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Situation Analysis: Micronutrient Deficiencies

1.  Vitamin A Deficiency 

Vitamin A deficiency is a significant public health problem. According to a 1982 survey, nearly 40,000 preschool aged children become blind every year due to severe vitamin A deficiency, 500,000 (1.7%) suffer from night blindness, and many more suffer from various degrees of subclinical vitamin A deficiency irrespective of age, sex and physiological status. The poor are the worst sufferers.

Dietary intake of vitamin A is low and there are wide seasonal and regional variations. The bulk of dietary vitamin A comes from plant sources as carotene, the absorption of which largely depends on overall dietary quality, e.g., presence of fat in the diet. Low dietary intake and impaired absorption are the main causes of Vitamin A malnutrition. 

Vitamin A is known to provide protection against infection. Its deficiency leads to higher incidence and severity of infectious diseases, leading to higher morbidity and mortality in children. 

2.  Iron Deficiency

Iron deficiency is a serious public health problem affecting all age and sex groups. It is estimated that 74% of women in reproductive age and 73% of young children suffer from iron deficiency anemia. 

Absorption of dietary iron is influenced by several factors: meat, fish and Vitamin C enhance it while phytates inhibit. In the average local diet, most of the iron comes from plant sources which contain poorly absorbed non-heme iron. Iron deficiency anaemia is likely due to reduced bio- availability of dietary iron and increased needs due to chronic loss of blood due to parasitic infections.

Anaemia impairs physical and mental development in children. In adults it causes fatigue and diminishes the capacity for sustained physical effort, reducing productivity. The economic loss due to anaemia is colossal. It also affects reproductive performance of women, leading to increased risks of foetal morbidity and mortality, low birth weight, and maternal mortality.

3.  Iodine Deficiency 

Iodine deficiency disorder is a major risk for physical and mental development in the population; 47% of the population suffers from goiter and 9% have goiter of grade 1 and grade 2.  69% of the population has deficient urinary iodine excretion. Among the school-aged children the goiter rate is 50%. The prevalence is lower near the sea coast and higher in the northern region. There are some hyperendemic areas with prevalence rates as high as 85-95%. In these areas breast fed infants are also found to suffer from IDD. Intake of foods from iodine deficient soil is the main cause of dietary deficiency. 

Females are more affected by goiter than males. In the hill region, prevalence in adult females (56%) is found to be more than twice that of adult males. Adolescent girls and women in the reproductive age are more vulnerable to IDD. 

IDD is known to cause irreparable damage to psychomotor development, and thus is a common cause of mental retardation.. It affects the reproductive functions of women leading to increased rates of foetal loss, congenital abnormalities, low birth weight, and infant and child mortality. 

Community Based Programs and Service Delivery

1.  Nutritional Blindness Prevention Programme

Description and Contents

The Nutritional Blindness Prevention Programme was initiated by MOHFW in 1973 in order to control vitamin A deficiency and its consequences. The main activities of the program include: vitamin A capsule distribution to the target population twice a year; provision of nutrition education to increase production and consumption of vitamin A rich foods; training of health workers on clinical diagnosis and treatment of vitamin A deficiency; and nutrition education.

Until recently, vitamin A capsules were distributed twice yearly in April-May and October- November through house to house visits. Government reports on distribution rounds suggested 75 to 90% coverage of the target group, but independent surveys estimated the coverage between 35-46%. During mid 1990, vitamin A supplementation was integrated with EPI for infants under 12 months, resulting in an increase in vitamin A coverage among the young children. From 1995, vitamin A administration for 1-6 year old children also was integrated with the National Immunization Day (NID). Following the success of the one day VAC distribution initiative that took place in April 1995 in conjunction with the second NID, the government has decided to convert the regular October-November distribution into a special “National Vitamin A Week".  This is a week-long distribution of VAC at outreach sites, coupled with community sensitization and mass communication. As a result of NID and vitamin A week, VAC coverage has increased to 86%.

At present liquid vitamin A (25,000 IU) is administered in a metered dose to infants at each immunization contact. One dose at 6 weeks with DPT and OPV1, one dose at 14 weeks with DPT and OPV3, and one dose at 36 weeks with Measles vaccination are 4dministered. VAC (200,000 IU) is administered biannually to children of 12-59 months through NID, and to children of 12-71 months through organizing National Vitamin A Week.  High-potency VAC (200,000 IU) is in some cases supplemented to women within two weeks of delivery but little is known concerning program coverage.

Home gardening is considered as a long-term solution. Thirteen NGOs and two government organizations were involved in this field in 1992. Out of thirteen NGOs, only two (WIF and HKI) had specifically vitamin A based home gardening activities. Home gardening has expanded since then and at present about 60-70% of thanas have some form of home garden activities. The Agricultural Support Services Program of the government has assumed an important role in coordinating activities related to home gardening, including promotion of the vegetable seed industry. 

Although the home garden projects proved to be successful in pilot areas, difficulties persist for going to scale and sustainability. This apparently is due to inadequate nutrition counseling and dietary advice based on appropriate information, education and communication initiatives.

Due to the difficulty of finding an appropriate fortification vehicle, no effective attempt has been undertaken so far for vitamin A fortification. 

Target 

The targets for the high potency vitamin A supplementation program are infants, children aged 1-6 years, lactating mothers, and children with vitamin A deficiency eye signs, measles; diarrhoea, ARl, and severe malnutrition for treatment and prevention. Home gardening programs tend to target low-income families where vitamin A deficiency is greatest or geographic areas where vegetable consumption is low. 

Coverage

The coverage of VAC distribution among children 6-71 months is shown in table 1.

Table 1: Coverage of VAC Distribution 

	Year
	% of children

	1982

1987

1989

1990

1992

1993

1994

1995
	45

37

35

50

56

52

42

84


Vitamin A coverage of urban children was lower than the rural children, 77% compared to 84% in 1995. Division-wise coverage indicates that the coverage in former Chittagong division (now Chittagong and Sylhet Divisions) was the lowest. 

