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EXECUTIVE SUMMARY

This Nutrition Sector Review, written during design of the National Nutrition Program
(NNP), has been prepared to examine progress and spending in this sector since the last review in
1985-86, assess existing programmatic undertakings, consider whether, as expanded on a national
scale, they will be adequate to bring about significant decreases in the prevalence of malnutrition,
and outline what action at what cost may be required to meet identified gaps.

A first generation of strategic goals has been achieved in Bangladesh, most of them since
the last sector review. These include the generation of a high level of policy support, the
development of an effective programmatic approach (the Bangladesh Integrated Nutrition Project,
BINP), the evolution of nutrition promoting structures in the health and food policy arenas, and
development policies which, even in the absence of broad-based nutrition services, have generated
some improvement in nutritional status among young children (by roughly 0.5 percentage points a
year.)

While impressive relative to expectations at the time of its independence, these advances
represent only a modest beginning for the country relative its needs. Required is a significant
broadening of the means by which nutrition goals are addressed meaning the inclusion of activities
not generally perceived of as nutrition program elements, a significant strengthening of key
programmatic components to broaden programmatic impact on target populations, and geographic
expansion. With considerable policy attention now focused on nutrition within the government, it is
timely to consider a second generation of challenges and undertakings.

A prime second generation challenge is to extend community-based services, such as those
provided in BINP, to all rural areas of the co . While this would, among other benefits, lead to
substantial reductions in the prevalence of re malnutrition and, in turn, decreased infant and
child mortality, the undertaking, in and of itself , would likely fall considerably short of desired
impact, i.e. an improvement in young child nutritional status by 1.5 to 2.5 percentage points a year,
significant improvements in pregnancy outcomes, and sharp reductions in the proportion of ultra
food deficit households (with average adult intake less than 1600 calories per day.)

To achieve these goals would, beyond such geographic expansion, require meeting four
additional second generation challenges:

far more explicit and targeted attention to the household food msecurity constraint inhibiting
improved nutrition;

Although less desperate than that ﬁzce#l two decades ago, this underlying household food
security determinant of malnutrition is still among the most serious in Asia, particularly for the
poorest 14% of the rural population, the so-¢alled ultra food deficit group. The problem is
exacerbated by a unique configuration of high rates of functional landlessness coupled with a
severe shortage of non-agricultural employ%ent in rural areas, and further aggravated by
periodic natural disasters.

*  areorientation of the community-based services themselves to better address the problem of
matemnal malnutrition and, in turn, birthweights;



The maternal malnutrition problem is of particular concern not only because of its
severity, but also because of its intractability, the difficulty in bringing about significant
sustainable changes. Central to this problem are issues of status, time constraints, and a slow
emergence into the public domain in rural areas.

e a similar reorientation to adequately address the problem of moderate malnutrition among
young children;

As in most low income countries, reducing the prevalence of moderate malnutrition
beyond particular threshold levels has been particularly difficult. Yet the largest proportion of
young children who die of malnutrition-related causes are children with moderate rather than
severe malnutrition. There is uncertainty regarding primary limiting factors. But it is clear that
higher powered, or different interventions are needed.

an extension of service delivery to urban slums.

Fully half of the country’s population will be urban by the year 2010. Already the
prevalence of nutritional stunting in urban slums is nearly 80 percent. Intervention possibilities
are limited by the absence of health infrastructure, the high turnover in population, and the
frequent absence of family support networks.

This sector review suggests that meeting these four second generation challenges will require
the following. Activities planned for inclusion in NNP1 or for initiation in subsequent NNP
projects are so marked.

