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EXECUTIVE SUMMARY

The consequences of high maternal and child undernutri� on cannot be emphasized enough. A combina� on of poor maternal nutri� on 
and postnatal factors cause child undernutri� on, which in turn can have far-reaching consequences for na� onal and global develop-
ment outcomes. The levels of stun� ng, underweight, was� ng, and childhood anemia are very high in Bangladesh, as are levels of 
maternal chronic energy defi ciency and anemia. Notwithstanding previous posi� ve trends in these indicators, the pace of improve-
ments in maternal and child undernutri� on in the country needs rapid and sustained accelera� on.

Three guiding principles are used to iden� fy policy priori� es for addressing food u� liza� on and nutri� on security in Bangladesh: 
First, in considering an individual’s nutri� onal health, the period between his or her mother’s pre-pregnancy (including adolescence) 
and his or her fi rst two years of life is viewed as a cri� cal pivot point for targe� ng interven� ons. Second, the United Na� ons Children’s 
Fund (UNICEF) conceptual framework for nutri� on is used to frame the role of mul� ple factors that infl uence maternal and child 
nutri� on. Third, linked to this framework, a set of linked direct and indirect interven� ons that need to be in place to achieve rapid 
reduc� ons in undernutri� on is mapped. Direct interven� ons are those that have short-term impact on direct determinants of nutri-
� on (such as dietary intakes and health status) and include age-appropriate infant and young child feeding, immuniza� on, popula� on 
control, hygiene interven� ons, and access to preven� ve and cura� ve health care. Indirect interven� ons are those that can modify 
the infl uence of direct interven� ons, or themselves aff ect dietary intake and health status through routes of household food security, 
poverty, women’s empowerment, and agriculture. Bringing both direct and indirect interven� ons together and targe� ng them during 
key periods of opportunity will maximize benefi ts. 

Based on this approach and empirical evidence from Bangladesh, we propose the following ac� ons to address the high burden 
of undernutri� on: (1) Iden� fy, cost out, and sharply scale up a priority package of direct nutri� on and health interven� ons targeted 
to adolescents, women of reproduc� ve age, pregnant and lacta� ng women, and children under two years of age. This will require 
addressing design and implementa� on constraints in the Na� onal Nutri� on Program as well as the use of the health, water sanita-
� on, and educa� on sectors to more strongly address nutri� on. (2) Generate impact and opera� onal evidence to build consensus 
around contextually appropriate interven� ons to address childhood anemia and acute malnutri� on. (3) Recognize the cri� cal nature 
of underlying factors such as food security, gender, food prices, and agricultural policies in improving nutri� on to ensure appropriate 
interven� ons and policies are in place to address these; not doing so could severely compromise the impact of direct interven� ons. 
(4) Invest in a solid monitoring and evalua� on framework and process for nutri� on that is linked closely to the monitoring and evalu-
a� on framework for the health sector and other relevant sectors. (5) Ensure an eff ec� ve, authorita� ve, and func� oning na� onal 
coordina� ng mechanism to convene, facilitate, mobilize, and hold accountable the mul� stakeholder pla� orm that must deliver the 
ac� vi� es needed to improve nutri� on.

In summary, a solid policy focus and substan� al investments are needed both on direct and indirect interven� ons, targeted at the 
window of opportunity of pre-pregnancy and the fi rst two years of life, for addressing maternal and child undernutri� on. Preven� on 
of undernutri� on should be front and center in an overall strategy, with cura� ve interven� ons integrated. Neither by itself will be suffi  -
cient to bring about change at the scale needed for signifi cant improvements. This is well recognized by the government of Bangladesh 
in the areas of interven� on for nutri� on specifi ed in the Na� onal Food Policy Plan of Ac� on. Our analyses and recommenda� ons are 
intended to sharpen the policy focus and priori� ze high-impact interven� ons. 
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OVERVIEW OF THE NUTRITION 
SITUATION IN BANGLADESH: 

ISSUES AND TRENDS

Introduction and framework 

The economic consequences of high maternal and child under-
nutri� on cannot be overstated. A combina� on of high maternal 
undernutri� on and postnatal factors cause child undernutri� on, 
which in turn can infl uence children’s school performance and 
their future occupa� onal choices, and can undermine the future 
produc� vity of na� ons. Notwithstanding rapid economic growth 
in a number of South Asian countries (including Bangladesh and 
India), the pace of improvements in maternal and child undernu-
tri� on in the region remains deeply unsa� sfactory. Bangladesh 
has made considerable progress in addressing the non-income 
poverty indicators for the fi rst Millennium Development Goal 
(MDG1)—that is, reducing the prevalence of underweight chil-
dren under fi ve years of age—but improvements are slowing, 
which raises ques� ons about whether the target will be achieved 
or not. Furthermore, the overall levels of maternal and child 
undernutri� on are s� ll high in Bangladesh, and further invest-
ments are needed to accelerate improvements and prevent 
the nega� ve impact of maternal and child undernutri� on on 
long-term development. This paper is, therefore, about the 

policy focus that is needed to greatly improve the current status 
of maternal and children nutri� on. Although overweight and 
obesity are emerging problems in Bangladesh, this paper will not 
address this aspect of undernutri� on. However, it is a poten� al 
concern in the future, and this trend should be monitored. 

The UNICEF conceptual framework for nutri� on, which 
specifi es that maternal and child nutri� on outcomes are deter-
mined by immediate, underlying, and basic factors (see Figure 
1), is at the heart of this paper. The immediate and underlying 
factors, and the related “direct” and “indirect” (or “short route” 
and “long route”) interven� ons they map to, form the basis 
for our framing of policy op� ons for reducing undernutri� on 
in Bangladesh. Evidence from countries that rapidly reduced 
undernutri� on show clearly that inves� ng in both kinds of inter-
ven� ons is crucial to success (Von Braun, Ruel, and Gula�  2009). 
Neither one is likely to be suffi  cient to sustain rapid reduc� ons 
in undernutri� on. This is because there is no single magic bullet 
solu� on to the persistent problem of high maternal and child 
undernutri� on in South Asia, including Bangladesh. Thus, there 
are two routes to address undernutri� on: 

a. The route of direct interven� ons that aim to improve 
the nutri� onal status by directly providing health and 
nutri� on inputs. This includes expanding the reach of 
public health measures (such as water and sanita� on, 
maternal and child health care) as well as “targeted 

Figure 1— The link between the UNICEF conceptual framework and direct/indirect interventions
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nutri� onal interven� ons” (Bhu� a et al. 2008). An 
important component of direct nutri� onal interven� ons 
relates to behavior change communica� on aimed 
at infl uencing health and nutri� onal behaviors at 
household and community levels. This encompasses a 
range of ac� vi� es such as exclusive breas� eeding and 
complementary feeding, promo� ng hygienic behavior, 
changing intrahousehold alloca� on pa� erns of food, 
reducing fer� lity, and other prac� ces. 

b. Indirect routes that infl uence the household capacity to 
invest in maternal, adolescent, and child nutri� on. These 
include various economic and social empowerment 
measures that can reduce consump� on poverty, 
increase non-cereal food and micronutrient intake, and 
increase women’s empowerment, thus having eff ects 
on health and nutri� onal outcomes more indirectly.

Both avenues are important for discussing the policies 
on improving nutri� onal security in the present context of 
Bangladesh. The routes of poverty reduc� on and women’s 
empowerment can have important infl uences on undernutri� on 
(Monteiro et al. 2010) and contribute signifi cantly to enhancing 
the eff ects of most of the direct nutri� onal interven� ons. On the 
other hand, lack of access to direct interven� ons and poor health 
and nutri� onal behavior can constrain nutri� onal improvements 
even in resource-rich households. 

