
I !--+-r-.;.-J-..l+--+-+-I--!-.,-l

d -lile···lting
-Orl<sJlo
onitring

·n

('(.J-A:l~~V
i;:·\·),v.

of th

' ..

..i. I
,.

th



WORKSHOP ON GROWTH MONITORING IN CHILDREN
SPONSORED BY THE NATIONAL NUTRITION COUI\JCll, BANGLADESH

IN COLLABORATION WITH UNITED NATIONS CHILDREN'S FUND

Venue; Institute of Post Graduate Medicine and Research
Shahbag, Dhaka.

Dhal<a, July 18, 1985

Publishes by :
National Nutrition Council (NNC), Bangladesh.
Mohakhali Health Complex. Dhaka.12,
Bangladesh.
Telephone: 606425,605/.25,600257

Covet designed by:
Ms, Syeda Rayhan,
Artist, National Nutrition Council (NNC), Bangladesh

Printed at:
Sheba Printing Press,
64/66, Mohakhalj Rail Gate,
Dhaka-12, BanJladesh.
if~lephone : 325660, 602118
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NATIONAL NUTRITION COUNCil, BANGLADESH

National Nutrition Council (NNC), Bangladesh was established in May. 1975 consisting
of the senior administrators, policy makers, nutritionist ancl experts in the allied fif'lds of the
country with the Hon'ble Minister for Health and Population Control as its Chairnwn by the
order of the President. The func~ions of the National Nutrition Council afO laid clown in the order
are :.-

1 To formulate national nutrition policy.

2. To help in the development of nutrition programmes including research programmes of
tt18 related Ministries and organisations in the light of National Nutrition PolicV.

3. To co-ordinate nutrition research and other programmes of the different related ministries
and oraanisations.

4. To carry out other responsibilities to solve national nutrition problems according to the
need th<.l Government.

The National Nutrition Council is authorized to form Sub.Committee (S) with related
Scientists and Government Officers for taking necessary action.

A p"lrmanent Secltit::Jri<.lt of the Council was also established in 1980 by a Presidential Order
for srn"oth functioning of the Council. The activities of the Council and its Secretariat are
Increasing day by day.

Activities

o r4utrition Policy and Prcgrammes for Bangladesh has been formulated, approved by NNC
and Puhlished in 1984.

o NNC has developed a standard growth chi';~ for under-5 children. It was field tested and
finally approved by NNC for national use. USAJD has printed the approved growth chart
and distributed it to the organisations concerned.

o A National Workshop on Iodine Deficiency Disorder (lDO) in Bangladesh was organised by

NNe on 26th April, 1984.

o Proceedings of the workshop on IDD was pUblished and distributed to all partie ipants
concerned, and other relevant organisations/institutions.

o A draft leyislation for universal iodisation 01' salt has been prepared and submitted to
Ministry of law and Justice through the Ministryof Health and PopIJ13tion Control for premul
gation of ordinance.

o A draft manual for use ,1f Growth Chart:> has been prepared. It will be field tested in
eight selec~3d areas before final approval of NNC.

o A NNe-Weighing scale for g,'owth monitoring of under- 5 children of Bangladesh has baen
developed.

o Nutrition Syllabus and reading materials upto primary school leve! have iJeen prepared and
approved by the Chairman, NNC. It is now under active considp.ration of the Ministry of
Education and Bangladesh School Text Book Boarrl.
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a A follow up wor~<shop on maternul dnd child nutrition was hold llt Mymensingh Medical
College, and proc:eeJlIlgs of tllut workshop l!Vas published and distributed.

a . 'Nutri·News" a newsletter on Nutrition of NNe Secretariat have bC?~n published and

distributed.

o 100 News Letters ( bimonthly) are being publishf'd and di!>tributed regularly.

a A simple book on nutr:lion messages is being pl]blished (In press ).

a Tel ~p ll1essages on nutrition have been prepared and approved by the Standing Technical
Committee (STC) of NNC for telecast.

o Organised a 50min,Jr on food balance sheet in Bangladesh.

o Fourteen Television Programmes on Nutriticm have been completed and 40 R!hiio progrnmme3
on nutntion topics have beon broadcasted through the initiative of NNe Sec'etariat.

a Pruposals halle been given to Bangladesh Television for providing mere programmes on

nutrition in their farm programmes, Jibon Niye, womens programme etc.

o Attempts have been madfJ to broadcast nutrition messa'les everyday through the Radio
Bilngladesh.

o NNC Secretariat actively participated in the 10th Annual Science Confo.'''!nce of Bangladesh
Association for the Advancement of SGience ( BAAS) and its Science Exhibition.

o Other ctivitiesa ;-

Several Standing Technical Committee meeting' were held.

A number of sub-committee meetings were held.

Participated in 23 100 working group meetings at UNICEF and 10 sectional committee

meetings of Bangladesh Standard Institute.

Participated two meetings of Advisory Group on Nutrition in Oiabetic Association of
Bangladesh and two meetings of JGUAG at Planning CommIssion.

Taken several classes on nutrition topics at Islamic Foundation, Bangladesh.

Participated in workshops at Voluntary Health Social Services, Bangladesh Association
for the Advancement of Science, Integrated Family Planning, Nutrition and Parasite
Control etc and presented papers.

Arranged \DO Slide Sound show in different organisations.

Discussion meetings on 'Nutrition Policy and Programmes for Bangladesh' and 'Growth
Chart' were crganised by VHSS in collaboration with National Nutrition Council,

Bangladesh.
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FOREWORD

I am happy that National Nutrition Council, Bangladesh has organised the workshop on
Growth Mon;mring in Children and has now undeltaken to publised the proceedings of the work
shop contain ing important research papers, deliberations and recommendations of experts.

The G<,vernment is committed for the 'health for all' by the year 2000. Being one of the
poorest countries at the world, we must use simpler and cost effective health technology so that
we may solve the pressing health problems at the primary health care level.

Weighing of children and r~cording their grow~h on the weigh~ chart is a simple and inex
,Jensive way of preventing malnutrition. National Nutrition Council of Bangladesh has developed
a growth chart and a weighing scale for use in the primary health care level. The growth chart
also il :;Iude other important components such as oral rehydration solution for the treatment of
diarrhoea, messages on the importance of breast feeding, maternal nutrition, additional family
food for the Infants, immunisatio'1 and falllily planning. all these are integral part of primary health
care. The distinguished participants of the workshop had come out with some useful recommen
dations. The National Nutrition Council wishes to field test the use of growth chart in eight areas
of the country before it finally recommends for use extensively in the primary health care level.