1. To address the household food insecurity constraint:

. at least a 25% increase in food-based income transfers geared specifically to the ultra food
deficit population and provided through the VGD program and public warks, with the
latter better targeted geographically and seasonally, and with VGD program increases
linked with the NNP as it expands; (Even with heroic assumptions about distribution, these
transfer programs, at present, reach no more than half of the estimated 20 million
individuals in ultra foad deficit households.) (Partial inclusion in NNP1)

. continued increases in targeted rural employment generation, with poultry, homestead
gardens and fisheries projects located, where possible, to complement the delivery of
nutrition services; (Partial inclusion in NNP1)

a dynamic policy of commercial food diversification-driven rural growth potentially
capable of stimulating the rural economy as a whole and significantly increasing rural
employment;
* ashift in agricultural and food planning away from national foodgrain availability targeting
adequate to average “1 pound per person per day,” and replaced with a much more holistic

approach to agricultural paolicy and program planning, one which includes explicit attention to
consumption through increased rural employment, rural savings, and increased purchasing
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power, and through increased productivity of foods disproportionately consumed by lower
income populations.

2. To address intransigent problems of matemal malnutrition (beyond food security measures
discussed in “1" above)

. significant intensification of behavioral change messages addressed to husbands and
mothers-in-law as well as women, and focused on (a) increased caloric intake and
decreased caloric expenditure during pregnancy and lactation, (b) the importance of ante-
natal visits, and (c) the importance of iron/folate supplementation. The Behavioral Change
Communications entity to be established under HPSP should focus major attention on this
issue and on those identified in “3" below; (NNP1 but with level of intensity unclear)

. increased policy and programmatic attention to the delivery of iron folate supplements and
to the screening and treatment of severely anemic women; (Partial inclusion in NNP1)

. systematic assessments of optimal means of providing nutrition counseling and
micronutrient supplementation to adolescent girls. (NNP1)

3. To address the problem of moderate malnutrition among young children (beyond the food
security measures in “1" above)

. careful analysis within BINP to identify primary constraints inhibiting improvements;
(Partial inclusion in NNP1)

. mtensified behavioral change efforts relating to the timely introduction of complementary
food, and hygiene-related messages on hand washing, nail trimming, and the wearing of
shoes; (Inclusion in NNP1 but. with level of intensity unclear)

. expansion of safe water point and latrine coverage and coordination of that expansion with
NNP service delivery expansion;

continued pursuance of HPSP service delivery reform measures designed to improye the
quality of health service delivery.

4. To address malnutrition in urban slums

explaration of the efficacy of extending BINP-type interventions in urban slum areas
(NNP1 but with operational activity beginning in a subsequent NNP project.)

o exploration of the cost-effectiveness of alternative interventions possibly building on urban
health infrastructure currently being developed. (NNP 1 but with operational activity
beginning in a subsequent NNP project.)

As indicated in the above listing, many but not all of the identified priority activities are
included in the first NNP project; operational activity addressing urban malnutrition is scheduled to

begin during a subsequent NNP project. Activities not explicitly included in the NNP are (1)



commercial food diversification-driven rural growth, (2) desired shifts in agricultural and food
planning, (3) increases in targeted food transfer programs (beyond the linking of expanded VGD
activities with the NNP), (4) expansion of safe water point and latrine coverage, and (5) pursuance
of HPSP service delivery. While it would be desirable to initiate each of these early, the first four
of these non-NNP activities are likely to encounter somewhat greater political or other resistance
and, accordingly, take longer to accomplish.

The primary constraints likely to inhibit effectiveness on the above sets of activities are
neither technical nor financial but rather managerial. Effective implementation of such
undertakings will require substantially improved management systems, a firm commitment to
expansion rates based solidly on program quality and management capacity, the establishment of
an effective working relationship with the major reorganization of health and population programs
within the country (HPSP), and the forging of well fimctioning partnerships with NGOs, with the
private sector and with communities themselves. Long term sustainability of these efforts,
additionally, will require explicit efforts, planned at the outset, for gradual transference of
programmatic responsibility (particularly in activities encompassed within the NNP) to
communities and local governments. At the same time, effective implementation will require
skillful support systems to carry out necessary training, operations research and monitoring and
evaluation.