Policy focus on the “window of opportunity”
This paper is based on the basic understanding that in order to 

improve undernutri� on, it is cri� cal to ensure that nutri� on inter-
ven� ons are priori� zed for women and children in the biological 
periods when they are most vulnerable to the eff ects of poor nutri-
� on. This is the window between pre-pregnancy and two years of 
age, which is also the window within which ensuring good nutri� on 
yields the greatest returns in terms of educa� on, income, chronic 
diseases, and other outcomes (Victora 2010; Hoddino�  2008). It is 
also the window in which preven� ve interven� ons yield substan� al 
benefi ts (Ruel et al, 2008). Given high rates of adolescent undernu-
tri� on in Bangladesh, and the link between adolescent pregnancy 
and poor maternal and child health and nutri� on outcomes, it is 
crucial that the window of opportunity encompass the vulnerable 
period of adolescence in Bangladesh and, in fact, in all of South 
Asia (Rah et al. 2008 and 2009).

Data from Bangladesh substantiate global findings on 
the age and timing of growth faltering and poor nutrition in 
children (Victora et al. 2010; Black et al. 2008). Figure 2 below 
shows that anthropometric outcomes among Bangladeshi 
children reflect global patterns; using height-for-age we see 
dramatic declines between 0 and 2 years of age with little 
change thereafter. Very importantly, the figure also shows 
that children in Bangladesh are already substantially under-
nourished even at birth. This highlights the need to focus on 
the mother-child dyad and window of opportunity to achieve 
nutrition improvements. 

Figure 2—Height-for-Age Z-Scores by Age, Bangladesh, 2007
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Source: Bangladesh Demographic and Health Survey 2007 data.

Data on stun� ng and underweight show that these 
measures of undernutri� on also increase drama� cally in the 
0−2 year age range, with li� le change therea� er. For was� ng, 
the 0−2 age period shows a peak, with highest was� ng rates 
seen in the 9−21 month age period. Anemia also peaks in this 
age group, demonstra� ng the importance of this age window 
for interven� ons.

High levels of undernutri� on in early infancy (0−3 months 
of age) refl ect poor nutri� on in utero and of the mother prior 
to pregnancy. Studies of interven� ons that aimed to improve 
birth outcomes by targe� ng the period of pregnancy have found 
limited success. More recently, research in Bangladesh has 
reinforced the pre-pregnancy state of the mother as being a key 
driver of the success of interven� ons during pregnancy (Shaheen 
et al. 2008). 

Prevalence of maternal and child undernutrition

Notwithstanding some no� ceable progress over the past decade, 
the prevalence of child and maternal undernutri� on remains 
alarmingly high. The propor� on of underweight children was 41 
percent in 2007, according to Demographic and Healthy Surveys 
(DHS) data.1 The propor� on of stunted children is as high as 43 
percent (Figure 3). Anemia is also a widespread problem, with 
es� mates sugges� ng that anemia rates among young infants 
could be as high as 90 percent.

From a gender perspec� ve, child undernutri� on is 42 
percent for female children and 40 percent for male children; 
however, diff erences in undernutri� on between boys and girls 
have increased during 2000−2007. Furthermore, some analyses 
suggest that although there are no gender diff eren� als early 
in infancy (0−2 years of age), they become more prominent as 

1 This is according to the new World Health Organiza� on standard. The previous 
NCHS standard would place it at 46 percent (see REACH-Bangladesh: Selected 
Results from Situa� on Analysis, PPT, 5 April 2010, p. 2).
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children grow older. This is in spite of gradual improvements 
in sex ra� os and declining sex diff eren� als in child mortality in 
Bangladesh, sugges� ng possible nutri� onal neglect of the female 
child among the surviving children (Dancer et al. 2008).

The propor� on of stunted children is about 24 percent higher 
in rural areas compared to the urban se�  ng; the matched diff er-
ence for underweight children is even higher (29 percent). Within 
urban areas, considerable diff eren� a� on persists between slum 
and non-slum areas. The prevalence of child undernutri� on in slum 
areas can be twice as high as the non-slum areas and about 44 
percent higher than the rural average (MICS 2003). Children living 
in slums thus appear to be a priority social category in designing 
nutri� onal interven� ons from a spa� al targe� ng point of view.

Divisional diff erences are also noteworthy. For instance, the 
income-lagging region of Barisal division, which registered the 
highest level of consump� on poverty (52 percent) in the 2005 
Household Income Expenditure Survey (HIES), predictably has the 
highest prevalence of child undernutri� on in both stun� ng and 
underweight measures. However, the reverse is not necessarily 
true: Dhaka and Chi� agong have lowest poverty at 32-34 percent, 
but do not occupy the lowest ranks in child undernutri� on. This 
suggests that the nutri� onal ranking of geographic regions is the 
outcome of a complex set of factors not explained by resource 
endowments and access to health service delivery alone. 

Such an alarming level of child undernutri� on is related to a 
very high incidence of low birth-weight babies, which is assessed 
at 30 percent as per Mul� ple Indicator Cluster Surveys (MICS) 
2003 data. This is, in turn, biomedically related to maternal 

undernutri� on, which is also very high in Bangladesh. The propor-
� on of chronically energy defi cient women in the reproduc� ve 
age group of 15−49 (defi ned as having a body mass index of less 
than 18.5) is as high as 30 percent (BDHS 2007) . The urban−rural 
gap is much higher in maternal undernutri� on compared to 
child undernutri� on (66 percent as opposed to 29 percent). 
Furthermore, the highest prevalence of maternal undernutri� on 
(39 percent) is in the rela� vely income rich Sylhet division (and 
not in the poorest Barisal). The income-lagging region of Khulna 
division again has the lowest prevalence of 25 percent compared 
to affl  uent Dhaka (28 percent) and Chi� agong (28 percent). 
Clearly, income or poverty level is not the only correlate of child 
or maternal undernutri� on status; other routes also need to be 
brought into considera� on while explaining spa� al divergences.

Trends in maternal and child undernutrition

Long-term nutri� onal trends are encouraging, sugges� ng that 
breakthroughs can be made in tackling the complex problem of 
child and maternal undernutri� on. Steady reduc� ons have been 
seen in stun� ng and low maternal body mass index between 
1996 and 2007, but improvements in underweight have slowed 
recently, and was� ng has even increased. Using the Na� onal 
Center for Health Sta� s� cs (NCHS) reference standards for 
anthropometry, which are the same as those used in the MDG 
target, we see that the propor� on of underweight children 
has dropped from 60+ percent in 1996 to 46 percent in 2007. 
Stun� ng has shown a steady decline as well, with severe stun� ng 

Figure 3— Prevalence of anemia and undernutrition (anthropometic indicators) among children and women in Bangladesh
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also declining from 28 percent to 16 percent in a ma� er of one 
decade between 1996/97 and 2007. The declines in stun� ng are 
par� cularly encouraging given the long-term impact of stun� ng 
on later cogni� on, schooling, and other development outcomes. 
S� ll, given the stalling of the trend in underweight, accelera� ng 
eff orts to improve nutri� on will be essen� al to achieve the MDG 
target of 33 percent child underweight by 2015. 

Figure 4— Trends in maternal and child undernutrition 
(1996–2007)
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Source: Bangladesh DHS (1996-2007); child anthropometry trends are es� mated 
using the NCHS reference standards for parity across years and with the MDG 
indicator. Graph courtesy of Helen Keller Interna� onal, Bangladesh. 