Intensity 

For each ward of approximately 7,000 population there is one Health Assistant and one Family Welfare Assistant who are involved with the VAC supplementation program. Approximately for every 1000 population there is a EPI outreach center through which VAC is administered for infants. In cities the program is mostly run by city corporations and NGOs.

Gaps 

The funding for VAC is donor-dependent and uncertain. It has no detailed strategy or guideline for post-partum supplementation, and has no effective program for long-term solution of the problem. 

Financial Implications 

The total requirement of vitamin A capsules during 1996 was 44 million for two distribution cycles, which cost US $ 0.8 million. This excludes the requirements for post-partum mothers. So far UNICEF from its own funds has been providing the liquid vitamin A to be given to the infants. 

Future Opportunities 

· Funding for VAC.  To date, the Institute of Public Health Nutrition (IPHN) purchases VAC for national distribution through donated funds with procurement through UNICEF. BINP represents a reliable source of funding through the next five years, but no plans are in place following the termination of the current BINP project period. 

· Guidelines for Distribution. Clear guidelines for post-partum VAC distribution are necessary, and FWV s must receive appropriate training for their implementation.  Administration within 2 weeks of delivery is recommended. A pilot program, with unambiguous specifications for evaluation, should be initiated through the Satellite Clinics of the MCH-FP Directorate. 

·  Home Gardening. Expansion of homestead gardening activity with increased emphasis on nutrition education and IEC should be undertaken. 

· Fortification. Food fortification holds considerable potential to alleviate vitamin A deficiency. In Bangladesh context, fortification may not provide a complete solution, but it could be a partial solution and contribute to the combination of approaches needed.

To date, fortification possibilities have not been promising for Bangladesh. However, several commercial edible oil producers have begun fortifying soybean oil with vitamin A, and this activity will need assistance for expansion. Further possibilities for research exist in determining ways to expand these initial efforts to include all edible oils production, and operations research in this area can provide the basis for national policy and technical assistance.

· Research. The best current long-term strategy is extension of homestead gardening for increased vegetable production and consumption, but this single intervention may not provide a comprehensive solution. 

Thus continued research is necessary to search for alternative and improved interventions. Operations research should address appropriate strategies for VAC administration to mothers, as cultural taboos and inadequate PHC coverage may hamper this intervention. In addition, alternative means to increase vegetable and edible oil consumption may exist that operations research could identify. 

2.  Control of Iodine Deficiency Disorders 

Description and Contents

The iodine deficiency problem is addressed using both short-term and long-term measures. The short-term measure includes administration of lipiodol injections to target population and the long-term measure includes universal iodization of common salt for the whole country. The lipiodol injection program started in 1983 and ended in 1997, and was implemented by IPHN. The iodization of salt program started in 1989 and is implemented by BSCIC and IPHN. 

At present the country needs about 800,000 metric tons of edible common salt. There are 265 salt refineries in the country that have been provided with salt iodization plant. The government has authorized seven institutions to examine the iodine quality of salt and develop monitoring system for quality control of iodized salt. 

A national mass communication campaign has been developed to create awareness of the people of the importance of iodized salt. IPHN is implementing the IEC strategy.

Salt committees have been formed from the national to the thana levels to monitor and supervise the quality of iodized salt and its distribution throughout the country. 

Legislation 

A law entitled 'The Iodine Deficiency Disorders Prevention Act' has been passed in 1989 banning the manufacture and import of non-iodized salt in the country. The law has come into effect from January 1995.  

Target 

The lipiodol injection is administered to the affected population of 0-15, year old males and 0-45 year old females in rural villages of hyperendemic thanas where the prevalence of goiter is more than 30%. The iodized salt program targets all population.

Coverage 

About 3.5 million target population were provided with lipiodol injection in 38 hyperendemic thanas during the first phase of the program from 1983 to 1988. The second phase targeted to give the injection to a further population of 2.5 million in 25 thanas by June 1997. About 8000 doctors, field workers, social leaders and supervisors were trained to implement the program. 

Evaluation 

An analysis of the salt samples conducted in 1996 indicated highly variable contents of iodine at all levels. It varied from 0 to 1000 ppm at factory levels. 45% of the salt samples collected from factory levels, 44% collected from retailer levels, and 57% collected from household levels had inadequate quantities of iodine of less than 50 ppm, less than 20 ppm and less than 15 ppm respectively. 7% of the salt samples at retail level and 15% of the samples at household levels had no iodine. 

Gaps

The important gap of the program is the monitoring of iodine content of salt at factory, retailer and household levels with emphasis on monitoring the compliance of the regulations at the factory levels.

Future plan 

The monitoring of iodine content of salt at all levels will be strengthened to make quality iodized salt available to all households.

Supporting Policies
1.  Iodization of Salt

Micronutrient deficiency is one of the principal factors responsible for malnutrition. Iodization of salt and other food fortifications are direct policy interventions that can improve the nutrition situation.

The government enacted a law known as the Iodine Deficiency Disease Prevention Act in 1989. This mandated the universal iodization of salt for human and domestic animals, but its enforcement is weak. The Bangladesh Small Scale Cottage Industries Corporation (BSCIC) and IPHN are entrusted with the responsibilities of producing and ensuring the quality control of the salt. At present over 95% of the salt is iodized and 45% households use iodized salt. 

The government, in a February 1995 legislation, prohibited the production and trade of non-iodized salt. Local fabrication, production, and installation of good quality salt iodization plants is complete. Although universal salt iodization is required by law, only 5% of the salt produced in the country is adequately iodized. The import policy of the government allows salt import without fulfilling iodine requirement. It does not have any built-in system to take care of border areas, where non-iodized salt may enter the country illegally or individuals making their own salt in coastal areas. 

2.  Other Fortification 

Food products can be fortified with vitamin A, iron and other micronutrients. At present there is no policy of the government for fortification of foods with other micronutrients. 

The major policy gaps in this area are: 

· Development of a low cost nutrient dense weaning food. 

· Reducing import tariff on micronutrients to improve cost effectiveness of fortification. 