I feel c:::mfident that the use of growth chart in the community ~hall go a long way for the
success of primary health care in the country,

M. SHAMSU L HAQ
Major-General

Minister for Health & Population Control
and

Chairman, National Nutrition Council, Bangladesh.
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PROCEEDI NGS OF THE
WORKSHOP ON GROWTH MONITORING IN CHILDREN

Y/ORKSHOP METHODOLOGY

Growth monitoring iii children is 8 simple, inexpensive and affordable tool in the commu
nities to prevent malnutrition and to promote better growth for children. Bangladesh National
Nutrition Council (NNe) has :sveloped a grCilwth chmt, a growth chart manual and a weighing
scale for Ul'e in the communities. The growth chart, apart from the growth monitoring portion.
also contains a package of messages, which are essential and cheap technologies for the promo
tion of better health and nutrition in children. Experiences in other developing countries show
that growth rnonitoring is fjossible and in many communities has shown to be entry point for
the programmes in the primary health care. The NNe decided tJ hold a workshop for the growth
monitoring of children in Bangladesh. The specific aim of the workshop was to develop
strategies for the implementation of the growth monitoring system in 8 reprl3sentative areas of
the country for a period of one year. It was further aimed that with the experiences, and
successes of the growth monitoring in the field t9sting areas it shall be possible to extend
the system in wider scale in the primary health care of the family welfare centres.

The workshop on growth monitoring in children was held in the auditorium of the Institute
of Post Graduate Medicine and Research. Dhaka on 18 July, 1985. The workshop had three
main sessions: Inaugural session, Technical session and Closing session. Seventy seven distin
guished persons drawn from various disciplines in the country, those who are particularly
involved and interested in child Nutrition participated in the workshop. Mr. A. B. M. Ghulam
Mostafa, Secretary, Ministry of Health and Population Control attended the function as the Chief
Guest of the inaugural session which was chaired by Prof. K. Ahmad. Mr. Alamgir M. A. Kabir,
Chairman, Organizing Committee gave the addre3s of welcome and tho keynote address was
given by Prof. M. Q. K. Talukdar. The session was a'iso addressed by Dr. Minto J. Thapa of
UNICEF and Dr. S. F. RUbbi. All speakers emphasised ~')n the importance of growth monitoring
in children.

(he technical session was chaired by Prof. N. Islam, Six scientific papers on various aspects
and in relation to growth monitoring were presented by distinguished workers in the field. The
papers has highlighted the experience, merits and pitfalls in the growth monitoring of children.
There was lively discussion on the papers at the end of each paper presentation. The papers
and discussion in technical session had providtld useful information for the group. After scien
tific/technical session, the closing session began with Major General M. R~ Choudhury in the
chair. The participants were divided into 6 groups, each group taking up individual compo
nents of the growth chart for discussion. The topics of the group for discussion were: practice
of growth monit~ring; prevention and treatment of diarrhoea; immunization; promotion of
maternal nutrition, breastfeeding and supplementary feeding; treatment of common childhood
iIInessos and birth spacing.

The groups had come up with recommendations in their respective component subject which
were finally drafted as final recommendation. The session was closed with a speech by the
chairman Major General M. R Chowdhury.

XII
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SUMrJlARY RECOMMENDATIONS OF
THE WORKSHOP

The workshop felt that growth monitoring of children is an inexpensive method for
preventing malnutrition and promoting health of children. T he workshop also felt that the
practice of grnwth monitoring anti its support :2.!'stem is a key factor to the success of primary
health care in Bangladesh. AS the country does not nave experience in the growth monitoring
system, before it is being introdl'ced at the primary health care level throughout the country
8 pretesting should be done. As such the workshop recommended that eiGht areas in four
administrative divisions of the country (Two from each division) will be selected for field testing
the growth monitoring system. The NNe »ponsor the growth monitoring system and this must
be taken in association of the other components of the growth chart as a com;Jrehensive health
package for children. All children in the study areas shall be covered with programme of
providing oral rehydration solution (DRS) in cases of diarrhoea. Mothers shall be preparing
the ORS as demonstrated on the growth chart. Immunization (against the six illnesses t)f EPI)
must be provided to the children. Nutrition education to the mothers shall focus on the nutrition
during pregnancies and lactation; breastfaeding must begin at birth with Increasing suckling
frequencies and on demand and exclusively continued for 5 month., and locally available
additional foods (based on cereals, legumes, oils, vegetables etc.) should be given from 5 months.
The children shall be provided with treatment of common childhood illnesses. There shall ba
advocacy on family planning. The parents and the people in the community shall be taking part
in this programme.

It jb expected that the growth monitoring and the logistics in these field testing areas shall
be inexpensive, and cost effective to rrovide health alld nutrition of children in the community.
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Welcome Address
-Mr. Alamgir M. A. Kabir*

Mr. Chairman, Chief Guest, UNICEF Representative, Ladies and Gentlemen.
Assalamo-alaikum,

On behalf of the National Nutrition Council (NNC), its Sta"nding Technical Committee
( STC), Workshop Organising Committee and on my own behalf, I extend a cordial <lnd warm
welcome to you all to this workshop on "Growth Monitoring in children."

Growth charts are betng used in many countries of the world <is a means of growth
monitoring of small children. The beneths of using growth cha:(s may be seen in terms of the
individual child, benefit to the family, specially to the health services. Growth charts are one
of the devices used to answer various questions of malnutrition in order f"r tile mother and
community health worker to be al::ltl to identify the necessary steps/action to be taken.

Since the 1970s other indicators such as height for age, weight for height and arm
circumference have been used increasingly in growth monitoring projects. Weight for oge
growth charts have been evolving for over two decades, anI'.! have been adopted in more than
80 countries all over the world. Manv countries and organizations are now in the process
of producing or uorlating their own growth charts.

Attempts to munitor the growth of young children have been going on in the country
since after the war of Iiberat!tln in 1971 when different voll,mtary organisations came forward
to assist and help the destitute children and mothers. A large variety of growth charts were
being used by various organisations. Weight for age seems to be the most popular I'fevice and
there have been some sporadic efforts to introduce some sort of recording system for this.
Various growth monitoring cards/charts have come to existence, been used with varying degrees
of success, and, in many cases, quickly fallen into disuse.

While variOUS institutions, Government and non-Government, have been at their experi
ment~ the need for a uniform growth monitoring system with a commonly applicable recording
lao! has been felt more and more strongly over the last few years. In late 1979, the USAID in
Dhat:a conducted a short seminar to discuss the use and develop:nent of child growth chart in
Bangladesh.

