÈÉÌÄ ÆÅÅÄÉÎÇ 

/breastfeeding . Other occasions when correct handwashing technique should be practiced in order to prevent the 

transmission of disease include after working with animals, crops, after sneezing, after handling money, after daily 

domestic work etc. 

 

The survey findings revealed that almost all respondents, Handwashing behaviour with soap during critical times 

is also alarming. Despite good practices of handwashing among caregiver reported after defecation (>90%) and 

disposing of child feces (>60%), other hand washing practices for example, before cooking or serving, eating, and 

feeding or breast feeding was reported low in DSCC and DNCC Slum as presented in figure 10 below. 

 
Figure 10: Handwashing practices with Soap during critical times, SMART survey, DSCC Slum and DNCC Slum, 

May-June 2022 

 
 

Information about handwashing items was also collected, frequent hand washing behaviour among caregiver of 

under 5 children with soap reported very low in both locations. It was also described that most of the caregivers 

reported washing their hands most frequently with water only (DSCC-53.5%; DNCC-64.9%) while less than half of 

the caregiver wash their hand with water and soap (DSCC-46.1%; DNCC-34.7%). See figure 11 below: 
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Figure 11: Frequently used items for handwashing, SMART survey, DSCC Slum and DNCC Slum, May-June 2022 

 
 

Furthermore, survey findings revÅÁÌÅÄ ÔÈÁÔȟ ÁÌÌ ÔÈÅ ÈÏÕÓÅÈÏÌÄÓ ÄÏÎȭÔ ÈÁÖÅ ÁÃÃÅÓÓ ÔÏ ÓÏÁÐ ×ÈÉÃÈ ×ÁÓ ÃÏÍÐÁÒÁÔÉÖÅÌÙ 

low in DSCC (76.8%) compared to DNCC (89.6%). As presented in figure 12 below. 

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

 

 

4.11 Retrospective Mortality  

 

The overall Crude Death Rate found in DSCC 0.19% (0.10-0.38) and in DNCC 0.12% (0.05-0.27) at 10,000/Day 

which shows almost the similar rates in both slums.  However, Under 5 death rate was comparatively higher in 

DSCC than DNCC (0.63 vs 0.16 death/10,000/day). Both the CDR and U5DR are well below the public health 

emergency thresholds of 1 and 2 deaths/10,000/day respectively19. Household level questions were asked to 

determine the cause of each death, under the broad categories of illness or injury/trauma. 

 

 

 

                                                           
19 https://emergency.unhcr.or g/entry/38763/mortality -surveillance-threshold  

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

 DSCC Slum DNCC Slum 

Population  
Death Rate 
[/10,000/Day
] 

95% CI 
Design 
Effect 

Death Rate 
[/10,000/Day]  

95% CI 
Design 
Effect 

Overall*  0.19 [0.10 -0.38]  1.06 0.12 [0.05 -0.27]  1.18 

By Sex    
Male 0.26 [0.12-0.57] 1.00 0.11 [0.03-0.33] 1.00 

Female 0.13 [0.04-0.39] 1.00 0.14 [0.05-0.36] 1.00 

By Age Group [in years]     

Under 5 children  
[0 -4 years]  

0.63 [0.20 -1.93]  1.00 0.016 [0.02 -1.17]  1.00 

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 Rate Sample Rate 

Illness  Household 
member 
deaths [n=9] 

100.0% Household member deaths 
[n=9]  

85.7% 

Injury  0.0% 14.3% 

*International Mother Language day (21st of February 2022] was used as the beginning of the mortality recall period. All 

household members present during recall period adjusted for in and out-migration. 

5. DISCUSSION  

The results of this SMART survey provide a snapshot of the situation; it tells us what is happening at the given 

moment. This cross-sectional survey collected some additional information that potentially explains the immediate 

and underlying causes of malnutrition and eventually will support to make programmatic decisions. 