Cost estimates, necessarily extremely rough, indicate that the expansion of community-based
services together with existing micronutrient supplementation activities will cost roughly US$61
million per year at the point of nationwide coverage. The additional costs of addressing the second
generation challenges posed in this document may cost an additional US$150 million ($98 million
of estimated costs plus the unestimated costs of urban coverage and agriculture diversification-
driven rural employment.) Taken together, the total of these direct and indirect nutrition costs could
total as much as US$225 million per year or approximately Q.5 percent of GNP, a reasanable
target established in the India sector review for direct nutrition activities alone. (1997-98 spending
on direct nutrition interventions - excluding the Vulnerable Group Development Program and other
food-based income transfers and income generating activities - has been estimated at US$13
million per year or 0.03 percent of GNP.) Should the government and its partners choose to
embark on this hugely promising but more expensive undertaking, they will have to consider
carefully issues of longer term financing and sustainability.

The cost of not undertaking these challenges should, however, be made explicit.
Malnutrition, particularly among young children and reproductive age women, is increasingly
perceived to be a limiting factor inhibiting effectiveness of the country’s primary health and
educational investments. With the prevalence of low birth weight infants and of nutritional
stunting in childhood still among the highest in the world, Bangladesh’s progress in reducing infant,
child and maternal mortality is likely to be significantly reduced unless marked nutritional
improvement occurs. Similarly the active leaming capacity of children who are malnourished and
hungry has been found to be much reduced. Additionally, recent evidence makes clear that
individuals even moderately deficient in key micronutrients are likely to suffer from reduced
immune response with major implications for morbidity and mortality (related to vitamin A
deficiency) and reduced cognitive development (from iodine deficiency.) A 1993 “Profiles”
modeling exercise estimated that the productivity loss due to nutritional stunting alone would total
US 11.5 billion over the next 10 years or more than five times the $225 million per year cost
estimated above.
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A prime purpose of this Review is to draw attention to the bold moves, both successful
implementation of the National Nutrition Program and related complementary activity identified in
this document, that will be required if the government wishes to address the malnutrition problem
in a genuinely consequential manner.



Introduction

While major nutrition attention in Bangladesh is devoted to the development and
implementation of programs designed to address malnutrition, it is periodically useful to step back
from these processes and look more broadly at the nutrition sector, examining progress which has
been made, assessing whether existing programs are adequate to meet now better understood needs,
considering whether there are priority issues not receiving adequate attention and outlining what the
nature of such attention might be, and looking at the costs of programs and at spending in the
sector as a whole.

The last such nutrition sector review in Bangladesh was completed in January 1986. That
review gave particular attention to foodgrain, pulse and oil production, food supplements, the then
existing rural rationing system, the need for a national nutrition policy, homestead gardens, and
integrated approaches to nutrition problem solving.

Since that time major nutrition activity has taken place in the country, and the government is
now actively involved in the development of a National Nutrition Program (NNP) seeking to cover
the entire country with much needed nutrition services. In this context, the present document will
seek to consider nutrition problems broadly and identify priority issues requiring intensified
attention rather than delving at any length into specific programmatic concerns.

This sector review has been prepared as an action document which will require major
dissemination and discussion by the government and its development partners engaged in nutrition.
A dissemination plan is presented as Appendix B.

Background

Accomplishments since the last Nutrition Sector Review have been impressive. Among the
most important:

e  Establishment of a National Faod and Nutrition Paolicy and a National Plan of Action
for Nutrition (NPAN) in 1997 with identified responsibilities for particular ministries and
agencies, and an activated Bangladesh National Nutrition Council with coordipating
responsibilities

e Significantly increased budgetary allocation for the health, nutrition and population
sector as a whole. At present these expenditures total roughly US$400 million a year,
nearly 7% of the total annual budget, with increased government contributions which now
total 67%.

e A 20% reduction in the proportion of underwelght children in the country and a 25%
reduction in stunting among 0-5 year olds since 1985-86; relatedly a dramatic decrease in
infant molrtahty from 94 to an estimated 77 deaths per 1000 live births (the rate in 1974
was 140)

e  Development of the Bangladesh Integrated Nutrition Project (BINP) which, in the
first two years of field operations has produced impressive results, particularly in the
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reduction of severe malnutrition among young children, and will soon cover 12% of the
thanas in the country

¢  Development of increasingly effective micronutrient delivery, particularly (a) vitamin
A capsule distribution for children, largely responsible, along with homestead garden
expansion, for a reduction in this deficiency amang pre-school age children to one sixth of
earlier levels and (b) salt iodization now covering most of the country

e Termination of the expensive and pocrly targeted rural rationing system while
maintaining and improving targeted food transfers in the context of a rational food policy

¢ Development and expansion of a major program of credit for employment generation
which now reaches roughly half of rural households falling below the poverty line

e Avoidance of a major famine since 1974, and prampt, effective responses to natural
disasters

¢ Initiation of a major effort at health and population sector reform which is supportive
of nutrition initiatives.