A working group was formed with the purpose of looking further into the development
of a standard growth chart for lise of all in Bangladesh. The members of this group consisted
of representatives from UNICEF, CARE, INFS of Dhaka University, Ministry of Health, Radda
Barnen and USAID. The working group met several times to discuss at groat depths the
different aspects involved in the development of a standard growth chart. Aspects such a
the chart's size, colour, scheme, type of material, type of messages etc. were examined and
opinions from individuals, knowledgable in the field were gathered. Eventually, the wnrking
group arrived at a set of messages and format which seemed to be the most appropriate for

*Chalrman, Organizing Committee and President, Family Planning Association of Bangladesh.
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US3 in Bangladesh. By late 1982, the working group had developed a sample growth chart
under the auspices of the National Nutrition Council of Bangladesh and recommended for immed
iate printing for pre. testing.

In early 1983, NNe, UNICEF and USAID formed a small committee to develop a plan
and strategy for the growth chart pre·testing. The working committee set up a schedule of
activities, assigned responsibilities and determined the research methodology to be followed.
The pre·test was completed in mid 1984, the result was analysed and forwarded to the
Standing Technical Committee (STC) of the NNC. The STC reviewed the result of pre.testing and
recommended for few modification and aeccordingly it was modified and finally approved by
the National Nutrition COU neil in late 1984.

Ideally, growth monitoring programmes form part of continuing health care services
operating in all communities A broad health care strategy that integrates growth monitoring
and allows the different administrative and care levels to cooperate can make optional use of
growth monitoring in providing comprehensive services. In such a strategy, the central level
provides programme guidelines, logistical Jupport, training and supervision.

Learned participants, we believe, out of todays' discussion, you will,be able to provide
us with overall programme guidelines of growth monitoring through the growth chart developed
by the National Nutrition Council, Bangladesh.

In conclusion, once again. I would like to say that it has been a privilege for all of us
to have so many eminent people here who have responded to our invitation to give us the
benefit cf their exporience in the light of the olltstanding work they have been doing in their
own fiolds. I once again extend a respectful welcome to you all.

Khoda Hafoz,

2



Keynote Address
-Dr. M. Q. K. Talukdar·

PREAMBLE:

Growth and development in human include the period from fertilisation of ovum in
utero upto about 18 years of life. A child grows every day and over years in a predicted
way. It is difficult to measure growth of a fOf.\tus. Ftom birth onwards if the child would not
grow in the expected way it can be said that 1;hf child is not well. The most common cause
of growth failure in children in a develop!ng CO~'ltrv lIke ours is malnutrition, which in child
hood can permanently affect mental and physical development. Malnutrition is a multirooted
problem of which the most important are proverty, ignorance and intercurrent infections. The
long term solution of malnutrition depends on economic growth, social justice, peoples
education, prevention and treatment of infections. and many others. In the meantime low
cost method such as growth monitoring is available to significantly reduce the incidence and
severity of malnutrition. Several surveys In Bangladesh have shown that about 80%, of thll
children suffer from various severity of malnutrition. 30000 children are becoming blind
every year in the country. There is heavy toll on children's life from infectious diseases like
diarrhoea, measles, tuberculosis, whoGping cough, tetanus and poliomyelWs.

WHAT IS GROWTH, GROWTH CHART AND ITS USE:

Growth means change in the size of an individual. A child's growth can be measured by
meantl of monthly weighing: The grqwth chart offers a simple and inexpensive means of
monitoring child health and nutritional status in the community. The slOWing down of normal
growth OCCUiS long before the malnutrition is visible. The eXDerience of hundreds of primary
health care and nutrition projects in countries throughout the developing world shows that
regular monthly weighing and the use of a child growth chart can make the growth failure
( malnutrition) visible and so proyide an early warning to mothers and health workers. The
growth chart can be utilised with minimal instruction and s:Jpervision. By means of a growth
chart, growth faltering and malnutrition can be early detected. The growth chart, because of
its visual character, provides the health warke!!; with a useful instrument for educating the
mother and the family. With basic advise on matters of health and nutrition, growth monitoring
can help mothers themselves to prevent most child malnutrition. It provides an easier under
standing of the nature of growth and shows clearly the consequences of inadequato food,
infections and infectious diseases. ~he use of growth chart shall indentify malnourished
children, predict mortality and me .Jidity risk in time to save lives. It shall show the curr.
ent nutritional status and the trends in growth performance and t~us provide reliable data
for evaluating intervention programmes in the community. Growth monitoring involves mothers,
families and the community - and this may be the starting point of the community participat..
ions in matters of health. It enables health workers and the community to target limited food
8uPDlies to the most vulnerable children and to recommend other interventions.

-Member, STC, NatIonal Nutrition Council and ProfeSSOr, IPGMR.
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THE GROWTH CHART OF THE NATIONAL NUTRITION COUNCIL ( NNC ) OF BANGLADESH:

A growth chart has been constructed with an aim to 'Jse it at tho primary health care level
with the help of the members of the NNC and other experts in the country.

The growth chart shall be u3ed for children of either sex from 0.5 yrs. Although called
growrh cllan, it contains different sets of messages related to the child's health and nutrition,
and is essentially a card of the recent UNICEF's GOBI.FF concept of child health revolution.
The components of the {Irowth chart are,

e1 ) Growth chart itielf for the monthly record of weight. for age of the child in kilogram.
The road to health band is printed in light green ,; the lower line represents the 3rd centile for girls
and the upper line represents the 50th centile for the boys of the National Centre for Health
Statistics standard. (2) Six Immunization schedule of the extended programme of immuni.
zation. (3) Instruction on the preparation and use of home made oral rehydration solution
for diarrhoe3. (4) Messages on the Nutritional support for the mother during pregnancy
and lactation. (5) Messages on the breast feeding upto 2 years of age (with exclusive
breast feeding upto 5 months). ( 6) Message with pictures start the infant on family food
from 5 month of age. (7) Advise on family planning, (8) Re~ords of the childs illness
and treatment.

THE GROWTH CHART MANUAL:

The growth chart manual has been written in Bangali glvmg the usefulness, the various
components and the descriptions of how to use it. The growth chart manual is primarily
meant for the trained health workers in the community who in turn hopefully in future shall
train the mothers to weigh their children.

THE NNC WEIGHING SCALE:

This is a bar scale developed by the NNC and made at BCSIR. This is a relatively
inexpen~ive weighing apparatus with an accuracy of 20g division.

Now, therefore the three things which are required for growth monitoring such as growth
chart, growth chart manual and the weighing scale have been developed by the NNC and
are now ready for use in the community.