 5.1 Malnutrition  

The survey findings revealed that Global Acute Malnutrition (GAM) prevalence based on WHZ among children 6-

υω ÍÏÎÔÈÓ ÆÏÕÎÄ Ȱ6ÅÒÙ (ÉÇÈ ÏÒ #ÒÉÔÉÃÁÌȱ ÉÎ $3## ÓÌÕÍÓ ɉρψȢτϷɊ ×ÈÉÃÈ ÉÓ ÓÉÇÎÉÆÉÃÁÎÔÌÙ ÈÉÇÈÅÒ ÔÈÁÎ ÉÎ $.## ÓÌÕÍÓ 

(1ςȢψϷɊ ÔÈÁÔ ÉÓ ÁÌÓÏ ÃÏÎÓÉÄÅÒÅÄ ÁÓ Ȱ(ÉÇÈ ÏÒ 3ÅÒÉÏÕÓȱȢ 4ÈÅ ÇÅÎÅÒÁÌ ÏÂÓÅÒÖÁÔÉÏÎÓ ÁÎÄ ÉÎÆÏÒÍÁÌ ÄÉÓÃÕÓÓÉÏÎ ×ÉÔÈ 

community people depicted that most of the slums in DSCC are disorganized having more pavement and informal 

settlements with high family migration. The WASH and food security situation including NGO assistance 

programmes (e.g. GMP, Food assistance, health support) found relatively poor in DSCC slums compared to DNCC.  

These factors might lead to a high level of acute malnutrition in DSCC.  

 

However, a higher SAM in North compared to South, which is a bit surprising. However, this situation is of great 

concern in both slums and requires an adequate response as children under five who suffer from severe wasting 

have a 12 times higher risk of death compared to healthier children [Lancet, 2013]. Acute malnourished children 

are also in need of life-saving treatment to prevent risk of death. When comparing the prevalence of acute 

malnutrition in younger children [6 -23 months] vs older children [24-59 months]; in DSCC older children had 

higher prevalence of GAM [20.2%], while in DNCC younger children had prevalence of GAM [12.9%] which almost 

similar [12.8%] with older children].  

 

Using MUAC as an indicator for acute malnutrition, the GAM prevalence was 2.0% [1.1-3.6 95% C.I.] in DSCC Slum 

which is comparatively lower than DNCC Slum, with a rate at 2.8% [1.7-4.7 95% C.I.]. The SAM prevalence was 

found 0.7% [0.2-2.0 95% C.I.] in DSCC with no SAM cases found in DNCC Slum. Poor concordance in wasting case 

detection between WHZ and MUAC. WHZ identified more wasted children than by MUAC. The study also revealed 

that GAM by WHZ found more prevalent among boys and older children while MUAC were more among girls and 

younger children. It is likely that MUAC based community screenings using global thresholds are not enough to 

detect all acutely malnourished children eligible for treatment as per WHO recommendation. 
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-ÏÒÅÏÖÅÒȟ ÄÉÓÁÇÇÒÅÇÁÔÅÄ ÁÎÁÌÙÓÉÓ ÉÎÄÉÃÁÔÅÓ ÔÈÁÔ ÔÈÅ ÃÏÎÃÏÒÄÁÎÃÅ ÂÅÔ×ÅÅÎ 7(: ÁÎÄ -5!# ×ÁÓ ÖÅÒÙ ÐÏÏÒ ÉÎ ÂÏÔÈ 