· Development of national policy (and guidelines) that can encourage voluntary food 

fortification by the food industry

An Improved Nutrition Strategy

The last chapters have reviewed the experiences of all major nutrition programs and policies in the country. The implications of these on nutrition have also been identified. From these it is clear that there are substantial gaps in all the programs, and all the programs need support for improvement. But such a strategy would be unmanageable. It is, therefore, important to identify appropriate strategies that are limited in number, would have large impact on maternal and child nutrition, and can be implemented by more efficient utilization of existing resources and institutional framework.. An attempt is made here to find out such appropriate nutrition strategies. 

In the following sections, first the strategies are stated. Then sequentially the description and contents of the strategies, implementation methods, monitoring and evaluation methods, phasing of implementation, and policy environment needed for successful implementation of the strategies are discussed. Finally the approximate costs of implementation of the strategies are presented. 

1.  Strategies 

It is proposed that an integrated nutrition strategy with the following major components would be most useful to improve the health and nutrition condition of mothers and children in the country in the next ten years. 

· Expansion of the Community Based Nutrition Component of the Bangladesh Integrated Nutrition Project. 

· Strengthening of MCH nutrition (MCHN) activities of the Ministry of Health and Family Welfare in rural areas through social mobilization with appropriate mobilizers, facilitators and training. 

· Development and strengthening of MCHN activities in urban areas. 

· Supplementation of micronutrients. 

· Incorporation of nutrition activities in the micro credit system and linking nutrition with microcredit and other ongoing programs.  

· Development of a nutrition program targeted towards adolescent girls. 

· Development of a supporting program related to Nutrition Information System, Behavioral Change and Communication. 

The strategies are justified on causalities of malnutrition in the country.  The analysis of the causal linkages of malnutrition indicate that the nutrition of adolescent girls and pregnant mothers are neglected perpetuating malnutrition in large number of new born infants. The situation is further aggravated by faulty feeding and caring practices, deleterious personal and domestic hygienic habits, and improper disease management behaviour. Household food insecurity partly precipitate this condition, but' the most important contributing factors are a general lack of awareness of the appropriate infant and maternity management practices. The strategies, by educating the mothers and other populations of the appropriate infant and maternity management practices, micronutrient supplementation and increased food security through microcredit is, 

therefore, likely to substantially improve the health and nutrition condition of mothers and children. 

2.  Description and Contents 

2.1 Expansion of CBNC of BINP 

CBNC is the core community-based component of BINP. At present it is being implemented in 6 rural thanas with plans to include a total of 40 thanas. BINP is well conceived and a separate directorate under the MOHFW is implementing the project. One of the main strategies of BINP is supplementary feeding of severely malnourished children and pregnant and lactating mothers. It is proposed that the program can be expanded to an additional 40 rural thanas where prevalence of childhood malnutrition is the highest. 

2.2 Strengthening of Rural MCHN Activities 

Overview 

This strategy utilizes the existing MOHFW setup to deliver effective MCH services with emphasis on nutrition. A direct focus on nutrition with appropriate manpower, supplies and support will improve the quality of MCH nutrition services. This, in turn, will increase service coverage. The improved services and increased coverage will result in higher rate of prevention and treatment of diseases, and better caring practices of children and mothers which will help to decrease in the prevalence of childhood malnutrition and improve maternal nutrition status. 

Mobilizer and Facilitator 

One of the key issues in the proposed strategy is the deployment of human resource from the community by establishing a "mobilizer" in the community. From past experience it has been found that the mobilizer to household ratio must be kept at a critical level, considering the workload and incentive to get the best output. In the present strategy a ratio of 500 population per mobilizer is proposed. Similarly, it is very crucial that the mobilizers are supported by facilitators on a regular basis. Again from the various program experiences it has been found that a ratio of 1 facilitator to 10 mobilizers is cost effective.  

Mobilizers at the village level will be called the Village Nutrition Mobilizers (VNM), while Facilitator at the Union level will be called the Union Nutrition Worker (UNW). In urban areas the mobilizers and facilitators will be called the Urban Nutrition Mobilizer (UNM) and Urban Nutrition Worlcer (UNW).

The social mobilization component of the program will consist of various nutrition committees in village, ward, union and thana levels. They will follow the triple AAA (Assessment, Analysis, and Action) approach at each level as they focus attention on malnutrition, its causes, and its local solutions. A synergistic effect of local governance and the community will support and ensure mobilization and participation at each level. 

A continuous interaction and feed back will operate between the service providers and recipients through mobilizers. The social mobilization will also strengthen local organization and enroll the broader community to work for nutrition. 

Coverage 

The proposed strategy will cover 380 thanas in the rural areas (the remaining 80 thanas will be covered by BINP). The estimated number of children under 2 years of age and pregnant and lactating mothers in the 380 rural thanas is approximately 6 million children and 6 million pregnant and lactating mothers. 

Targeting 

The program is targeted for children under 2 years of age and pregnant and lactating mothers (who are the nutritionally most vulnerable) and where investment can make greatest impact both in the short and long run. 

· Children Under Two Years. All children from zero to 24 months will be targeted for various MCHN activities. Special emphasis will be given to under 6 months old children for exclusive breastfeeding, and above 6 months old children for best weaning practices. All under one year old children will be targeted for EPI services, and all under two year children will be targeted for GMP. Older children will be targeted for treatment and prevention of various infectious diseases, such as, ARI, diarrhoea, intestinal worms, etc. 

Children between 1-5 years will be targeted for high potency (200,000) VAC supplementation twice a year. All mothers with under two year old children will receive nutrition education on caring practices, home management of diarrhea, ART, and malnutrition. 

· Pregnant and Lactating Mothers. All pregnant and lactating mothers will be targeted for nutrition education on caring practices, including colostrum feeding, and exclusive breast feeding, and improved nutrition during pregnancy, especially improved feeding and micronutrient status. 

Activities 

1. Village Level 

The village will be the center for all actions. The Outreach Nutrition Center (ONC) will be the unit for all activities by the Village Nutrition Mobilizer and Village Nutrition Committee.

a. Outreach Nutrition Center 

For every 20 target households there will be one ONC. For each ONC there will be a mobilizer 

called VNM. The following activities will be carried out by the VNM:

· Conduct. Every month the VNM will conduct growth monitoring and promotion in the ONC.' The ONC will be located in one of the target households. 