OBJECTIVES OF THE WORKSHOP;

As the title suggest the objective of the workshop is to develop strategies how the
growth chart can be used in the primary health care level. At this stage of health services
and the primary health care (PHC) in the country it is not int·"nded that the workshop shaJl
suggest the ways and means of the use of growth chart ex!:msively throughout the country
at the PHC level The growth chart although have been successfully used in many countries
it is new in Bangladesh. The growth chart, the manual and the weighing scale are newly
develuped. There are may components of health care in the growth chart. The successful use of
the growth chart demands organisation of certain components of PHC. Therefore it is intended
that the workshop shall discuss and recommend ways and means how the use of the growth
chart can be implemented in certain field testing areas. After a study period of one year the
experience and the data shall be collected and analysed. On the basis of the study and experience
there may be :nany suggestions for improvements of the existing growth chart, growth chart
manual and the weighing scale. Because of the inclusion of certain health care components
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of the PHC in the growth chaft the task of $uccessfu I growth monitoring shall be a challenge.
However, whatevsr may be the results form the growth monitoring in the field testing areas
( either ellcouraging or disappointing) these shall be extremely usefu I for the implementation
of growth mJnitoring at the PHC throughout the country. The workshop is not intended to
discuss on the nature and pit falls/mistakes of the growth chart, the manual and the weighing
sCClle but to suggest w~.,s and means how best these can be used in the community in the
field testing areas.

It is expected that the papers of the plenary/technical session shall cover the various
aspects of growth chart and the problems of growth monitoring in the community. Following
the technical/plenary session the parti.cipants shall be divided into groups to discuss on the
various components of the growth chart alld suggest recommendation on its use in the field
testing areas.

Further Reading;

1. Primary Health Care issues; Growth Monitoring: American Public Health Association
International Health Programmes 1981.

2. Hendrata L, and Johnston M: Manual for community based underfives weighing pro
gramme. Yayasasan Indonesia Sejahtera 1978.

3, World Health Organization 1978: A Growth Chart for International use In Maternal and
Child Health Care.

4. The State of World's Children 1982-83, 1984, 1985 UNICEF.

5. Morley D. A Health and Weight Chart for use in developing countries Trap Geogr,
Med. 1968, 20 : 101.

6. Morley 0, Growth Charts, "Curative" or ~/PrElventive" Archieves of Disease in Childhood
1977: 52; 395

--
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Address by UNICEF Representative
-Dr. Minta. J. Thapa*

Mr. Chairman, Chief Guest Mr. A. B. M. Ghulam Mostafa, Distinguished Gussts, Ladies and
Gent!emen.

If we were to walk through an average village in the developing world we would probably
only recognize about 2 percent \)f the child malnutrition all around us. Indeed so invisible is the
problem that most of the mothers whose children are suffering from malnutrition would probably
be under the impresssion that their children were growing normally and developing well.

Visible malnutrition is rare. It is an invisible malnutrition that tou~hes the lives of approxim
ately one quarter' of the developing world's young children. It quif.itlv steals their energy; silently
restrains their resistance; and in conjunction with infection manifests itself in the wasted tragedy
of approximately 40,000 young child deaths every day.

To allow 40,000 young children to die every day is unacceptable in a world where despite
the problems of recession there are simple low.cost techniques that coul'J halve this awesome
de,I';h rate and protect the health and growth of many more children, Tho four major techniques
growth monitoring with appropriat 9 infant and young child feeding; oral rehydration to combat
dehydration from diarrhoeal diseases; breastfeeding; and immunization against tuberculosis,
diptheria, whooping cough, tetanus, polio and measles-have put within our means the possibility
of instituting a revolution in child survival and development.

But this revolution for child survival and development needs commitment. It needs the will
to recognize the opportunity, to mobilise the resources at hand, and to organize to implement.

,This will must then be combined with the awareness and participation of the community in general
and of the parents in particular.

1his workshop will concentrate on one of these interrelated life.saving low-cost techniques
that of growth monitoring and the associated appropriate child care practicel for which it is an
entry point, an indicator, and a motivational factor.

To facilitate growth monitoring the development of 1.1 single growth chart acceptable to all
the government, non~government and donor crganizations active in nutrition surveil/ance in
Bangladesh was completed in 1984. This is a remarkable achievement.

The growth charl is a practical symbol of two changes vital to thg child survival and develo'!!
pment revolution, indeec to PHC and HFA 2000.
1. It is a symbol of the change from health care as episodic management of disease to health care

as an integrated package of community-based activities to promote and safeguard good health.
2. It is a sy~bol of the change from parents as passive recipients of periodic services to active

participants in a continuing process.
The National Nutrition Council is to be commended for its lead role in organizing this workshop

to develop strategies for the promotion and use of growth charts on the PHC delivery system.
We wish the Council and the participants here all success in their efforts to in!roduce a

comprehensive and nationwide growth monitoring system In Bangladesh. The system will require
some time to establish, This is why tha efforts must begin now. UNICEF will stand with you in your
efforts in this respect

Thank you,

-The Senior Programme Planning Officer, UNICEF-Bangladesh and is currentlv the Officer-In-Charge in the
absence of the UNiCEF Representative,
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Address by the Chief Guest
-A. B. M. Ghulam Mostafa'"

Mr. Chairman, Ladies, and Gentlemen,

I am glad to be here and very grateful to the organisers for inviting me to be the Chief
Guest of this workshop on "Growth monitoring in children:' This workshop is the first of its
kind in Bangladesh. The National Nutrition Council (NNe) was set up in 1975 by the Gov.
ernment to identify nutritional problems of the country and prepare National Nutrition Policies,
develop nutrition programmes, co·ordinat., sue h programmes between different inst,tutions/
agencies accordimJ to the need of the country and in conformity with the policy of the Gov.
ernment. The council, composed of experts drawn from all concerned ministrias/agenciea is
a suitable forum for serious deliberation on the problems of malnutrition and to arrive at !I

concensus for necessary remedial measures at national level. One of the major problems con.
fronting the country is the malnutrition 0 f the vulnerable groups particularly affecting the child.
dren under 6 years of age. The effect of improptlr nutrition, undernutrition, malnutrition is the'
slowing down of growth affecting weight ami height. A comprehensive growth monitoring
system is therefore necessary and requires weighing children at regular intervals. Today growth
charts are being used in about 80 countries of the world in growth monitoring systems. Based
on the experiences in growth monitoring systems adopted by other countries, the NNC develo.
ped a growth chart to suit our own situation.

After preliminary field testing the growth chart has been developed by NNC. In support
of these activities, the USAID has printed the growth chart for introduction in the country.
The next step is the promotion of this growth chart throughout the country to monitor the
growth of the children. .

For this a manual and a bar scale are also considered necessary. The NNe has prepared
8 manual. I am glad to know that NNe ha$ developed a bar scale in collaboration with BCSIR
for this growth monitoring programme. Introduction of the growth chart will further require
education of the mothers. At this initial stage the NNC is planning to introduco this growth
chart, manual and the NNC bar scale in some selected areas of the country. It is expected
in future that this NNC growth chart, manual and bar scale will be introduced through the
Primary Health Care Delivery system. Such growth monitoring activities when implemented
successfully in the country are expected to go a long way to help the NNC and Government
to prevent and manage the vast problem of malnutrition. As a policy, the Goverment will be
happy to extei,d necessary help and support in this programme.