3ÌÕÍÓȢ !ÍÏÎÇ ÔÈÅ ÔÏÔÁÌ ÃÁÓÅÓ ÏÆ ÁÃÕÔÅ ÍÁÌÎÕÔÒÉÔÉÏÎ ɍ$3##Ѐ ψφȟ $.##ЀχσɎȟ ÏÎÌÙ ρȢυϷ ÁÎÄ ρȢωϷ '!- ÃÁÓÅÓ ×ÅÒÅ 

ÉÄÅÎÔÉÆÉÅÄ ÂÙ ÂÏÔÈ 7(: ÁÎÄ -5!# ÃÒÉÔÅÒÉÁ ÉÎ $3## ÁÎÄ $.## 3ÌÕÍÓ ÒÅÓÐÅÃÔÉÖÅÌÙȢ (Ï×ÅÖÅÒȟ ÔÈÅ ÍÁÊÏÒÉÔÙ ÏÆ ÔÈÅ 

ÃÈÉÌÄÒÅÎ ɍψωȢυϷ ÉÎ $3## ÁÎÄ χωȢυϷ ÉÎ $.##Ɏ ×ÅÒÅ ÁÃÕÔÅÌÙ ÍÁÌÎÏÕÒÉÓÈÅÄ ÂÙ 7(: ÏÎÌÙ ÃÒÉÔÅÒÉÁ ɍÎЀχχ ÆÏÒ $3## ÁÎÄ 

ÎЀυψ ÆÏÒ $.##Ɏ ×ÈÅÒÅÁÓ ÏÎÌÙ ÆÅ× ÃÈÉÌÄÒÅÎ ɍςȢσϷ ÉÎ $3## ÁÎÄ φȢψϷ ÉÎ $.##Ɏ ×ÅÒÅ ÁÃÕÔÅÌÙ ÍÁÌÎÏÕÒÉÓÈÅÄ ÂÙ -5!# 

ÏÎÌÙ ÃÒÉÔÅÒÉÁ ɍÎЀς ÆÏÒ $3## ÁÎÄ ÎЀυ ÆÏÒ $.##Ɏ 3ÌÕÍÓȢ 4ÈÅÒÅÆÏÒÅȟ ÉÔ ÉÓ ÉÍÐÏÒÔÁÎÔ ÔÏ ÕÓÅ ÂÏÔÈ ÉÎÄÉÃÁÔÏÒÓ ÆÏÒ ÔÈÅ 

ÄÉÁÇÎÏÓÉÓȟ ÔÒÅÁÔÍÅÎÔȟ ÁÎÄ ÆÏÌÌÏ×ȤÕÐ ÏÆ ÁÃÕÔÅ ÍÁÌÎÕÔÒÉÔÉÏÎ ÔÏ ÅÎÓÕÒÅ ÎÏ ×ÁÓÔÅÄ ÃÈÉÌÄ ÌÅÆÔ ÂÅÈÉÎÄ ÔÒÅÁÔÍÅÎÔ 

ÐÒÏÇÒÁÍ ÅÓÐÅÃÉÁÌÌÙ ×ÈÅÒÅ ÔÈÅ ÃÏÎÃÏÒÄÁÎÃÅ ÂÅÔ×ÅÅÎ 7(: ÁÎÄ -5!# ÉÓ ÖÅÒÙ ÐÏÏÒȢ 

The overall combined GAM [cGAM] prevalence found 18.8% [15.1 - 23.1 95% C.I.] in DSCC with a combined SAM 

(cSAM) rate of 2.0% [1.1 - 3.6 95% C.I.] and in DNCC slum  cGAM 13.7% [10.9 - 17.1 95% C.I] and cSAM 2.3% [1.4 - 

3.7 95% C.I.] respectively. There was statistically significant difference of cGAM [P=0.046]. However, in cSAM there 

were no significant difference [P=0.715] between the two Slums. The cGAM and cSAM is an aggregated indicators 

which provides overall acute malnutrition prevalence based on WHZ and/or MUAC and/or Oedema altogether. 

Looking at combined prevalence, it is clear that the cGAM and cSAM rates were notably different by WHZ and MUAC 

which suggests that use of only MUAC or only WHZ based rates might lead to under estimation as well as of caseload 

when it comes to programming. Therefore, it is recommended to use cGAM estimate from routinely reported 

population-representative nutrition surveys globally, in addition to WHZ and MUAC, to enable context-specific 

decision-making, caseload calculation and Joint Response Planning [JRP]20 

 

 

In Bangladesh, despite WHO recommendation to use both WHZ and or MUAC as admission and treatment criteria 

for acute malnourished children, MUAC is the primary admission criteria for nutrition treatment for children aged 

6-59 months. In this regard, exploring innovative methods of community detection and screening should be 

considered. The admission criteria in nutrition programme based on MUAC should also be revised, with 

consideration of WHZ criterion for both admission and discharge. 