· Distribute. The VNM will distribute iron-folate tablets to pregnant mothers every month, distribute high potency (200,000 IU) vitamin A capsule to children aged 1-6 years, twice in a year, and distribute high potency VAC (200,000 IU) to postpartum mothers. 

· Advice. The VNM will visit target households every month and provide information and advice on breast feeding; immunization; weaning; diet during pregnancy and lactation; water, sanitation and food hygiene; and refer children to Satellite Nutrition Center. 

· Motivate. Motivate mothers to go to Satellite Nutrition Center for TT, antenatal care, postnatal care, and treatment of child, to attend growth monitoring sessions, and to go to THC for treatment of severely malnourished children. 

· Observe. Observe monthly Village Nutrition Day and organize nutrition education, information and feed back sessions with the target households at each ONC. 

b.  Village Nutrition Committee 

A ten member Village Nutrition Committee will be formed with the religious leaders, senior citizens, social workers, VNM, TBAs, village doctors, school teachers etc. They will meet once in a month to observe the nutrition day of 'the month (first day of each month), review the activities of VNM and provide guidance. Quarterly, a nutrition assessment day will be held throughout the thana where the nutrition situation of the village will be assessed and analyzed using village nutrition profile, and high, medium and low malnutrition areas will be identified for action. 

c.  Village Nutrition Information System 

The VNM will maintain a nutrition register with the names and addresses of children and pregnant and lactating women with information on date of birth, birth weight, sex, EPI coverage, growth chart, VAC supplementation, month last menses, iron supplementation, pre-pregnancy weight, TT coverage, weight gain chart and dates of ANC visits. This register will be used by the VNM to give feed back to the mothers and Village Nutrition Committee. VNC will also maintain a similar nutrition register where summary nutrition information per VNM will be recorded. From the summary information a village nutrition profile will be prepared for the VNC, and high, medium and low malnutrition areas will be prepared for the VNC to take necessary action. 

d.  Orientation of VNC 

A two-day orientation course on nutrition will be given to the members of the VNC at the beginning of the program. Thereafter, one day follow up session will be held every six months. 

2. Ward Level 

At the ward level, the first level of referral supports will be provided through the Satellite Nutrition Centers. In each ward there will be one SNC per week supported by the Union Nutrition Center at the union level.

a.  Satellite Nutrition Center 

Three Union Nutrition Workers assigned for each ward in the union will hold the SNC every week. In the SNC only the cases referred by the VNM from the ONC will be seen and advised, and the following activities will be carried out: treatment of common illness, immunization of children and women, evaluation and referral of malnourished cases to UNC from the ONCs for further evaluation if necessary. 

b.  Ward Nutrition Committee 

A ten member Ward Nutrition Committee (WNC) will be formed, headed by the ward member. The WNC will meet quarterly to assess and analyze the nutrition situation by village and propose actions. 

c.  Orientation of WNC 

The WNC members will be given a two-day orientation on nutrition followed by six monthly refresher sessions. 

d.  Ward Nutrition Information System 

The ward NIS will be the compilation of the village nutrition profile and aggregated into numbers of high, medium and low prevalent malnourished villages. The summary will constitute the ward profile. The ward profile will be given to the Union Nutrition Committee for their use. 

3.  Union Level 

At the union level the Union Nutrition Day Care Center (UNDCC) would be the main support for the village and ward level referral. 

a.  Union Nutrition Day Care Center 

At the UNDCC the malnourished children brought by the mothers referred from SNC will be further evaluated and the causes of malnutrition will be established. Thereafter, definite actions will be taken to manage the case. One of the following three options will be chosen at this level: refer to Thana Nutrition Unit, follow up at home by VNM and at SNC, or enroll at the UNDCC. 

Children enrolled at the UNDCC will receive the following services: treatment of infections; supplementation of micronutrients; deworming; demonstration of cooking and feeding to the mothers; advice and assistance for breast feeding and weaning; referral for further investigations at the Thana Nutrition Unit; and link up with micro credit. 

b.  Referral 

All severely malnourished cases attending the UNDCC will be referred to Thana Nutrition Unit. In addition, moderately malnourished cases not responding to treatment at the UNDCC will also be referred to TNU for further evaluation. 

c.  Union Nutrition Committee 

A ten member UNC, headed by the Union Chairman, will be formed to oversee the nutrition activities of the union. The UNC will observe the Union Nutrition Assessment Day on a quarterly basis, analyze the nutrition situation ward by ward and take action, look into the activities of the SNCs, ONCs, UNW sand VNMs, and work with the school teachers, religious leaders, and other influential people to promote nutrition activities. 

d.  Orientation of UNC 

The members of the UNC will be given a two-day orientation on nutrition and the program activities. 

e.  Union Nutrition Information System 

The union NIS will be an extension of the ward NIS where the unions will be labeled as high, medium and low prevalence unions. The union NIS materials will be forwarded to Thana Nutrition Committee for further action at the thana level. 

4. Thana Level 

a.  Thana Nutrition Unit 

At the thana level, TNU will provide all necessary supports required for the thana level nutrition activities. It will be the last and final stage referral mechanism for nutrition intervention. It will provide following services: 

· Nutrition Care. All severely malnourished cases referred from UNDCC and SNC will be treated here. However TNU will not be regarded as a center-based nutrition rehabilitation center, but as a place for a maximum of a day or two to establish the cause of a child's malnutrition, provide initial stage management and outline the domiciliary management supported by the UNDCC and SNC. The cases will also be linked with micro credit through micro credit organizations if found necessary based on the cause of malnutrition. . 

The TNU will be headed by a medical officer called the Thana Medical Officer, Nutrition. Along with her or him, two Thana Nutrition Assistants, one Thana Nutrition Supervisor, and one Thana Nutrition Organizer, all from the existing staff of MOHFW, will work for the TNU. 