I am also glad to note that the UNICEF is providing necessary financial and technical
assistance for various activities of NNe.

With these few words, may I take this opportunity to declare the workshop open.

I<HODA HAFEZ
BANGLADESH ZINDABAD•

• Secretarv M/O. Health and Population Control, GO\lt. of Bangladesh and Vice-chairman, National Nutrition
Council. Bangladesh.
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Address by the Chairman of the
Inaugural Session

- Professor Kamaluddin Ahmad"

I feel deeply honoured and priviledged for having this opportunity of presiding over the
inaugural session of the workshop on growth chart, I am thankfUl to the organisers of this
occasion.

During the past two decades or so growth chart has been the subject of great interest
to the nutritionists around the world as a tool to determine the nutritional status of small
children. When proper nutrition and favourable environmental conditions are available we all
know that as children will grow older theIr weight and height will irlcrease in a set pattern.
Witl1 accurate measurements of weight at various intervals of time we can monitor if the child
is growmg in the way it should. Though there are other anthropometric measures that could
also be useful, meClsurements of weight for age have been found to be most acceptable.

For it to be mEaningful the weighing has to be done properlY,by trained persons and also
the age of child has to be «nown with accuracy. The balance has to be simple, yet accurate.
In a situation where the two measurements are not accurately carried out the value of the
tixercise will be compromised. It is also essential that the parents of the children understand
what is all about and also the people who take the measurements also realise that a sloppy
work is no job at all. I personally consider that the knowledge that a child is malnourished
Hnd that it could have been different if proper nutrition were available is very important.
Having lived in a situation of malnutrition for ages we have come to regard OUi retarded growth
performance as a normal phenomenon. I have met fairly rich rural parents who on being told
that their children were malnourished retorted that there was nothing wrong w'·h their chil.
dren and all would be alright in course of time.

In a society where more than 80 percent of the population are illiterate, it would be 8

difficult and pains-taking job to explain the meaning of the growth chart. Yet it is &0 very
important. Without a serious program on nutrition education which would include the signi
ficance of the growth ch&rt the investment in the program may not yield appreciable benefit.
A pr:>gram of weighing of children at intervals will provide opportunities for interaction
between health workers and families to discuss nutrition and other health problems.

Again the interest in the program of growth chart must be sustainable. On occasions
we take 8 program because some agancies advocate and support it. to be abandoned when the
donors change their mind. So there must be a firm commitment with regard to the continuity
of program from the Government.

-Director, Institute of Nutrition and Food Science. University of Dhaka,
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Vote of Thanks
- Dr. S. F. Rubbi·

Mr. Chairman, Hon'ble Chief C;uest, Representative of UNICEF. Chairman
Organizing Committee. Distingusihed Guests, Participants, Ladies & Gentlemen,

We are now at the closing part of the inaugural session of this workshop organised by
the National Nutrition Council. Bangladesh.

I feel it a great privilege on my part to offer the vote of thanks on behalf of the organis
Ing committee.

The workshop was organised to develop strategies for use and promotion of growth
chart in primary health care delivery system.

You have been. well informed during this session about the problems in the Health Sector
by our learned speakers and particularly the problem of malnutrition of the vulnerable group
and how to face those problems. The importance of growth chart to monitor the growth of
a child can hardly be over emp.lasised.

Mr. A. B. M. Ghulam Mostafa. Secretary. Ministry of Health and Population Control and
Vice-Chairman, National Nutrition Council. blspit9 of his busy schedule of activities and pre
occupatio~. could make time ta be present as chief guest on this occasion to inaugurate the

workshop. We are indeed very thankflJl to him for this and also for his assurance of help and
assistance on behalf of the Government in identified priority areas.

Dr. Minto J. Thapa. Representative of UNICEF. Bangladesh. has been kind enough to spare
some time and address in this inaugural session. The UNICEF is providing necessary assis..
tance to National Nutrition Council for organising such workshops. we are really grateful to
him for sharing his knowledge and experience for the promotion of growth chart in this country.

Prof. K. Ahmad who is chairing this session took the pioneering role for the improvement
of nutrition in this coumry and Prof. M. Q. K. Talukdar the keynote speaker took active interest
in developing this growth chart. They are well known for their contributions and we offer our
special thanks to them.

The inte,'est taken and the guidance offered by Mr. Alamgir M. A. Kabir as a Chairman of
the Organising Committee in organising this workshop is very much appreciated.

We also thank the authorities of Institute of Post Gracuate Medicine and Research for
providing us necessary facilities for holding this workshop and particul~'rJy to Prof. Nurul Islam
who as a membu of Standing Technlclil Committee of National Nutrition Council is a source of
strength in our activities.

Thanks to the mass media. Deptt. of Informat ion. Press. Radio. TV for taking trouble to
be present and their keen interest to cover the proceedings of this workshop. On behalf ~f

the Organising Committee. we assure them all necessary help.
Mr. M. A Mannan. Deputy Secretary. NNC, fried his best to organise this workshop ins

plte of manifold difficulties. He and his colleagues and volunteers deserve special thanks.
It Is our pleasure to acknowledge with thanks the offer of Lunch by MIS, OPSONIN Phar

maceuticals and the afternoon tea by MIS. ShiiDee Food Products Ltd. , Dhaka.
Finally. it Is a great honour for j;'1e to thank you all once again and look forward for your

continued support and encour~gement in these activities.

-Director. IFST. BCSIR, lind Member-Secretary, Workshop, Organizing COmmittee.
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Health Care Implications of Growth Chart
-M. G. M. Rowland'"

MBBS, DCH, DPM&H, FRCP

Introduction
The central theme of UNICEF's James Grant's "State of the World's Children" report is

.hat a few relatively simple and inexpensive methods could now enable parents themselves to
bring about a revolution in child survival and development.

Though not ell strictly in this category the major strategies invoked are covered by the
acronym GOBI FFF standing for .

Growth Monitoring
Oral Rehydration Therapy
Breast-feeding
Immunization
Female Education
Family Spacing
Food Supplements,

Growth monitoring listed first in this context, usually involves regular mont hly weighing
of children recorded on some form of growth chart. This is the SUbject ofthe present Bangk
desh National Nutrition Council workshop.

Rationale
The original concept of the growth ohart as widely used In developing countries today is I be

lieve attributable to David Morley who originally launched it as the "Road to Health" Chart.
This was essentially an aid detecting "growth faltering" at asta;,e before frank malnutrition
intervened (sometimes called "invisible malnutrition"")' and mangement was too difficult to
accomplish at a primary health care level. Implioit in this strategy, therefore is the element of
early intervention in some form or other.