Data on trends in micronutrient defi ciencies are not avail-
able; therefore, ensuring availability of na� onally representa� ve 
data on micronutrient defi ciencies among women and children 
should be a high priority. 

The link between maternal and child nutrition

There is a strong link between maternal and child undernutri-
� on. This can be seen from both household and spa� al data . 
There is ample evidence that undernourished mothers tend to 
have undernourished children, opera� ng mainly through the 
route of in-utero nutri� on and immediate postnatal care (such as 
breas� eeding and illness). The propor� on of underweight chil-
dren in the category of malnourished mothers is 51 percent; in 
contrast, the matched indicator for the well-nourished mothers 
is 38 percent, according to DHS 2007 data. 

The above is true even when one controls for the varia� on 
in the household poverty status. In the case of the extreme poor, 
the propor� on of children underweight for severely malnour-
ished mothers (those with a body mass index of less than 16) 
is 76 percent while the matched fi gure for the well nourished 
mothers (those with a body mass index of more than 18.5) is 53 
percent (Begum and Sen 2009). Similarly, in the case of a middle 
non-poor group, the matched fi gure for the severely malnour-
ished mothers is 56 percent as opposed to 33 percent for the 

well-nourished mothers. The sharp contrast in the child nutri-
� onal status between severely malnourished and well nourished 
mothers largely holds true for all three child anthropometric 
measures and all four household poverty categories. 

High levels of anemia among children 6−11 months of age 
also refl ect poor iron stores among children at birth, which in 
turn is linked to iron status anemia in adolescents and women.

The key takeaway here is that the link between women’s 
nutri� on and health and children’s nutri� on and health is inextri-
cable, and both need to be addressed simultaneously. 

DIRECT ROUTES FOR IMPROVING 
NUTRITION

The channel of targeted nutrition and health 
programs

Direct routes for improving nutri� on are those interven� on 
channels that aim to improve the immediate determinants 
of undernutri� on depicted in the UNICEF conceptual frame-
work, specifi cally, dietary intake (including diet quality) and 
health. There is now a core of global evidence, including from 
Bangladesh, which lies behind some of the recommended direct 
interven� ons to address maternal and child undernutri� on. 
These include evidence reviews and syntheses in the Lancet 
Series on maternal and child undernutri� on (2008) as well as the 
more recent analyses on the costs of scaling up direct evidence-
based interven� ons globally (Horton, Shekar, and Mahal 2009; 
Bezanson and Isenman 2010).

Broadly, the evidence base iden� fi es a set of core interven-
� ons that should reach women and children at a coverage rate of 
at least 90 percent to yield improvements of up to 30 percent in 
undernutri� on (Bhu� a et al. 2008). These interven� ons must be 
delivered primarily by the health sector and by direct and targeted 
nutri� on programs that focus on the window of opportunity age 
group . They include the following types of direct interven� ons:

• Direct interven� ons for maternal nutri� on: Iron-folate 
supplementa� on, food supplementa� on during pregnancy, 
calcium supplementa� on, antenatal care (including 
counseling for improved food intake and supplementa� on, 
increased rest, and prepara� on for breas� eeding).

• Direct interven� ons for child nutri� on: Behavior change 
counseling for early and exclusive breas� eeding, age 
appropriate complementary feeding and micronutrient 
supplementa� on (if needed), provision of micronutrient 
supplements or for� fi ed complementary foods, hygiene 
interven� ons (via behavior change communica� ons 
and increased access to water/sanita� on facili� es), and 
nutri� onal management of severe-acute undernutri� on 
either in facili� es or communi� es. 
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Choices about which direct interven� ons to priori� ze in a 
country nutri� on strategy must be based on a careful analysis 
of the current gaps in the coverage of each of the cri� cal known 
interven� ons, the context-specifi c impact of each cri� cal inter-
ven� on, and the poten� al channels through which access to and 
use of cri� cal interven� ons might be scaled up. 

Interven� ons to improve the quality of infant diets in 
Bangladesh have included peer counseling to encourage exclu-
sive breas� eeding, homestead food produc� on combined with 
nutri� on educa� on to improve quality of complementary feeding 
diets, counseling to improve use of family foods that enhance the 
quality of complementary foods fed to infants, the use of micro-
nutrient powders (“Sprinkles”) to improve the micronutrient 
content of home foods, and distribu� on of food supplements 
(cereal-pulse mixes) (Haider et al. 2000; Roy et al. 2005; Hyder 
et al. 2007). Unfortunately, few studies in Bangladesh provide 
insights into how best to address the par� cular challenge of 
improving diets of young children at a large scale . 

Health sector interven� ons that can have an impact on 
nutri� on outcomes for women and children include immuniza-
� on, hygiene promo� on, provision/supply of appropriate toilets/
latrines and safe sources of water, vitamin A supplementa� on, 
provision of iron-folate supplements, zinc and oral rehydra� on 
for diarrhea treatment, and promo� on of breas� eeding at well 
and sick child visits . 

Status of direct interventions 

Bangladesh has had policies and policy instruments to address 
maternal and child undernutri� on for many years now. Notable 
among these are the Na� onal Nutri� on Policy and the Na� onal 
Strategy for Infant and Young Child Feeding in Bangladesh, both 
of which are well focused on direct interven� ons targeted to the 
“window of opportunity” � meframe. The major policy instru-
ment for direct interven� ons such as food supplementa� on and 
counseling for improved feeding of infants and young children is 
the Na� onal Nutri� on Program (NNP). A variety of other stake-
holders are implemen� ng suppor� ng and smaller-scale interven-
� ons related to direct nutri� on inputs. Other health and nutri� on 
interven� ons (such as immuniza� on, iron-folate supplementa-
� on, etc.) are implemented through the public health system 
and private health care providers. Interven� ons to improve 
infant and young child feeding are currently implemented with 
varying intensity and scale, and by diff erent stakeholders across 
Bangladesh, but need be� er harmoniza� on of messages and 
materials, and be� er outreach to infl uen� al household and 
community members. Recent analysis suggests that interven-
� ons to promote exclusive breas� eeding, a crucial interven� on 
for improved nutri� on and decreased rates of neonatal and 
infant mortality, currently reach less than 35 percent of mothers.2 
Progress toward scaling up breas� eeding promo� on and support 
interven� ons is o� en compromised by viola� ons of the Code of 

2 REACH landscaping analysis (WFP-Bangladesh and partners).

Marke� ng of Breast Milk Subs� tutes; capacity and funding for 
monitoring code viola� ons are currently lower than needed. A 
call to ac� on for addressing exclusive breast feeding and other 
aspects of infant and young child feeding more forcefully is of 
utmost importance (Talukder and Talukder, 2009)

In rela� on to quality of complementary foods, in addi� on to 
behavior change communica� on interven� ons through diff erent 
channels, nongovernmental organiza� ons (NGOs) have been imple-
men� ng homestead food produc� on interven� ons for many years 
now. However, many of these have not been eff ec� vely integrated 
with nutri� on counseling, diminishing the impact of this interven-
� on. The use of micronutrient powders to improve diet quality has 
also been well studied in Bangladesh and has been shown to be 
eff ec� ve at reducing anemia. This program is now being imple-
mented on a small scale within the NNP, as well as by diff erent 
interna� onal agencies. Addi� onally, the local private sector has 
launched the sale of micronutrient powders in the market.