· Training and Communication. All thana level training programs will be conducted and coordinated at the TNU. The TNU will develop standardized training programs for various levels of committees and workers, and develop trainers for various union, ward and village revel nutrition activities. 

The TNU will develop standard package of nutrition communication using audio-visuals, posters and leaflets for union, ward and village levels. The unit will provide logistics support to UNDCC in carrying out their activities. The Thana Nutrition Organizers will be responsible for the training activities in the thana. 

b.  Thana Nutrition Committee  

The TNC will organize the quarterly Thana Nutrition Assessment Day when the nutritional status by different unions will be analyzed and necessary actions will be taken to improve the low performing areas. The TNC, with support from the central office, will observe the following nutrition activities in the thana: Breast Feeding Day, Low Birth Weight Day, Mothers Nutrition Day, Malnourished Child Day, VAC Week, and Iodized Salt Campaign Week. Rallies, Seminars, advocacy meetings, and film shows will be held during these events. 

c.  Orientation of TNC 

The TNC members will receive a two-day orientation on nutrition and program activities. A specially made film highlighting the plight of nutrition and the ways to improve it will be shown to all TNCs in the country.

d.  Thana Nutrition Information System 

The thana NIS will be union based. Unions will be categorized to high, medium, low prevalence unions, The union data will be aggregated to get the thana profile. The thana MIS officer will coordinate all nutrition information system in the thana. 

e.  Linkage with Existing MOHFW Structure 

The proposed strategy will use the existing structure of the MOHFW with emphasis on nutrition. Thus village level 108,000 EPI Outreach Centres spread over the country will be used as Outreach Nutrition Centres. Similarly, the Satellite Clinics in wards will act as Satellite Nutrition Centres (SNC). At the Union level the Union Nutrition Day Care Center (UNDCC) will be established as part of the Union Health and Family Welfare Centre while at the Thana Health Complex a five indoor beds and an outdoor follow up centre will constitute the Thana Nutrition Unit. The Thana Nutrition Unit will use the existing training and laboratory facilities with some up- gradation. Thus the rural MCHN will be built on the existing structure the MOHFW. The manpower required for rural. MCHN will be mostly available from the MOHFW. 

2.3  Development and Strengthening of Urban MCHN Activities Overview 

Overview

Urbanization is growing fast in the country.  A large number of the urban people live in slums, and are squatters. The childhood malnutrition is very high among them compared to the others. At present there is no provision for MCHN services in urban areas. The main responsibility of urban nutrition lies with the MOLGRDC. The current strategy will focus to develop an MCHN service delivery system with appropriate Mobilizers and facilitator in the urban community. 

In urban areas the infrastructure of city corporations and urban municipalities will be used to organize the urban MCHN services.  The ward is the smallest administrative unit of city corporations having an elected member. The population in a ward ranges between 40,000-80,000. At the ward level the Ward Nutrition Unit will be the main focal point of all nutrition activities similar to the Thana Nutrition Unit. Below the ward level there will be one Block Nutrition Center similar to the Union Nutrition Center for every 20,000 population: In each block there will be a Satellite Nutrition Center for every 5,000 population. Thus in each block there will be 4 SNCs. Below the SNC, Outreach Nutrition Centers will provide services to every 20 households. 

Activities 

1. Household Level 

At the household level the Outreach Nutrition Center will be the unit for all activities supported by an Urban Nutrition Mobilizer.

a.  Outreach Nutrition Center 

For every 20 target households there will be one ONC. For each ONC there will be a mobilizer called Urban Nutrition Mobilizer. The following activities will be carried out by the UNM: 

· Conduct. Every month the UNM will conduct growth monitoring and promotion in the ONC. The ONC will be located in one of the target households. 
·  Distribute. The UNM will: distribute iron-folate tablets to pregnant mothers every month; distribute high potency (200,000 IU) vitamin A capsule to children aged between 1-6 years twice in a year; and distribute high potency VAC (200,000 IU) to postpartum mothers. .

· Advice. The UNM will visit target households every month and provide information and advice on breast feeding, immunization, weaning, diet during pregnancy and lactation, water, sanitation and food hygiene, and she will refer children to Satellite Nutrition Center.

· Motivate. Motivate mothers to go to Satellite Nutrition Center for TT, antenatal and postnatal care, treatment of child, attend growth monitoring sessions, and to go to THC for severely malnourished children. 

· Observe. Observe monthly Ward Nutrition Day and organize nutrition education, information and feed back session with the target households at each ONC. 

2. Block Level 

Above the household level the first level of referral support will be provided through the Satellite Nutrition Center. For very 5,000 population there will be one SNC per week supported by the Block Nutrition Center at the block level. 

a.  Satellite Nutrition Center 

The Block Nutrition Workers assigned for each block will hold the SNC every week,. In the SNC, only cases referred by the UNM from the ONC will be seen and advised, and the following activities will be carried out: treatment of common illness; immunization of children and women; orientation of UNM on nutrition evaluation; and referral of malnourished cases to BNC from ONCs for further evaluation if necessary. 

b.  Block Nutrition Day Care Center 

At the BNDCC the malnourished children brought by the mothers referred from SNC will be further evaluated and the cause of malnutrition will be established. Thereafter, definite actions will be taken to manage the case. One of the following three options will be chosen at this level: refer to Ward Nutrition Unit, follow up at home by the UNM and at SNC, or enroll at the BNDCC. 