This latter point is important, Too' often maintaining growth charts Is done as an end
in itself. The utter inadaquaoy of such an approach has led some to refer unkindly to the
..Road to Death" Chart. It is what makes the difference between these two approaches that I
shall attempt to analyse,

Me&surement Venue
The first requisitois that we can measure and record .children's weights with reasonable

accuracy and regular (usually mqnthly) frequency. This is typ,cally carried out at some kind of
central facility 5uch as 8 Maternai 'and :Child Health (MCH) Clinic. Indeed, unless some kind
of spring scales such as those made by Salter are used there Is no· alternative; many of the
beam scales in oommon use a~e not suitable for repeated resitiQg and transportation. There
are advantages" in such a venue; for example, the activity can be conveniently combined with
.Associate Director, Community Services Research, leo DR, B.
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other aspects of health care including immunizations, which are of major Importanca in the
same target age group of young children and, of course, their mothers. The problem is to
providll) ~'Ilough centres in widely dispersed rural populations as t'J ensure that. all people have
one within a reasonable distance of their homes. Because of this problem there have ber.n
attempts to introduce home.based monitoring schemes but thl. is a much less common mode
of operation.

IdfJntifyitig Growth Faltering
The next assumption is that we can, with the help of 8 suitable growth chart, identify

tho onset of weight-faltoring. In practice, this usually relates to some kind of devietion in
trajectory of weight-for.age from a curve following c( parallelling those standards which are
marked on the chart. On the Morley chart these were upper: 60th centile boya; lower, 3rd
centile girls usillg the old 80ston Harvard standards. The charta themselves often contain
some diagiammatic indication of what constitutes faltering; usually based on at least 30bser.
varian s spanning .. period of 2. months or more, The dl!tection of deviation froIII a curve is most
readily defined and achieved, to my mind, in the "rainbow.type" format currently in usa in
Andonesia.

There is one major probiem inherent in almost all growth charts in current use; the
shape of the curve during the first half of infancy is almost certainly wrong for the young
breast-fed child. This has been borne out time and agam by growth data published from
developing countries, and indeed more recently 10 the industrialized countries, where mainly
breast-fc:eding populations are being s'lUdied. How much importance is attached to this is a
matter for central policy deCision-makers. It is worth bearing in mind however, that this pro·
blem affects pre~isely the age range during which assessment of growth perfor.llance must
be made to form the basis of advice to tne individual mother regarding breast feeding and
complementary feeding practices.

Interpreting growth faltering
Just as we know that in many cases of childhood "malnutrition" the role played by in

fectious diseases may be as cu more important than dietary causes, the same is true for growth
faltering or "invislble malnutrition."

Sometimes, as in the case of persistent low grade diarrhoea, the infectious component
may appear obvious, but this is certainly not always the case. This raises a number of questions,
Who assesses the growth performance 7
How are they equipped diagnCl3ticaily in terms of education and facilities for carrying out
basic investigations (e.g. stool microscopy) ?

MCH clinics and similar facilities in many developing countries suffer from overcrow_
ding, understaffing, little scope for critical review of individual cases, and a very limited thera
peutic armoury. In practice, very often no attempt at a diagnosis is made, or such as may be
taken the form of crude and probably inaccurate ussumptions.

Intervention in response to faltering

On the assumption that true growth faltering is occurring, and that it represents either
infection, dietary inadequacy or some combination of both, a range of therapeutic facilities
may be indicatod. They will include on the nutritional_ide:

Dietary advice, through limited fcod supplementation on an outpatient basis, to inpa

tient nutritional rehabilitation.
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Similarly when dealing with infections, the options will be: dmple non-specific supportive
therapy for self-limiting illnesses, through specific therapy such as antibiotic or antiparasitic

treatment as an "~Jtpatient, to hospitalization for more intenl3ive or complicated regimes.

In practice it may not be possible to offer more than the first option in each group
and this will tend to be done, understandably, in an uncritical, unconvincing fashion, often
inappropriate and intsffective.

In this situation the growth chart becomes little more than a vuhlcle on which to mark
weights and document immunization. Even at thiS level it may be a valuable document if 8

deteriorating subject is fortunate enough to be referred to a source of effective treatment.
However, this is not the concept of the "Road to Health" nor I believe of this Society in
considering how best to use the new growth chart.

Summary
Our a;ms and objectives therefore should be to

1. Ensure weighing facilities accessible and attractive to mothers of rural children.
2. Place and train staff to measure adequately and to recognize growth faltering.
3. Motivate and train staff to consider critically tho likely significance of growth faltering

in a given individual.
4. Train and equip staff to respond with appropriate primary health care level treatment.
5. Provide staff with some kind of support and referral services for the more serious or

complicated cases falling beyond their level of expertise and resources.
If this challenge is successfully met then there is real hope that th' introduction or

appropriately designed growth ch~rts may contribute to improved health and nutritional status
of young children.

Dr. S. Rahman ( BMRC )

Dr. M. G. M. Rowland

DISCUSSIONS ON THE PAPER

Considering the conditions prevai ling in th is country,
r.:,l-availability of weight machine, maintenance of chart,
lacl< of attitude. what in your opinion is th~ feasibility of
such programme in this country 7
There is no dowbt that the health care implications of
this programme presents a massive challenge In terms at
developing a network of centr'96 with suitably trained and
equ ipped health personnel. Nevertheless the growth chart
are worthwhile and should provide useful information into
some of the health problems of young children, I fully
support the concept of 8 start on a trial basis in a limited
number of areas and would urge that the three elements
used i. e. chart, the manual and the scales, all be kept
under very critical review.
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Longitudunal Study of Growth in Exclusively
Breastfed Infants from 0-5 Months.

- c. A. KaW8er1 M Bas, FCPS
M. a. K. Talultdar:l, PHD, MRCP

Introduction
l:)ecreasing prevalence and duration of exclusive breast feeding are the contributing factor

of high prevalence of protein energy malnutrition and infection. This may be the cause of
persistent high infant mortality in developing countries specially in Bangladesh though there
are improvement in various public health measure and extension of health services. Because
of various eye catching advertisement and social changes prevalence of breastfeeding in our
community is 1ast receding. Breast feeding practice was found in 95~~ in various studyl,2 only
5·8 years back but few recent study as done by Hoque3, Talukder4, KhanG showed the preval.
ence ranging from 12.2% to 45% on exclusive breast feeding in ear:y infancy.