The status of many health sector interven� ons is reason-
ably high in Bangladesh. S� ll, sustaining already high coverage 
of certain interven� ons, and “going the last mile” to scale them 
up further to 90−100 percent coverage can help substan� ally. A 
review of the status of a range of key interven� ons/inputs for 
child nutri� on in the Bangladesh DHS data from 2007 (Figure 
5) shows that for many key inputs, the coverage levels are well 
below even 50 percent. A core set of interven� ons and a call to 
scale these up in Bangladesh is also highlighted in Ahmed and 
Ahmed (2009). Interven� ons that are par� cularly important to 
address are early and exclusive breas� eeding (EBF), age-appro-
priate complementary feeding, ensuring diet quality through 
diversifi ed diets and addi� onal food/micronutrient supplements 
as needed, treatment of acute malnutri� on when needed, and 
improved maternal nutri� on and sanita� on interven� ons.

 
Figure 5— Status of key direct interventions for child nutrition 

in Bangladesh
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BF = breast feeding
CF = complementary feeding

ANC = antenatal care
IYCF = infant and young child feeding

Source: Bangladesh Demographic and Health Survey [BDHS] 2007; we include 
maternal nutri� on, access to prenatal care and access to improved water as 
direct inputs to nutri� on given their cri� cality in the window of opportunity)

Of some concern in relation to nutrition outcomes is 
the poor status of sanitation, both from the perspective of 
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sanitation behaviors and access to facilities. Only 25 percent 
of households have access to improved sanitation, even 
though more than 95 percent of households have access to 
improved sources of water (BDHS 2007) . Less than 40 percent 
of households use safe disposal practices for children’s stools, 
which can be a major source of microbial contamination of the 
household environment (personal communication). Because 
poor sanitation can influence nutrition through more routes 
than just diarrhea, sanitation interventions deserve greater 
attention to reduce undernutrition further (Humphrey 2009).

A mid-term review of the Health, Nutri� on and Popula� on 
Sector Programme (HNPSP) in early 2008 highlighted a number of 
issues that need to be addressed to achieve health and nutri� on 

Box 1— An overview of the National Nutrition Program, current known challenges, and the way forward

Background: The government’s Ministry of Health and Family Welfare, with the assistance of development partners, has made substan� al 
investments in nutri� on, including the Na� onal Nutri� on Program (NNP), which provides comprehensive nutri� on services to children 
and women at a community level. NNP aims to reduce malnutri� on in children, adolescent girls, and women through community-based 
nutri� on interven� ons and intersectoral eff orts to improve nutri� on of vulnerable segments of the popula� on. The core NNP services 
include (i) behavioral change communica� on (BCC) ac� vi� es, (ii) training, (iii) birth weight recording and registra� on, (iv) growth monitoring 
and promo� on (GMP) ac� vi� es, (v) food supplementa� on to the malnourished children under 2 years of age and severely malnourished 
mothers, (vi) micronutrient (vitamin A and iron folate) supplementa� on, and (vii) awareness building forums for adolescent girls and newly-
weds. The NNP was designed to provide services from community nutri� on centers (CNCs), each covering a popula� on of approximately 
1,200 and managed by nongovernmental organiza� ons (NGOs), which were contracted out through compe� � ve bidding. Currently, 10 
NGOs are contracted to deliver services for NNP through 23,246 CNCs in 109 upazilas in 34 districts, with considerable varia� on in the 
number of CNCs managed by each NGO—ranging from 5,226 CNCs for one NGO to only 253 CNCs for another. Recently, NNP coverage was 
expanded to 63 new upazilas, making the coverage around 35 percent of all upazilas. 

Known design and implementa� on Issues: The government’s response to malnutri� on in Bangladesh has focused on Area Based 
Community Nutri� on (ABCN) interven� ons under the NNP. However, the program has been plagued by regular interrup� ons in service 
delivery due to delays in contrac� ng the service-delivery NGOs and weakened by design fl aws iden� fi ed when the program was imple-
mented as the Bangladesh Integrated Nutri� on Program (BINP). Weak technical capacity to design, manage, and eff ec� vely supervise 
the nutri� on programs remains a major impediment of delivering eff ec� ve services. Monitoring and evalua� on has not been invested in 
adequately; since the end of BINP, which raised many cri� cisms around program design and evalua� on approaches, there have been no 
major investments in evalua� ng the impact and processes related to NNP itself.

Looking forward: Specifi c interven� ons in the current package of NNP services should be carefully reviewed in light of na� onal and global 
evidence. Explicit considera� on should be given to how to integrate and scale up a priority “nutri� on package” of known eff ec� ve interven-
� ons iden� fi ed through the Lancet Nutri� on Series (2008) and new global recommenda� ons (Scaling up Nutri� on 2010) into the program 
and beyond, into the health and other sectors. Highest priority for scaling up should be given to those interven� ons that are feasible and 
acceptable for rapid scale-up in the Bangladeshi context, both through the NNP and other delivery pla� orms of the health system, including 
family welfare assistants and other community and local health center-based workers. Using non-NNP NGOs to scale up interven� ons 
such as behavior change communica� ons (BCC) for improved infant and young child feeding, hygiene and sanita� on interven� ons and 
women’s nutri� on could also help achieve scale more rapidly. There is an urgent need to build opera� onal evidence and move toward tech-
nical consensus on interven� ons that need more local adapta� on, such as those to address acute malnutri� on through community-based 
management programs. From an implementa� on perspec� ve, NNP needs to further invest in adding nutri� onists to the NNP team and 
building skills and technical capacity to supervise and monitor the implemen� ng NGOs. Ensuring an overarching monitoring and evalua� on 
framework for nutri� on is crucial, as is strengthening impact and process evalua� on to build evidence on what works to ensure availability 
of high quality nutri� on interven� ons at scale. Using new monitoring pla� orms such as the Food Security and Nutri� on Surveillance Project 
(FSNSP) can also aid with monitoring of outcomes.

objec� ves of the sector program. Box 1 below highlights some 

of these from the perspec� ve of the Na� onal Nutri� on Program, 

though other direct health interven� ons are also highly relevant 

to addressing nutri� on objec� ves. A specifi c review of the 

overall health sector implementa� on from the perspec� ve of 

nutri� on is outside the scope of this paper but is likely to be 

important to do to achieve objec� ves of be� er integra� on of 

health and nutri� on ac� vi� es within the health sector. Table 1, 

following Box 1, lays out the cri� cal package of direct interven-

� ons that should be considered for scaling up, and discusses 

the current status of these interven� ons and considera� ons for 

scaling them up.
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Table 1—Overview of status and trends in direct interventions and factors to consider in relation to scaling up direct interventions

Direct interven� on Status, trends Policy instrument/program 
implementa� on modali� es 

Factors to consider for accelera� ng scale-
up

Early ini� a� on 
of exclusive 
breas� eeding & 
exclusive 
breas� eeding for 6 
months

Rates of early ini� a� on increasing 
but s� ll low overall (43%); colostrum 
feeding is high . EBF rates (43%) have 
not changed in the last 15 years.

HNPSP/NNP (antenatal care, 
counseling during pregnancy); 
NGOs; mass media to raise 
awareness. 
BBF helps with code monitoring but 
viola� ons con� nue to be rampant. 
Lack of workplace and home-based 
support for EBF leads to high drop 
off  rates at 3−4 months. 

Constraints to EBF for 6 months operate 
at diff erent levels: individual, family, 
workplace, community, private sector 
(formula companies). Strengthening, 
harmonizing, and expanding ac� ons in 
the Na� onal IYCF Strategy, using DGHS/
DGFP/NNP pla� orms; NGOs; mass media. 
Expanding current monitoring mechanisms 
of code of marke� ng of breastmilk 
subs� tutes.