Children enrolled at the BNDCC will receive the following care: treatment of infections; supplementation of micronutrients; deworming; demonstration of cooking and feeding to the mother; advice and assistance for breast feeding and weaning; referral for further investigations at the Thana Nutrition Unit; and link up with micro credit. 

c.  Referral 

All severely malnourished cases attending BNDCC will be referred to the Ward Nutrition Unit. Besides, moderately malnourished cases not responding to treatment at the BNC will also be referred to WNU for further evaluation. 

d.  Block Nutrition Committee 

A ten member BNC will be formed with the religious leaders, senior citizens, social workers, UNM, TBAs, school teachers, etc. They will meet once in a month to observe the nutrition day of the month (first day of each month), review the activities of UNM and provide guidance. Quarterly, a nutrition assessment day will be held throughout the ward where the nutrition situation of the ward will be assessed and analyzed using ward nutrition profile, and high, medium and low malnutrition areas will be identified for action. 

e.  Block Nutrition Information System 

The UNM will maintain a nutrition register with the names and addresses of children and pregnant and lactating women. This register will be used by the UNM to give feedback to the mothers and Block Nutrition Committee. The BNC will also maintain a similar register where summary nutrition information per UNM will be recorded. From the summary information, a block nutrition profile will be prepared for the BNC and high, medium and low malnutrition areas will be prepared to take necessary action.

f.  Orientation of Block Nutrition Committee 

A two day orientation course on nutrition will be given to the members of the BNC at the beginning of the program. Thereafter, one-day follow up sessions will be held every six months. 

3. Ward Level 

a.  Ward Nutrition Unit 

The WNU will provide all necessary support required for the ward level nutrition activities. It will be the last and final stage referral mechanism for nutrition intervention, and will perform following services: 

· Nutrition Care. All severely malnourished cases referred from the BNDCC and SNC will be treated here. However WNU will not be regarded as a center-based nutrition rehabilitation center, but as a place for a maximum of a day or two to establish the cause, provide initial stage management and outline the domiciliary management supported by the BNDCC and SNC. The cases will also be linked with the micro credit organizations for micro credit if found necessary according to the cause of malnutrition. 

The WNU will be headed by a medical officer called the Ward Medical Officer, Nutrition. Along with her or him, two Ward Nutrition Assistants, one Ward Nutrition Supervisor, and a Ward Nutrition Organizer will work for the WNU. 

· Training and Communication. All training programs in the ward will be conducted and coordinated at the WNU. Standardized training programs for various levels of committees and workers will be developed at the WNU. TNU will also develop trainers for various block and household level nutrition activities. 

The WNU will develop standard package of nutrition communication using audio-visuals, posters and leaflets for ward, block, satellite and ONC levels. The unit will provide logistics support to BNDCC in carrying out their activities. The Ward Nutrition Organizer will be responsible for the training activities in the ward. 

b.  Ward Nutrition Committee 

A ten member WNC headed by the Ward Commissioner will oversee the nutrition activities of the ward. The WNC will observe ward nutrition assessment day on a quarterly basis. It will analyze the nutrition situation block by block and take actions, and work with the school teachers, religious leaders, and other influential people to promote nutrition activities.  The WNC, with support from the central office, will observe the following nutrition activities in the ward: Breast Feeding Day, Low Birth Weight Day, Mothers' Nutrition Day, Malnourished Child Day, VAC Week, and Iodized Salt Campaign Week. Rallies, Seminars, advocacy meetings, and film shows will be held during these events. 

c.  Orientation of WNC 

The members of the WNC will be given a two-day orientation on nutrition and other program activities. 

d.  Ward Nutrition Information System 

The WNIS will be an extension of the BNIS where blocks will be labeled as high, medium and low prevalence blocks. The BNIS will be forwarded to WNC for further action at the ward level. 

e.  Linkages with City Corporations

Urban MCHN will utilize the city cooperations and municipal dispensaries at the ward level. The EPI Outreach Centres will act as the Outreach Nutrition Centre (ONC). As the local government does not have any structure below ward level the Satellite and Block Nutrition Centres have to be established. Furthermore, not all municipalities have ward level dispensaries. In that case ward level dispensaries have to be set up. In 4 city corporations the ward level dispensaries established by the Asian Development Bank (ADB) supporting Urban Primary Health Care will be used as Ward Nutrition Unit. 

The manpower required for urban MCHN will have to be recruited in the municipalities and city corporations. However, the medical officers and other healt4 workers will be made available in each municipality from their own resources. 

2.4  Incorporation of Nutrition in Micro Credit System 

The micro credit organizations have successfully targeted the poorest families in the community, organized them, and empowered them with credit and income generation opportunities. As most of these family members have poor nutritional status, incorporation of nutrition activities within the micro credit system will have a direct impact on the nutritional status of children and women in the targeted households. The strategy will require a minimum of inputs and use an efficient community based organization to deliver the nutrition services. 

Initially the strategy will be implemented in the micro credit system of the Bangladesh Rural Development Board (which is a public sector micro credit and rural development organization in rural areas), and all micro credit organizations in urban areas. It then gradually will expand to other government and NGO-managed micro credit organizations in rural areas. In this strategy the BRDB will assign a Thana Micro-credit Nutrition Organizer. The TMNO will work closely with the Thana Nutrition Organizer to organize training, develop a nutrition information system for credit groups and provide support to the MCHN activities in the thana. In the urban areas, all credit organizations will work closely with the Ward Nutrition Organizer and link vulnerable groups with the credit organizations. 

Each credit group will select a Credit Nutrition Mobilizer. The CNM will register all group members giving family-wise information on the nutritional status of under two year old children, breast feeding status, VAC coverage, EPI coverage, TT coverage, status of iodized salt consumption, and status of sanitary latrine use. She also will motivate mothers to go to ONC and SNC and provide nutrition education. . 

All the group information will be compiled to form the nutrition information system of the credit organization. A thana and a ward profile will be prepared by the TNO and WNO and discussed at the TNC and WNC meeting. The TNMO and WNO will receive two weeks training on nutrition with the TNO. The CNM will receive two days orientation on nutrition along with VNM. The participating credit organizations will meet monthly with the TNO and WNO and prepare monthly plans and review progress. 