These developments indicate that nutrition is now being taken seriously by a government
which clearly has been impressed with what can be accomplished. One high ranking MOHFW
official spoke of nutntxon as “one of the three great successes of our ministry,” the others being
family planning and EPI.? At the same time, as will be discussed in Section 1, the government’s
view of “nutrition” may often be limited to direct provision of services for vulnerable populations
and not include the importance of addressing the determinants or causes of problems identified.

The above also suggests that a first generation of strategic goals has largely been achieved,
namely: the generation of this level of policy support, the development of a programmatic approach
which appears effective (BINP), the evolution of canducive structures in the health and food
policy arenas, and development policies which themselves, even without nutrition services, have
generated some improvement in the nutritional status of young children (by roughly 0.5 percentage
points a year).

While, impressive, particularly against the backdrop of post-Indepmdence expectations,
these first generation accomplishments represent only a modest preview of actions necessary to
make the desired impact on malnutrition in the country. Required will be a broadening of the way
in which the govemment conceptualizes nutrition activities, the inclusion of activities not normally
associated with nutrition intervention, and a substantial scaling up of activities with the necessary
managerial underpinning. If successful, “such action would increase reductions in the prevalence of
malnutrition among young children to between 1.5 and 2.5 percentage points a year (the apnual
percentage decreases achieved in Tamil Nadu during the period of the Tamil Nadu Integrated
Nutrition Project on which BINP was partially modeled), and at the same time, bring about
significant improvement in pregnancy outcomes, and in household food insecurity.

Accordingly a second generation of strategic goals and programmatic activity is now
required. A prime second generation goal is the nationwide expansion of BINP-type community
based services to all rural areas. Such expansion, clearly a massive and invaluable undertaking,
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would lead to substantial reductions in the prevalence of severe malnutrition and in tum decreased

infant and child mortality, would permit the social mobilization of communities better sensitized to
nutrition needs, would provide a trained cadre of community-based workers, and would itself bring
about modest gains in employment generation. At the same time, this expansion:

¢ would inadequately address the critical household food insecurity determinant of malnutrition,
with possibly negative ramifications for the distribution of benefits from nutrition services
which are provided,

« would not, unless redesigned, adequately address the problem of matemal malnutrition and, in
tum, birthweights;
would not, again unless redesigned, adequately address the problem of moderate malnutrition,
that form responsible for the largest number of early childhood deaths, and

o would be limited in its coverage to rural areas, while severe problems in urban slums, affecting
increasing numbers of individuals, go largely unaddressed.

This document concentrates ou these four gaps or second generation challenges. Meeting
these challenges while expanding services nationwide constitutes a highly ambitious agenda and
investment, but one likely to be highly beneficial. Improved matemal nutrition, better pregnancy
outcomes and accelerated child growth not only have major impact on mortality rates but also
increase the returns on investments made in other development sectars. Improved nutrition
increases cognitive development, active learning capacity and, in turn productivity. A 1993
“Profiles”” modeling exercise estimated that, in the absence of such improvements, the productivity
loss due to stunting alone would total US$11.5 billion over the next 10 years. Reductions in
micronutrient (vitamin and mineral) deficiencies also will have major benefit, among them
morbidity and mortality reductions (resulting from an improved immune function associated with
improved vitamin A status) and impraved cogpitive development (associated with a reduction in
iodine deficiency.)