Breast milk is unique energy and nutrient source and provides optimum nutrition for the
newborn infants upto 4·6 month of age. For the developing country however, this statement
has been disputed and growt~ faltering have been shown to take place from 3rd month onward in
the Cixclusively breast fed Inf~nts. In Bangladesh PEM is widespread and 60% of malnourished
children are under the age of one year. Whereas Bangladesh is recognised as a breast feeding
community. Therefore it seems important to findout the relationship between breast feeding
practice and malnutrition in the infancy. The aim of the study is to examine the growtll pattern
of exclusively breast fed infants upto the age of 5 months. Secondly, we wanted to examine
whether it is at all necessary to add extra water during the p3riod of exclusive breast feeding
to maintain hydration.

The breast milk is a low solute fluid so exclusicln of plain water in an exclusively breast
fed infant should not affect the body chemistry. The study also aims to see whether there
is any adverse effect on bcdy physiology by withholding extra water in exclusively breast
fed infants.

Material and Method
Two hundred newborn delivered in Azimpur Maternity Hospital were taken into the stUdy.

(A government maternity hospital in the city of Dhaka attended mainly by people of lower
and middle class of old Dhaka. Regular antenatal checking is advised). Only the full term,
normal delivered infant who stays within Dhaka city and wiiling to attend the foHow up clinic
for 5 month giving only breast milk to the child upto this limit were included in the study.

Within 6 hours of birth all the infants were selected by two visit a day and those agree.
ing to attend were motivated to feed the newborn immediately to breast and give breastmilk

1. Assistant Surgeon IPGMA, Dhaka.
2. Professor. IPGMR, Dhaka.
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with increasing suckling frequency and on demand upto 5 month of age. Mothers were mati.
vated not to give extra water. All newborn after ex~mlnation for congenital anomaly or other
health problem were assessed for gestational age by assessing the sl<in color, texture, vein, body,
hair, ear cart, lage and shape; nipple and areola; solar creases; genitalia and neurological
assessment. The children were weighod by UNICEF supplied ba by weighing sccle; supine
length measured in a locally made sliding scale, head circumference with nonstretchable tape.
Mothers standing height and weight was taken similarly. All the anthropometric measurement
was taken by the ulJthor rmd a research assistant who was trained and had research experience.
Each mothers were given a card giving the information and advise for follow up visit date.
The parents address/location; antenatal health; sibs, occupation, income etc. were noted.

One social worker WdS employed who visited the house every month to check for himself
about feeding and also to inform the mother on follow up date.

At follow up visits the infants height, weight, OFC; overall health and morbidity in
the last Month and one sample of urine of the infant was collected for osmolality. Mother
was wt;:~hed at each visit. The urine osmolality was checked soon after collecting the sample
by automated method.

The mean of the individual growth parameters at each month were compared with 50th
centile of NCHS f'tandard for that particular month.

Of 200 initial recording nnly 66 completed the 5 month follow up. Rest were eith';r
could not be contacted because of wrong address or some had left the said address without any
traceable address. Of 66 completed follow up 44 were exclusively breast fed at 6 month
of age and 22 were mixed fed group (Table 1 ). The date of mixed fed grOt'p was compiled
as comparison group for morbidity.

Result

Nearly all of the infants were from lower and lower middle class with monthly income less than
1500 taka (Table.1 ~. There was 29 male and 15 female infant in exclusively breast fed group
and sex was equallv distributed in mixed fed group Birth weight, height and occiputolrontal
head circumference was 2728.8g -I- 330.9g; 47.8 em + 1.7 Col and 33.4 cm-l- '.2cm respectively.
Mean maternal height and weight after delivery was 4.60 -I- 7.2kg and 152,3 -I- 6 18 cm
respectively (table-' ).

The mean + SO of weight, height: and OFe at different month is shown in Fig. 1,2 and 3
respectively. The birth weight was found to be doubled by 3 to 4 month of age. During 5 mon
th period overall wuight gain was 23.791 day which was maximum, that is 33.6g/day in
1st month and minimum of 14.6g/day at 5th month. There was positive weight gain bV
8th day in 31 of the 36 recorded cases with mean gain of 18.18g/day. There was total
gain of 15 cm in length and 14.88 cm in head circumference during the 5 month period.

Both Fig. 1, 2 and 3 showed the study value was around 26th centile. In weight parameter
there was apparent catch up gain in 1st month :md then growth was running parallel to
50th centlle and from 3 month onward tnere was downward deviation from 60th centile

of NCHS standard an~ persist all along. The OPC and height curv& showed less significant changes.
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when the growth achievement was expressed ae percentage of 50th centile of NCHS
standard it was found that growth was improving upto 3rd month from 83% of 50th centile to
93% but then it faltered upto around 85% and remained steady. ( Fig. 4 ).

Fig. 5 shows ..tho change in weight of mother in excluisvely breast fed and mixed fed
group. It was found that weight lost at post partem is more marked who failed to successfully
breastfed exclusively.

Iable Z shows the diarrhoeal morbidity, skin infection and URT/ in exclusively breast
fed and mixed fed group. It is apparent from the table that morbidity was 3 times more.
common in mixed fed group though they can not be tested statistically due to small numbtir
in mixed fed group.

Tha urine osmolality did not show any marked variation all along the 5 month period
(Table 3). The range of osmolality at different month was 68.9 mosmol to 137.8 mosmol
which was well within normal phyJiological range.

Discussian

The socioeconomic status of the studied population and bhth weight, height, and OFC
are very much representation of the average Bangladesh as compared to other studies, G,7.

But weight gain in present study is more than that of Meheran 7 study which can be
explained by the fact that in the present series mothers were motivated to breast fed at Increasing
suckling frequency. Tna present study doubling time was much earlier than text book teaching
of 5 month.

The apparent d~\.Jjation from 3rd month onward may lead to wrong conception of growth
faltering. But it should be consiqered that NCHS standard is .,nade from infants more than
90% of whom are formula feed naturally the NCHS curve, at le,ast upto 1 year of age can be
termed as artificial curve. Though Goldstein & Tannerij was skeptic about the use of growth
curve of socioeconomically and nutritionally differing population but 'w'VHO accepted interna.
tional standard for uniform comparisonu• When comparing the percentage achievement in growth
parameters l Fig. 4) there was deviation from 3rd month upto 4th month and then steadlde.
Rowland et al 10 in their study also found the similar trend in Gambian & Gambridge exclusi.
vely breast fed group. Though these mother were nutritionally and economically was much in better
state still they have similar "faltAring". This raises the question of validity of comparing excluisvely
breast fed infants growth with that of NCHS curve. When other growth parameters· are
compared (Fig. 2, 3). The deviation was not that marked. But before any conclusion this
need further study and construction of a different growth chart for exclusively breast fed infants.