Activities 

1. Village or Community Level 

a.  Orientation 

At the village level supervisors of each micro-credit group will be provided with two days orientation on nutrition. The supervisors in turn will give orientation to the group members. The content of the orientation will mainly focus on feeding behavior and caring practice. Every month orientation session will be held at the group level. Similarly all supervisors will be given on job orientation at the thana level.

b.  Family Nutrition Day 

Each month the group will observe a nutrition day and report to the group of their family nutrition status. In the monthly meeting the group will identify harmful behaviors and caring practice and organize nutrition activities to improve family nutrition. 

c.  Linkage and Referral 

The group supervisors will establish and maintain liaison with the Village Nutrition Committee (VNC) and Village Nutrition Mobilizer (VNM) and participate in their monthly and quarterly meetings and other major programs. They will also refer malnourished children to the Out Reach Nutrition Center (ONC) and Satellite Nutrition Center (SNC), Union Day Care Center (UDCC) and Thana Nutrition Unit (TNU) as per guideline. The supervisors will be oriented on the MCHN programs and, supports available. The group members will receive vitamin A capsule, iron tablets, immunization services available in MCHN program. 

2. Thana and Ward Level 

The village community level programs will be coordinated by the Thana Micro-Credit Nutrition Organizer (TMCNO) of BRDB. Each Credit agency will designate one focal point at the thana level. They will form a Thana Micro credit Nutrition Committee and meet once in a month. The group information will be presented by the respective agency organizer and a thana profile will be prepared. All training activities will be organized by the TMCNO along with thana Medical Officer for Nutrition. The TMCNO will be a member of the Thana Nutrition Committee and report in their n1onthly activities. The TMCNO will also ensure that the credit group follows national guidelines and join the national programs. 

3.  Training 

The TMCNO will receive a 3 days basic training on nutrition and program management. A monthly nutrition newsletter will provide continued nutrition information while quarterly meetings will be organized to update nutrition news. 

4. Monitoring and Evaluation 

At the thana, ward, district, city and central level quarterly coordination meetings will be held to monitor progress of the program. An Operations Research (OR) component will be set up to guide the program. 

2.5 Adolescent Girls Nutrition Program  

This strategy will address the issue of "inheritance" of malnutrition and reduce the intergenerational transfer of malnutrition. The strategy will mobilize adolescent girls and empower them with nutrition information. The adolescent nutrition program will be implemented with the help of the NGOs. 

Mobilizers and Facilitators 

Adolescent girls in the program will include girls aged between 14 and 18 years. Ten girls in the neighborhood will form a group. Each group will select a group leader. For every ten groups there will be a supervisor who will act as a facilitator. Thus the ratio of mobilizer to facilitator will be 1:10. 

Activities 

1. Nutrition Club
The group will form a nutrition club and organize following activities:

a.  Group Discussion Session 

A monthly discussion session will be held to discuss adolescent health and nutrition issues. A pictorial booklet containing important aspects of adolescent health and nutrition will be used to guide the session. The topics will be repeated. A self-evaluation check list will asses the mprovement. 

b.  Triple A (Assessment, Analysis, Action) Nutrition Project 

The group will work to find the locally available nutritious foods, food habits, intra-household food distribution, food processing and caring practices in the community. After assessment they will analyze the issues and take actions to improve the situation. This activity will be an ongoing process. 

c.  Family Nutrition Activity 

In order to improve the attitudes and behavior of the family members the group will organize a film show for the families of the group members on various aspects of adolescent and child health and nutrition. They will also discuss about various harmful practices and behavior exists in the community. 

d.  Demonstration Kitchen and Home Gardening 

The group members will organize on rotation demonstration kitchens for locally available cheap nutritious foods mainly focusing on Iron and vitamin A rich foods. They will also initiate a home gardening project within the group. 

2. Micronutrient Supplementation 

All group members will ensure that they receive Iron-Folic Acid tablet every three months and Vitamin A-Capsule {200,000 IU) every six months. Nearby Satellite Nutrition Center {SNC) will provide these to the group. The group members will be given solution to test iodine content of the home used salt and encourage family members to use iodized salt.

3. Tetanus Toxoid Vaccination 

All members will take five doses of TT to protect them from tetanus.  For this they will go to the nearby Satellite Nutrition Center 

4.  Deworming 

The group members will take one dose of antihelminths every six months to reduce worm load and malabsorption due to worm in gestation. The SNC again will be the source.  

5. Linkage and Referral 

The group in consultation with the supervisor will make effective referral linkages with the public health care services, non formal education programs, credit organizations and skill development programs of the Ministry of Youth Development, Women Affairs and Social Affairs. These linkages will support adolescents for skill development, access to credit and income generation activities. The group will submit a list of the members to the concerned agencies for support. 

6. Training 

The group supervisors will be given three days orientation on nutrition. The supervisor in turn will give orientation to the group. Thana level youth and women development officers will act as resource persons for the orientation activities. Apart from this the supervisors will receive an extra day of orientation on leadership

7. Information System 

Each group will maintain a group nutrition profile and update it on a regular basis. All group information will then be compiled by the supervisors and a thana profile will be developed by the Thana Youth Development Officer. The thana profile will be compiled at the district level to develop district profile. 

8. Coordination 

There will be thana, district and central level coordination committees of the line ministries to ensure coordination among the different ministries. Quarterly meetings will be held to coordinate the program at thana, district and divisional level. 

9. Monitoring and Evaluation 

A central level monitoring cell will monitor the progress of the activities on a regular monthly basis using the information system while an operations research project will address the program implementation issues. 

2.6 Nutrition Information System, Behavior Change and Communication 

Local level nutrition information can play an important role to determine priority, monitor trends and facilitate program activities. Similarly, improved nutrition communication to change behavior will contribute to the desired nutritional change at the individual and household levels.  This will improve caring practices at the household level, sensitize the community to act for nutrition and motivate to utilize the available services. The BCC and NIS will also assist the mobilizers and facilitator to act on the basis of functional information and increase their effectiveness. This strategy has been an integral part of all the above strategies. 

2.7 Linkage with Vertical Programs and Micronutrient 

All the strategies will receive support from various vertical micronutrient programs like Vitamin A Supplementation and Iodine Deficiency Disorders Control Programme. 

Other vertical child and maternal health programs like Control of Diarrhoeal Disease (CDD), Acute Respiratory Infection (ARI) Program, Expanded Programme on Immunization (EPI), Emergency Obstetric Care (EOC), Bangladesh Breastfeeding Foundation (BBF), etc. will receive support directly from the respective directorate and will ensure coordination and logistics at the lowest level. 