The overall underweight prevalence by WAZ was found 37.4% [32.7 - 42.3 95% C.I.] in DSCC which categorized as 

Ȱ#ÒÉÔÉÃÁÌȱ and 29.2% [25.0 - 33.8 95% C.I.] in DNCC Slum which is below the critical mark of 30% but still considered 

Ȱ3ÅÒÉÏÕÓȱ ÁÓ ÐÅÒ 7(/ ÔÈÒÅÓÈÏÌÄÓ ÆÏÒ ÎÕÔÒÉÔÉÏÎÁÌ ÅÍÅÒÇÅÎÃÙ. There was significant difference observed in 

underweight prevalence between two Slums [p=0.013]. When comparing the prevalence of underweight for 

younger children [6-23 months] vs older children [24-59 months]; older children had significantly higher 

prevalence of global [30.5% vs 41.6%, P=0.015], with no significant difference for moderate underweight [25.3% 

vs 31.0%; P=0.185] and with significant difference for severe underweight [5.2% vs 10.7%, P=0.035] in DSCC Slum. 

Likewise, the underweight prevalence was found higher among older children for global [27.4% vs 30.3%, P=0.499] 

and moderate [23.4% vs 25.8%, P=0.540] and for severe underweight [4.0% vs 4.5%, P=0.785] with no significant 

difference observed between younger and older children for moderate underweight in DNCC Slum. 

 
The overall stunting prevalence among children 6-59 months was found 35.9% [31.0 - 41.1 95% C.I.] in DSCC and 

25.6 % [20.0 - 29.5 95% C.I.] ÉÎ $.## 3ÌÕÍ ×ÈÉÃÈ ÉÓ ÃÏÎÓÉÄÅÒÅÄ ȬÖÅÒÙ (ÉÇÈȱ ÁÎÄ Ȭ(ÉÇÈȱ ÒÅÓÐÅÃÔÉÖÅÌÙ ÁÓ ÐÅÒ 

WHO/UNICEF lastest classification. There was significant different observed in global stunting prevalence between 

two Slums [p=0.001].  This indicates that large population of children in both Slums are suffering from chronic 

malnutrition and many of them are probably at risk of permanently damaging their mental and physical health, and 

undermining their future productivity and development. When comparing the prevalence of stunting for younger 

children [6-23 months] vs older children [24-59 months]; older children in DSCC Slum had higher but not 

significant prevalence of global [32.0% vs 38.3%, P=0.185] and for moderate [24.0% vs 30.5%, P=0.123] stunting 

and vice versa for severe stunting [8.0% vs 7.8%, P=0.934] with no significant difference. Similarly, the stunting 

prevalence in DNCC Slum was found higher but not significant among older children for global [24.36% vs 26.1%, 

P=0.707] and moderate [18.1% vs 21.6%, P=0.332] and vice versa for severe stunting [6.5% vs 4.6%, P=0.363]. 

 

                                                           
20 https://www.ennonline.net/fex/61/gamafghanistan  

https://www.ennonline.net/fex/61/gamafghanistan
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Figure 13: Prevalence of wasting, underweight and stunting disaggregated by sex, SMART survey, DSCC Slum 
and DNCC Slum, May-June 2022 

 
 

Further gender-based analysis as seen in above figure 13 indicates that boys are more likely to be undernourished 

compared to girls in all forms of malnutrition except GAM by MUAC in both locations. The undernutrition was also 

found higher among boys for wasting [by WHZ and cGAM] and vice versa for MUAC based GAM and underweight 

prevalence in DNCC Slum. Although the point prevalence indicates boys are likely to be more undernourished 

compared to girls, but the difference is not significant difference [p>0.05].  

 
Figure 14 : Prevalence of wasting, underweight and stunting by age, SMART survey, DSCC Slum and DNCC Slum, 
May-June 2022 

 

As seen in the above figure 14, the prevalence of wasting was further disaggregated by age group, which 

demonstrated that older children aged 24-59 months are more likely to be acutely undernourished in DSCC Slum 

and vice versa for MUAC based GAM prevalence. Similarly, wasting prevalence by all indicators was found higher 

among older children in DSCC Slum. When comparing the prevalence of underweight and stunting by age group, 

older children aged 24-59 months found to be more underweight and stunted in both [30.5% vs 41.6%, p=0.015 

for Underweight; 32.0% vs 38.3%, p=0.185 for Stunting] DSCC Slum and [27.4% vs 30.3%, p=0.499 for 

Underweight; 24.6% vs 26.1%, p=0.707 for Stunting] DNCC Slum. 

 

 










































































