While these second generation challenges may appear daunting, it is worth noting that the
very ministry with overall responsibility for improved nutrition has been home to a family planning
program which, since the 1970s, has contributed to a reduction in the total fertility rate by half
(Bangladesh is the only country among the poorest 20 where sustained fertility reduction has taken
place over the last 15 years); and has been home to an EPI program which has increased child
immunization from 10% to 70% over the past 25 years.’

The four second generation challenges cut across the three proximate determmants or causes
of malnutrition, i.e. household food insecurity, ill health (relating in tum to water, sanitation and
the availability of health services) and caring practices, identified in the causality model
popularized by UNICEF. 1t is interesting to note than in the 1985-86 Nutrition Sector Review,
attention was focused almost exclusively on the household food insecurity determinant, while
subsequent programmatic activity in the country, notably BINP, has primarily sought to address
the caring practice and health deteaninants. The nature of the second generation challenges
suggest, in fact, that all three of these determinants need to be addressed, and most likely
simultaneously, if sustainable cost-effective reductions in malnutrition are to be achieved.

It should be noted that each of these challenges embodies technical strategies and
management responsibilities. While the document includes a section on Operational and Support
Capacity, and while individual sections include some discussion of managerial constraints and
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opportunities, the primary thrust of the document ig on technical strategies rather than
implementation, per se.

Spending in the Bangladesh Nutrition Sector

Before examining the second generation challenges and their cost implications, it will be
useful to examine spending in the nutrition sector at present. Data collection and analysis of such
spending, carried out by Maxwell Stamp PLC. with the assistance of the Health Economics Unit,
MQHEW, for purposes of this sector review, found that nutrition spending by the govemment,
donors and NGOs in 1997-98 totaled Tk. 670 million (Tk 5 or US$ 0.11 per person), equal to 3.3
percent of the government’s health budget during that year.* With the health budget estimated at 7
percent of the national budget, nutrition expenditures constitute roughly 0.23 percent of the
national budget or 0.03 percent of GNP.*

While these figures are substantially higher than in the pre-BINP period, they represent less
than a sixth of proportionate spending levels in neighboring India (0.19 percent of GNP) and a tiny
fraction of that in Sri Lanka during the mid 1980s (1.0 percent of GNP). It should be noted,
however, that 97% of Indian spending emanates from two nationally functioning programs, the
Integrated Child Development Services and the National Mid-day Meals Program, Had BINP,
covering 5 percent of the country’s thanas in 1997-98 been operating nationwide, nutrition
spending would have increased roughly 10 fold, constituting a much more respectable 0.3 percent
of GNP (although less than the reasonable 0.5 percent target established by the Indian nutrition
sector review.) Comparisons with Indian figures also reveal that the proportion of nutrition
spending originating with donors is far higher in the case of Bangladesh (roughly 95%).

Approximately half of the 1997-98 nutrition spending is attributable to BINP. Another 20
percent is accounted for by expenditures on vitamin A capsules for the national distribution
program, on potassium iodate for the national salt iodization and on iron/folate distribution for
pregnant women. Most of the remainder represents non BINP-related NGO expenditures.

Broken down further, and reflecting the high proportion of community-based programmatic
spending, 20 percent of total costs are for food and micronutrient supplements, another 18% for
social mobilization and nutrition education, 16% for administration, and 14% for training. Smaller
proportions are spent on NGO-related poultry and fisheries activities (spending figures are low
because of the revolving credit nature of these activities), garden activities, and monitoring and
evaluation (See Figures 1 and 2).



FIGURE 1 TOTAL (GOB AND NGO) EXPENDITURE BY ACTIVITY
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I. Addressing the Household Food Insecurity Determinant

In Bangladesh, the household food insecurity determinant of malnutrition is arguably more
serious than in any other Asian country with the possible exception of North Korea. The problem is
desperately serious for the poorest 14% of the rural population consuming fewer than 1600
calories per capita per day, barely adequate for survival.* Another 10% consume between 1600
and 1800 calories per day, while roughly 23% consume more than 1800 calories but less than the
minimum caloric requirement which in Bangladesh is set at 2122 per day. In all, roughly half of the
country’s rural hauseholds fall below established paverty lines and would be considered food
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