3. Implementation 

Overview 

The strategies will be implemented as far as possible by using the existing infrastructures and staff members of the MOHFW and MOLGRDC by reallocating the facilities and duties of the staff members without harm to their present assignments. Where the existing facilities and staff 

members are unavailable, new facilities will be created and staff members recruited. 

Expansion of CBNC of BINP 

BINP is now in operation in 6 rural thanas. It will expand in 17 more thanas in November 1997 and 17 more thanas in November 1998 to cover the planned 40 thanas in the country. At present the program is being implemented by a separate project directorate under the MOHFW. It has a well established administrative and technical infrastructure for implementation of the program. It is proposed that the strategy in the proposed 40 thanas will be implemented by the BINP project directorate. 

Rural MCHN Activities 

MCH services have been provided b)' the MOHFW in all rural thanas for a long time and nutrition of mothers and children is an important component of them. The program is operated through the Thana Health Centers, Union Health and Family Welfare Centers and manpower posted in Union and Ward levels. The program has made substantial success in improving the contraceptive prevalence rate, reducing the birth rate and expanding immunization coverage, but it has made only a limited success in improving the nutrition of mothers and children. The main reasons for this are inadequate priority given to nutrition and poor utilization of services by the community -which is again due to non-availability of doctors, drugs and supplies, insufficient training and poor job satisfaction of service providers, poor quality service, inadequate community mobilization and poor IEC. 

The proposed program intends to remove these gaps by ensuring strong commitment of the government, posting sufficient staff, ensuring adequate drugs and supplies, arranging adequate training, appointing sufficient mobilizers and facilitator, and establishing a strong IEC. It is proposed that a Project Implementation Cell established under the MOHFW will implement this strategy. 

Urban MCHN Activities 

The urban area includes 110 municipalities and 6 metro cities which are divided into 603 wards of roughly 50,000 population each. At present the MOHFW has no infrastructure and staff in urban areas. So new facilities are to be developed and staff members recruited. The project proposes to recruit Medical Officers, Nutrition Workers and Mobilizers in each ward for 603 wards in the country and hire office space. A Project Implementation Cell at the MOLGRDC will implement the program. 

Linking Micro Credit 

The micro credit component of the program in the rural area will be supported by the BRDB while, in the cities, the city committees will oversee it along with the credit organizations. The project implementation cell at the MOHFW and MOLGRDC will coordinate at the central level with the credit organizations working in the rural and urban areas respectively. 

Adolescent Girls Nutrition Program 

This strategy will be conducted by the Thana and Ward Nutrition Units in collaboration with NGOs and coordinated by the PICs at the MOHFW and MOLGRDC respectively at the central level. NGOs will be contracted out to implement the program. 

Implementation Mechanism 

1. Project Implementation Unit 

The project will be implemented by a Project Implementation Unit (PIU) with a Project Director, Project Managers for each component and support staff comprising of finance, administration and logistics. Training and monitoring units will provide technical assistance to each of the component. 

2. Technical Assistance Team 

A technical assistance team of consultants will support the project in its development phase for a period of one to two years. Following consultants are suggested: 

· Project Management Specialist 

· Nutrition Specialist 

· IEC Specialist 

· Primary Health Care Specialist

· Urban Health Specialist 

· MIS/GIS Specialist 

· Micro-Credit Specialist 

3. National Coordination Cell 

A high powered national coordination cell will coordinate at the central level to ensure effective implementation at the lowest level. The cell will have representatives from the following ministries: 

· Ministry of Health and Family Welfare 

· Ministry of Local Government 

· Ministry of Social Welfare 

· Ministry of Youth Development 

· Ministry of Women Affairs 

The donors representative may also .be invited as observer. The major role of the NCC will be policy making and monitoring. 

4. Monitoring and Evaluation 

The District, Division and National Nutrition Committees will meet quarterly to review the program activities. The Thana Nutrition Profiles will be aggregated to prepare the district profiles. The district profiles will be analyzed at the Divisional and National Levels and actions will be taken to address the low performing areas. Annual review meetings will be held at all levels and adjustments will be made to address various issues. An Operational Research Project will be initiated at the beginning of the program and the research findings will be used to improve the program activities. At the end of two years an internal evaluation will be made. Finally, at the end of five years an external evaluation will be conducted. 

5. Phasing 

The project will be implemented in the following phases. 

1. BINP CBNC strategy in 40 rural thanas (in addition to the 40 BINP thanas planned under the current MOHFW project): 

First year -
20 high prevalence thanas 

Second year -
20 high prevalence thanas 

2. MCHN, Micro Credit, Adolescent Girls, and IEC strategy in 380 rural thanas:

First year -
20 high prevalence thanas 

Second Year -
60 high prevalence thanas 

Third year -
100 high prevalence thanas 

Fourth year -
100 high prevalence thanas 


Fifth year -
100 high prevalence thanas 

It is proposed that the strategies should be initially tested in three rural thanas as an action research program on pilot basis. 

3. MCHN, Micro Credit, Adolescent Girls, and IEC strategy in 603 urban wards in the country: 

First year -
20 high prevalence wards 

Second Year -
80 high prevalence wards 

Third year -
100 high prevalence wards 

Fourth year -
200 high prevalence wards 

Fifth year -
203 high prevalence wards 

6. Policy Environment 

Three important changes in policy environment will be required for successful implementation of the strategies.  

1. Commitment of MOHFW 

A commitment of the MOHFW will be required for the implementation of the project in rural areas including placement and training of staff, administration, supervision and monitoring of project activities, and establishment of linkages with the MLGRDC and micro credit organizations.

2. Commitment of MOLGRDC 

A commitment of the MOLGRDC will be required for the implementation of the project in urban areas including placement of staff, administration, supervision and monitoring of project activities, and establishment of linkages with the MOHFW and micro credit organizations. 

3. Policy Change in Micro Credit Organizations 

A commitment of policy change in micro credit organizations will be required to link micro credit with nutrition and to establish linkages with the MOHFW and MLGRDC. 