Age-appropriate 
complementary 
feeding (� ming 
of introduc� on, 
diet diversity, diet 
quality, frequency 
of feeding, 
consump� on of 
for� fi ed foods or 
supplements where 
needed, responsive 
feeding)

Ini� a� on of complementary feeding 
between 6-8 months is now at 74% 
but diet quality, frequency and 
amounts fed are a major issue (only 
16% of 6-8 month old children, 36% 
of 9-11 month old children were fed 
appropriately for their age). Age-
appropriate infant and young child 
feeding is, therefore, a major concern. 
Vitamin A supplementa� on levels are 
high (>95% according to UNICEF) but 
are lower for 6-24 months. Iodized 
salt consump� on is high but anemia 
is a cri� cal issue and urgent solu� ons 
are needed. Responsive feeding needs 
to be addressed through behavior 
change communica� on.

HNPSP/NNP, but low coverage 
(counseling at community nutri� on 
centers, growth monitoring, 
provision of food supplement). 
Coverage by NGOs also low; 
quality is variable and needs to 
be harmonized across partners 
. Mul� ple channels are being 
explored for use of micronutrient 
powders but confusions remain 
about formula� on.

Addressing quality of communica� ons 
and tailoring communica� ons to known 
local barriers is cri� cal . Strengthening, 
harmonizing, and expanding ac� ons in 
the Na� onal IYCF Strategy, using DGHS/
DGFP/NNP pla� orms; NGOs; mass media. 
Improving diet quality of push�  packet in 
NNP . Broad scale awareness raising with 
mul� ple stakeholders on the importance 
of the complementary feeding period 
for undernutri� on is crucial. Addressing 
food security, access to and use of high-
nutrient value foods. Opera� ons and 
impact evalua� on of diff erent modali� es for 
improving CF. 

Hygiene 
interven� ons 
(hand-washing 
and stool disposal 
behavior; water and 
sanita� on facili� es); 
deworming & 
appropriate care 
and treatment for 
diarrhea

Access to improved sources of water 
high (97%) but arsenic a concern; 
drinking water treatment low. 
Improved sanita� on low (25%); only 
22% of households safely dispose 
of children’s stools . ORT use for 
diarrhea is high, but zinc use very low . 
Deworming use is high among children 
under fi ve (80%) but does not reach 
12-24 months .

Coverage of hand-washing 
interven� ons not high. Economic 
constraints can dampen adherence 
to hand-washing . ORT use is 
widely promoted by providers, and 
ORS is widely available through 
pharmacies, health workers, etc . 
Current modality for deworming 
(NIDs) does not cover children <24 
months of age. 

Assess op� ons to scale-up latrine access; 
harmonize messages and build awareness 
of hand-washing, safe stool disposal, etc . 
Conduct non-user research to close gap in 
ORS use; address known constraints to zinc 
scale-up . Assess expansion of age group for 
deworming.

Immuniza� on Immuniza� on coverage among 
young children is high in Bangladesh 
(82% of children 12-23 had all basic 
immuniza� ons) but closing the gap is 
important.

Current modali� es include NIDs, 
facility-based rou� ne immuniza� on; 
coverage is achieved through the 
NIDs and public and private health 
sector. 

Understanding constraints to full 
immuniza� on among those not fully 
immunized can help iden� fy factors 
relevant to scale-up. 

Preven� on and 
management of 
acute malnutri� on

Moderate and severe acute 
malnutri� on is a serious issue in 
Bangladesh . The bulk of the aff ected 
children are less than 2 years of age. 
Was� ng has increased slightly in the 
last 5 years.

Facility-based treatment facili� es are 
currently through the HNPSP but are 
not at the scale needed to address 
the problem. Local solu� ons (push�  
packet; khichuri) are preferred 
by the government and technical 
nutri� on community; ready-to-use 
therapeu� c foods are used at a very 
small scale. 

Community-based solu� ons that are 
both locally acceptable and effi  cacious 
are urgently needed . Research support 
to iden� fy such solu� ons is essen� al, 
as is implementa� on support to scale 
up promising solu� ons, including local 
therapeu� c foods and counseling to prevent 
relapses. Preven� on through appropriate 
IYCF, hygiene and health care is essen� al.
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Direct interven� on Status, trends Policy instrument/program 
implementa� on modali� es 

Factors to consider for accelera� ng scale-
up

Maternal nutri� on 
(BMI, anemia)

Only 60% of women have normal 
BMI; 15% are below 145 cms. The 
% of women with low BMI has gone 
down since 2004. Anemia is known to 
be a serious problem for women of 
reproduc� ve age. 

Data on adolescent nutri� on are 
lacking but important to consider 
monitoring because of known 
high rates of adolescent marriage 
and pregnancy, and links between 
adolescent pregnancy and maternal, 
newborn, and child health and 
nutri� on outcomes, including low 
birth weight. 

(1) Few interven� ons currently 
exist at a large scale to improve 
women’s nutri� on other than iron-
folate supplementa� on through the 
HNPSP, counseling and provision 
of food supplements through NNP, 
where it is present. (2) Interven� ons 
to reach pre-pregnant women and 
improve their health and nutri� on 
are fewer, but contracep� ve use 
is moderately high, and newlywed 
counseling programs are opera� onal 
(but at small scale). (3) NGOs are 
opera� ng programs to improve 
health and nutri� on of adolescent 
girls. The GoB secondary school 
s� pend and other social transfer 
programs can also have an impact 
on adolescent health and nutri� on, 
and subsequent health of children . 

Advocacy to highlight the cri� cality of 
adolescent and women’s nutri� on and 
health to child undernutri� on is essen� al. 
Strategies to reach all adolescent girls and 
women of reproduc� ve age (pregnant or 
not) with key nutri� on interven� ons and 
suppor� ve family planning to delay fi rst 
pregnancies and space births must be a 
priority. Addressing social norms in rela� on 
to these will need mass awareness raising 
through media campaigns, and other 
modali� es . Household food security and 
purchasing power, gender constraints such 
as bargaining power, mobility, violence 
against women need addressing through 
communica� ons, legisla� on, and social 
mobiliza� on . 

Source: Based on Maintaining Momentum to 2015? An Impact Evalua� on of Interven� ons to Improve Maternal and Child Health and Nutri� on in 
Bangladesh (2006 World Bank); Mid-Term Review of HNPSP 2008; and discussions with development partners.

INDIRECT ROUTES FOR IMPROVING 
NUTRITION

Indirect routes that are known to have substan� al poten� al for 
improving nutri� on include interven� ons and policies related 
to poverty reduc� on, agricultural interven� ons, and women’s 
empowerment. Although other indirect interven� ons might also 
have an impact on nutri� on, these three are predominant chan-
nels that are important to consider in the Bangladeshi context. 

Poverty reduction 

Household poverty—whether defi ned as asset poverty or 
consump� on poverty—is an important correlate of maternal 
and child poverty. Reducing poverty strengthens household 
capacity to invest in child and maternal nutri� on through greater 
purchasing ability of food, non-food goods, and services. For 
asset poverty, the propor� on of underweight children varies 
from 51 percent in the poorest asset quin� le to 41 percent in 
the middle quin� le, dropping further to 26 percent in the highest 
asset quin� le, according to DHS 2007. 

Recent studies show that microfi nance programs have 
important health and nutri� onal eff ects for the par� cipants, 
including higher vaccina� on, higher level of contracep� ve use, 
be� er behavior change communica� on, and more importantly, 
lower child undernutri� on rates for the poor and the poorest 
(World Bank 2008). Empirical evidence suggests that the pres-
ence of NGO programs in a village is associated with a strong 
reduc� on in child undernutri� on in the bo� om consump� on 

quin� le (Deolalikar 2005). The evidence also suggests that public 
transfer and relief programs that provide food to the poor, such as 
the Vulnerable Group Feeding and the Food-for-Work programs, 
have a signifi cant eff ects on reducing child undernutri� on among 
the poor (Deolalikar 2005).

The main policy point to emphasize here is that reducing 
poverty through pro-poor growth as well as targeted an� -poverty 
interven� ons will indirectly reduce the prevalence of child and 
maternal undernutri� on.

Agriculture-led improvement in diet quality

A large share of the Bangladeshi popula� on is food-insecure 
due to poor diet quality. The usual diet is heavily dependent on 
rice and most of the energy in the diet is contributed by cereals. 
Given the low micronutrient content of the diet, a high preva-
lence of micronutrient defi ciency is common in Bangladesh. The 
solu� on lies in increased consump� on of high quality foods 
(such as fruits, vegetables, fi sh, meat, milk, etc.), which the poor 
desire but cannot aff ord. Agriculture can play an important role 
by contribu� ng to the improved quality (diversity) of the family 
diet, reducing micronutrient undernutri� on. 

Food consump� on pa� erns in Bangladesh show very li� le 
diversity even at the na� onal level. A comparison of the pa� erns 
of food consump� on in terms of calorie and protein shares in 
the average Bangladeshi diet shows li� le change over a 10 year 
period, from 1995−2005. Rice accounted for 71 percent of total 
calorie consump� on in 1995−96; the share was 68 percent in 
2005. Although rice is a poor source of protein, it cons� tuted 
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about half of total protein consump� on in both 1995−96 and 
2005 (Figure 6).

Figure 6— Percentages of total daily protein consumed per capita 
by food items at national level, 2005 and 1995–96
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Source: Data from the BBS Household Income and Expenditure Surveys.

The demand for non-rice, nutrient-rich food items such 
as milk, meat, fi sh, and fruits is more responsive to changes in 
income than that for rice. Real gross domes� c product (GDP) per 
capita increased by 33 percent from 1995−96 to 2005. Despite 
such a signifi cant increase in real per capita income, why do the 
food consump� on pa� erns remain virtually the same over the 10 
year period? The analysis of food price trends may help explain 
the apparent paradox.

We examine the trends in the real (infl a� on-adjusted) price 
of rice over the period of 1983 to 2009. The real price of rice 
fell by 38 percent from 1983 to 2007, before the remarkable 
rice price surge in 2008. Even the excep� onally high rice price 
in 2008 was 20 percent lower than the price in 1983. The falling 
price of rice has helped the rural landless and the urban poor, 
who purchase the rice they consume. There are about 40 million 
Bangladeshis—the ultra poor—who cannot purchase enough rice 
to meet energy requirements, despite a falling real price of rice. 
Therefore, the level of technology and ins� tu� onal innova� ons 
that made this price decline possible must be maintained.

However the real price of several foods that are rich in nutri-
ents demonstrates increasing price trends (see Figures 7 to 10). 
The price of fi sh has risen more rapidly. The increase in the real 

Fig. 7— Trends in real price of coarse rice, �iscal year 1983 to 
2009 (Base: 1995/96=100)
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Fig. 8— Trends in real price of lentil pulse, �iscal year 1983 to 
2009 (Base: 1995/96=100)
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Fig. 9— Trends in real price of Brinjal (eggplant), �iscal year 
1983 to 2009 (Base: 1995/96=100)
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Fig. 10— Trends in real price of Hilsha �ish, �iscal year 1983 to 
2009 (Base: 1995/96=100)
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price of non-rice foods probably refl ects supply-side constraints 
since these products are very responsive to demand-side increases 
in income. Food demand es� mates in Bangladesh reveal that the 
poor are more price-responsive than the rich (Ahmed and Shams 
1996). If policies are not undertaken to increase supply of non-
cereal, nutrient-rich foods (such as pulses, fruits, vegetables and 
fi sh), prices of these foods will con� nue to increase in the face 
of income and popula� on growth. Consequently, the diet quality 
and nutri� onal status of the poor will deteriorate further. These 
observa� ons have important implica� ons for agricultural policy.

Women’s empowerment

Women’s empowerment is an important factor infl uencing women’s 
own well-being as well as children’s well-being (Murthi et al. 1995; 
Sen 1999). Research shows that improvements in women’s empow-
erment can yield substan� al improvements in child undernutri� on. 
What is o� en less emphasized is that maternal nutri� on also varies 
by a considerable degree with the level of women’s empower-
ment (or agency), the la� er captured by proxy indicators. The term 
“proxy indicators” is important to take note of however. “Agency” is 
a measure of the ability to take control over one’s own life and the 
ability to make own choices; such a measure is not easy to capture 
directly from the conven� onal survey instruments. Proxy indicators 
such as women’s educa� on (level of formal schooling), exposure 
to media (radio, TV, or newspaper), and role in the “domes� c deci-
sionmaking” are found to be posi� vely correlated with improved 
maternal nutri� on, as measured by body mass index. 

It is also useful to consider how women’s empowerment 
operates in rela� on to the window of opportunity for reducing 
child undernutri� on. Recent analyses using the Bangladesh 
Demographic and Health Survey (BDHS) 2007 data and panel data 
from studies conducted by the Interna� onal Food Policy Research 
Ins� tute (Quisumbing et al. 2009) show that diff erent measures 
of women’s empowerment are associated with diff erent aspects 
of child undernutri� on. In par� cular, fi ndings underscored the 
role of women’s a�  tudes and exposure to domes� c violence 
as having nega� ve eff ects on stun� ng, a measure of chronic 
child undernutri� on. These fi ndings are also substan� ated by 
other research in Bangladesh showing that women exposed to 
violence consume smaller amounts of nutri� onal food supple-
ments during pregnancy, have greater fetal stress, etc. Women’s 
mobility, another proxy empowerment measure, is associated 
with greater diversity of diets for infants and young children.

Last but not least, the role of women’s empowerment as it 
relates to adolescent girls is also important to consider. Recent 
research demonstrates that adolescent childbearing has nega-
� ve impacts not only for the child, but also for the mother, 
completely stun� ng her own height growth in the adolescent 
growth spurt period (Rah et al. 2008 and 2009). This in turn has 
serious implica� ons for subsequent births that she might have, 
because low maternal height is a known severe constraint on 
infant growth in-utero, and predisposes mothers to nega� ve 
outcomes for mother and child during the birth process. 

The main policy point here is the need to emphasize the 
importance of women’s empowerment as correlate of child and 
maternal nutri� onal outcomes. This needs to be recognized as an 
important indirect route capable of making diff erence to child and 
maternal well-being, along with poverty reduc� on. Policy inter-
ven� ons hence need to be judged from their degree of success in 
enhancing women’s empowerment, whether they relate to growth 
projects, an� -poverty measures, or public health interven� ons.

LOOKING FORWARD: POLICY LEVERS 
FOR IMPROVED NUTRITION 

Although Bangladesh has witnessed improvements in nutri� onal 
and health-related measures over the past decade, the over-
arching needs, are to: 

1. iden� fy a high-impact, feasible, and locally appropriate 
package of interven� ons that can be sharply scaled up 
through mul� ple channels and sectors, and develop 
a detailed cos� ng and implementa� on plan for this 
priority package at the country level. Preven� on should 
be a central aspect of the package of interven� ons, with 
cura� ve interven� ons integrated. 

2. build further evidence on those interven� ons and 
strategies that, though plausibly eff ec� ve, might currently 
be controversial (such as micronutrient powders, 
strategies for addressing acute malnutri� on, etc.),

3. recognize and address the role of factors such as food 
security, women’s empowerment, and agricultural and 
price policies, as not doing so can compromise eff orts 
driven solely by direct interven� ons,

4. develop a na� onal monitoring and evalua� on system 
to ensure that evidence on programs, policies, and 
problems is used to recalibrate and adjust policies and 
program priori� es , and

5. develop and agree upon a framework for coordina� ng 
the work of all partners and iden� fy one na� onal 
coordina� ng authority with a broad mul� sectoral 
mandate that is empowered to take on stewardship 
of the nutri� on movement . Finding and sustaining 
strategic partnerships for ensuring coordina� on of 
mul� ple ac� vi� es is key to success; for this, excellent 
coordina� on is cri� cal. 

In rela� on to the interven� ons that need to be in place 
to address undernutri� on, there are two kinds of challenges. 
The fi rst relates to sustaining successes in areas where posi� ve 
trends have been seen. The second relates to achieving certain 
milestones that have not received adequate a� en� on to date. 
The policy recommenda� ons for direct and indirect routes are 
grouped from this angle.
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Direct interventions to reduce undernutrition

Some of the direct interven� ons that are high priority for main-
taining earlier successes and scaling up further to “close the gap” 
include the following: 

— Timing of introduc� on of complementary feeding: Building 
broad awareness and ensuring inclusion of behavior 
change communica� ons in the public and private health 
sector are essen� al to close the gap for this interven� on. 

— Vitamin A supplementa� on: The main challenge that 
remains is to ensure that younger children and children 
in remote areas, who are currently missed from 
supplementa� on eff orts (for reasons not well known), 
receive supplements regularly. 

— Use of iodized salt: Scaling up of iodized salt produc� on is 
essen� al to ensure that all households can use iodized salt. 
The challenges to scaling up include addressing availability 
of hardware for local for� fi ca� on of salt, advocacy and 
monitoring to ensure compliance with iodiza� on, and 
awareness raising to ensure that families and caregivers 
are aware of the importance of using iodized salt.

— Deworming: High coverage of deworming for children 
under fi ve in Bangladesh is extremely posi� ve. 
Sustaining this and enhancing the impact of deworming 
on undernutri� on rates requires an assessment of 
inclusion of children under 24 months for deworming, 
improved hygiene educa� on, and awareness-raising 
about the importance of deworming. 

A number of high impact direct interven� ons for addressing 
undernutri� on are either not included in current health and 
nutri� on packages, or not reaching the scale that they should 
in order to accelerate reduc� on in undernutri� on rates. The 
following interven� ons are par� cularly important to address in a 
forward-thinking strategy to improve nutri� on:

— Improving women’s nutri� on and health: Interven� ons 
to address women’s nutri� on, star� ng in early 
adolescence, are essen� al to mi� gate what is a major 
bo� leneck in Bangladesh, and to set an example for 
South Asia . Direct interven� ons for women’s health 
and nutri� on include access to contracep� on to delay 
fi rst birth and ensure adequate birth spacing, access 
to adequate and diverse diets in the home, increasing 
access to and use of iron-folate supplements and to 
antenatal care when pregnant, ensuring adequate rest 
when pregnant, etc. Innova� ve approaches to shi�  social 
norms related to gender norms that are detrimental to 
women’s health are essen� al to invest in . 

— Appropriate breas� eeding and age-appropriate 
complementary feeding: Scaling up interven� ons to 

address early ini� a� on of exclusive breas� eeding 
through the public and private/NGO health sector and 
community mobiliza� on is cri� cal; linking to ini� a� ves 
for safe motherhood and newborn health can help 
address this par� cular issue. Addressing exclusive 
breas� eeding will require a mul� -pronged approach 
that confronts the major known challenges to exclusive 
breas� eeding: training of health workers to promote 
and support women in exclusive breas� eeding, 
mobiliza� on of communi� es, support from older 
women and fathers for women to breas� eed in the 
home, mobilizing work places and industries to provide 
facili� es and maternity leave to enable exclusive 
breas� eeding, and monitoring of the Code of Marke� ng 
of Breast Milk Subs� tutes to prevent viola� ons of the 
code . Improving complementary feeding will require 
training investments for community-based health 
workers to counsel caregivers and families about age-
appropriate feeding; investment in media and other 
channels to increase broad awareness; and ensuring 
access to high quality foods as well as micronutrient 
supplements (vitamin A, iron, mul� ple micronutrient 
powders, etc.) and/or for� fi ed foods to address diet 
quality. These issues are well ar� culated in Bangladesh’s 
Na� onal Strategy for Infant and Young Child Feeding; 
the challenge is opera� onaliza� on at scale, for which 
mul� ple pla� orms and delivery channels must be used. 

— Addressing poor hygiene: Poor hygiene is a signifi cant 
contributor to undernutri� on, and interven� ons to 
address hygiene are crucial. These include scaling up 
access to hygienic latrines and to improved sources of 
water in rural and urban areas, and raising widespread 
awareness of appropriate handwashing and stool 
disposal prac� ces to reduce contamina� on. 

— Ensuring appropriate and adequate treatment for severe 
acute undernutri� on: Ensuring severely malnourished 
children have access to appropriate and eff ec� ve 
treatment in a � mely fashion is important to save lives 
and rehabilitate children. Developing locally appropriate 
approaches to address severe acute undernutri� on 
and to improve and scale up of known facility-based 
approaches within the current health system is cri� cal 
to move this issue forward . 

Indirect interventions to reduce undernutrition

Poverty reduc� on, women’s empowerment, and revitalizing agri-
cultural produc� on for ensuring the adequate supply of micro-
nutrient rich food should be the three key focus areas here. In all 
of these areas some considerable successes have been achieved 
in the past decade. Poverty declined by 10 percentage points 
between 2000 and 2005. Women’s empowerment—captured by 
a mul� tude of indicators—has increased considerably over the 
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past decade. Cereal produc� on has increased considerably. The 
policy challenge is to sustain this success in the medium-term. 
There are also new (emerging) challenges in each of these areas.

Improve nutrition through strengthening growth−poverty 
linkages 

Maintaining a decent per capita GDP growth rate of 4−5 percent 
should be a major target in the medium-term to sustain the 
impressive poverty reduc� on rate recorded in the past. This 
cannot be achieved by relying on agriculture alone. In Bangladesh, 
structural transforma� on that has taken place underscores the 
importance of non-agricultural sectors, especially the industrial 
sector. Un� l 1990, for instance, Bangladesh was predominantly 
an agrarian economy with agriculture accoun� ng for nearly 30 
percent of GDP. Between 1990 and 2008, the share of agricul-
ture in GDP has decreased to about 20 percent while the share 
of industry increased from around 20 percent to about 30 
percent, with the share of the service sector remaining virtually 
unchanged at around 50 percent. Thus, the structural transfor-
ma� on since 1990s seems more like a transi� on from agriculture 
to industry rather than to service. Sustaining the pace of growth 
in industrial sector will help maintain the desired growth rate in 
per capita GDP and the desired pace of poverty reduc� on needed 
to improve the nutri� onal status . 

With higher economic growth it will be possible to allocate 
more public investments in women’s educa� on and health, and to 
increase female workforce par� cipa� on by crea� ng more remu-
nera� ve jobs and through providing support to targeted programs 
and ins� tu� ons that foster women’s economic and social empow-
erment. Agriculture needs to get con� nued priority in order to 
ensure food security at the na� onal and household level. 

New challenges in the area of poverty reduc� on are also note-
worthy. From a nutri� onal point of view, it is important to reduce 
the present high level of extreme and chronic food insecurity in 
Bangladesh. This will demand a pro-poor growth that combines 
remunera� ve employment genera� on in the course of the coun-
try’s growth process with much more eff ec� ve safety net programs 
to reduce seasonal hunger and food insecurity of the poorest. 

Enhance women’s empowerment for better child and 
maternal nutrition 

Empirical evidence underscores the key role of women’s 
empowerment in shaping child and maternal well-being and the 
signifi cance of female agency for be� er health care access and 
prac� ces . Female empowerment (or female agency, broadly 
speaking) is related to many economic and social factors such 
as woman’s educa� on, her control of assets and income, her 
exposure to media, and her exercise of autonomy, control, and 
choice over domes� c decisionmaking processes. Policy instru-
ments to address women’s empowerment will therefore have to 
address these various factors. Some of these policy instruments 
are in place while other challenges need to be confronted. For 

example, violence against women, which has serious nega� ve 
consequences for women and children, must be addressed, and 
communi� es and individuals mobilized to address violence. 

In addi� on to empowering women, addressing the issue of 
adolescent health and empowerment through con� nued support 
for the secondary school s� pend program and through focused 
health, nutri� on, and empowerment programs for adolescent 
girls and boys can have far reaching benefi ts. Mobilizing commu-
ni� es to address some of the social barriers to improving adoles-
cent health is key to success, par� cularly in rela� on to keeping 
adolescents in school, reducing early marriage, delaying child-
bearing, and empowering young women to care for and feed 
their babies and themselves. 

Reorient agriculture for ensuring improved diet quality 

While cereal food produc� on has increased, it has not been 
matched by increased produc� on (and consump� on) of non-
cereal produc� on of vegetables, fruits, fi sh, eggs, and meat. This 
has adverse implica� ons for micronutrient intake, especially for 
the poor and the poorest. This brings to the fore the policy issue 
of reorien� ng agriculture for ensuring the supply of improved 
diet quality. Several aspects are noteworthy:

First, in Bangladesh, investments in agricultural research to 
improve produc� vity of non-staple foods have been somewhat 
neglected in favor of cereal-centric investments to improve 
produc� vity of rice and wheat. Review of agricultural invest-
ments in non-staples that are high value added and high nutri-
� on value added is urgently needed. 

Second, year-to-year price fl uctua� ons are much larger 
for non-cereal crops than for cereals, indica� ng rela� vely high 
levels of market-induced risks for produc� on of non-cereal 
crops. Non-staple crops, especially fruits and vegetables, have 
thin domes� c markets due to rela� vely low levels of domes� c 
demand for these crops. These crops also have high price elas� ci-
� es of both supply and demand. At the same � me, hor� cultural 
crops face problems related to perishability and quality . Interplay 
of all these factors contributes to the risks in produc� on of hor� -
cultural crops. However, these factors also imply that addressing 
the market effi  ciency issues is likely to be an eff ec� ve means of 
reducing the risks associated with adop� on of hor� cultural crops.

Third, investments in research can poten� ally minimize 
produc� on risks. Research can play an important role in increasing 
produc� vity of non-staple crops, thereby reducing the cost of 
produc� on. In addi� on to improving produc� vity of non-staples, 
research should focus on developing vegetable varie� es that (1) 
grow well in off -seasons, (2) are disease- and pest-resistant, and 
(3) have high contents of important micronutrients.

Fourth, recent agricultural research ini� a� ves by the centers 
of the Consulta� ve Group on Interna� onal Agricultural Research 
and the Bangladesh Rice Research Ins� tute suggest that it may 
be possible to get the plants themselves to do the work of 
for� fi ca� on, an interven� on strategy referred to as “biofor� fi ca-
� on.” There are at least two inherent compara� ve advantages 
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of such an approach. Biofor� fi ca� on is cost-eff ec� ve. Once the 
plants are developed and being grown by farmers, there are no 
recurring costs of buying the for� fi cants and adding them to food 
during processing. The other benefi t of biofor� fi ca� on is that it 
is sustainable. Once the research and extension investments are 
made in developing and dissemina� ng the nutri� onally improved 
crops, farmers will be driven by incen� ves to con� nue to produce 
these crops, because this strategy has the poten� al to signifi -
cantly improve crop produc� vity. Rice, because it is consumed by 
the en� re popula� on, is an excellent vehicle for biofor� fi ca� on 
(with iron and zinc).

CONCLUSION

Our conclusions are based on the guiding principles of (1) 
targe� ng the period of pre-pregnancy and the fi rst two years 
of life; (2) using the UNICEF conceptual framework to capture 
mul� ple determinants of nutri� on; and (3) mapping direct and 
indirect interven� ons and policy instruments . The need for 
mul� -level interven� ons is well recognized by the government in 
its Na� onal Food Policy Plan of Ac� on. The analyses and recom-
menda� ons presented here are intended to sharpen the policy 
focus on the “window of opportunity” and to priori� ze high 
impact interven� ons. 

Thus, we propose the following ac� ons to address the high 
burden of undernutri� on :

1. Iden� fy, cost out, and sharply scale up a priority package 
of direct nutri� on and health interven� ons targeted to 
adolescents, women of reproduc� ve age, pregnant and 
lacta� ng women, and children under two years of age . 
This will require addressing design and implementa� on 
constraints in the Na� onal Nutri� on Program as well as 
the use of the health, water-sanita� on, and educa� on 
sectors to more strongly address nutri� on. 

2. Generate impact and opera� onal evidence to build 
consensus around contextually appropriate interven� ons 
to address childhood anemia and acute malnutri� on. 

3. Recognize cri� cality of underlying factors such as 
food security, gender, food prices, and agricultural 
policies in improving nutri� on, and ensure appropriate 
interven� ons and policies are in place to address these; 

not doing so could severely compromise the impact of 
direct interven� on. 

4. Invest in a solid monitoring and evalua� on framework and 
processes, linked closely to the monitoring and evalua� on 
framework of the health sector and other relevant sectors.

5. Ensure an eff ec� ve, authorita� ve, and func� oning 
na� onal coordina� ng mechanism to convene, 
coordinate, mobilize, and hold accountable the 
mul� stakeholder pla� orm that must deliver the 
ac� vi� es needed to improve nutri� on.

In summary, substan� al investments are needed both in 
direct and indirect interven� ons for addressing maternal and 
child undernutri� on. Neither by itself is suffi  cient to bring about 
change at the scale necessary to prevent the pernicious impacts 
of poor nutri� on on the future development of Bangladesh.

Priority investment areas:

Direct interventions

– Promo� on and support for age appropriate 
infant and young child feeding, including 
micronutrient interven� ons 

– Scaling up hygiene and sanita� on interven� ons

– Scaling up basic preven� ve health services

– Adolescent and women’s nutri� on 
(micronutrients, food supplements, as needed)

– Iden� fying appropriate cura� ve interven� ons 
for acute malnutri� on

– Delaying fi rst-� me child birth and limi� ng 
fer� lity

Indirect interventions

– Social protec� on and economic growth policies 
to reduce household poverty

– Targeted interven� ons to address women’s 
empowerment and status, including secondary 
educa� on and adolescent programs

– Social protec� on, agricultural and price policies 
to improve supply of, and access to, high nutrient 
value foods
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