The changes in mothers weight deserve explanation. The lactational adequecy depends
upon maternal nutritional status. The rapid weight loss may be the cause of lactational
failure in those mother who failed to feed exclusively at breast. Thus extra feed to mother
from conception till lactation is necessary. Ahn et al12 had found that healthy mother who
are very much motivated could :successfully breast fed for more than 6 month with growth
above 50th centile of NCHS. The relationship of rapid weight loss and lactational Inadequacy
require further study.

It is well established that morbidity is less in exclusivaly bleast fed infants. A.S.
Cunningham et aP3, Raudolph Paine et al u , fv1. Z Idrisll" Kumar et apa and other author showed
similar finding with significantly lower inc idence of morbidity in exclusive Iy breast fed child.
They had diarrhoeal morbidity 2.3 time more in mixed feed group so also upper respiratory tract
infectio.,. Prasent study were comparable to those though statistical test can not be done.
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TABLE-1

Studied Children (44)

Socioeconomyof the parents

Male : Female

Birth weight ( Mean ± S D)

Birth length ( Mean ± SO )

Occiputo frontal circumfElronce (Me!!n ± so )
Mothers weight ( Mean ± SO )

Mothers hoight ( Maan ± SO )

TABLE-2

Income <1500 Pm 94%

29 : 15

2728.8g ± 330.9g

47.8 em ± ).7 em

33.4 em ± 1.2 em

46,0 Kg ± 7.2 Kg

152.3cm ± 6.18 ern

III nesses

Morbidity ac~ording to feeding practices (per 100 visits)

Exclusive breastfed group Mixed fed group

Diarrhoea'" 4.37 11.66

Fever & Cough 7.11 18.33

Skin infecti on 2.18 10.00

Umbilical Sepsis 0.00 3.33

*Diarrhoea : When mother complain of change in bowel habit with
frequent passage of loose stool.

TABlE-3

Urine osmolality of exclusively breastfed lnfants ( mosmolfL )

Age No Mean S, D.

Within 3rd day 61 137.8 812

1 month 25 96.6 08.2

2 month 33 68.9 32.8

3 month 32 96.2 55.2

4 month 29 107.3 74.1
5 month 18 122.3 31.4
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Because of high water content exclusively breast fed infants do not need extra water 89

shown by absence of change in urinary osmolality. Almroth17 & Goldberg has similar finding in
Jamaica and Israd. Thus plain water can be avoided which will present the water borne
infection where safe water is scarce.

1hus it is concluded that exclusive breast feeding upto 5 month of age will give optimum
yrowth of the child. The apparent deviation from 3rd month is physiologica I. The morbidity
is less and there is no need of extra water. There is positive weight gain in first week of life.
RGlationship with maternal weight 103s and lactational failure needs further study.
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Dr. L. R. Talukdar (EPI)

Dr. C. A. Kauser

DISCU SSION ON THE PAPER

EPI advocates initiating Immunization at the age of 3 months and
vaccination is available in your study area. Whether you have
noted that the children under study had vaccin 7

All children undel study were advised but only a small portion
took that. We have tried to motivate parents on eat'h
visit and by 5 month most of the children were vaccinated.
Moreover the centre where they were vaccinated the counselling
by the 8taff to the parents were not upto the expectation.

Dr. M. U. Khan (ICDDR,B): 1. Who were the population 7

2. How they were selected 7

3. What was the reason of weight fall of mothers after delivery?

Dr. C. A. Kauser

Dr. S. Rahman (BMRC)

Dr. C. A. Kauser

1. Two hundred full term, normally delivered children, whose
mothers agreed to feed the newborn exclusively upto 5 months
of age and will atlend the following clinic were our subject.

2. Within 6 hours afler birth the mothers were approached, the
infants were checked, mothers were motivated, explained on the
study and when they gave the consent, they were included
in the study. Institution was Azimpur Maternity Centre, Dhaka.

3. I did not tried to find out detailed the cause. However, it
seems that early involvement in domestic work and no additional
food may be the possible causes.

1. Considering the condition prevailing in this country, in your
opinion, how far is the feasibilitv of implementation of growth
chart in this country in respect of limitation of availability of
weight machine. maintenace of chart, unusual attitude of
community etc.

2. Recent paper from Prof. H. Rahman brings out big differences
of weight between birth weight of urban and rural children.
More than 50 percent of this rural children are below 2500
grams. What is the pattern of growth for 0.5 month in rural
children 7 Is there any study on this 7

1. My personal opinion is that if some motivated, hard working
volunteers can be trained, then it will be possible. Moreover we
have to start as a pilot project to see the drawbacks & benefits
from which new strategy can be taken. I think it is possible.

2. Dr. M. U. Khan has one study in Meheran, comilla. The growth
pattern is similar to that of present paper, the pattern of findings
is a bit lower than the present one.
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Dr. Shah Md. Keramat Ali
(BIRDEM)

Dr. C. A. Kauser

Dr. F. Henry (ICDDR,B)

Dr. C. A. Kauser

Dr. M. M. Rahman
(ICDDR,B)

Dr. C. A. Kauser
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1. What was your sample size 7

2. What was socio·cultural background of the child 7

3. You need to correct your slides 7

1. Sample size was 55 Qut of them 44 completed exclusively bre
alt feeding for 5 months and remaining 11 infants had something
elle by 2nd or 3rd month but attended, the follow-up clinic and
we have studied them for comparison purpose.

2. Parents are from middle socia-economic class famllies .."ith in
come of Tk. 800·1500 per months. Residing around Azimpur
Maternity Centre in old Dhaka city.

3. Thanks for the suggestion.

Is it possible that the deviation after 3 months could be explai
ned by low birth weight of your study 7
Yes, it may be, but what I wanted to show is that it is not
the inadequate breastmilk, rather it is physiological and one should
not worry abou t it.

What was the infant mortality experience in your group of follow
up children 7

We initially examined 200 infants but on 2nd visit only 67 chil
dern attended the follow up. And at 5 months only 55 children
were attending. But at 2 months we have one report of sudden
death. We do not "now the fate of those who did not attend.
So percentage would be defficult to s2lY under these circumstances.



Nutritional Impact of Diarrhoea and other Infections
Dr. A. Majid Molla l , M. D., Ph. D., D. C. H.
Dr. Ayesha Molla2, M. Sc. , Ph. D.

Introduction
Diarrhoea and its interaction with malnutrition is one of the most important health

problems and a major cause of death in infants and young children in the developing world.
Diarrhoeal diseases, worldwide, is estimated to kill at least 4 to 6 million people every ",earl,2.
Children In the developing countries suffer from two to five episodes of diarrhoea every
year and on an average they suffer 20·30 days from diarrhoea annually3,4. Most diarrhoea
episode last only a short time, but enough become serious so that 10 percent of the children
die from the effects of diarrhoea before they reach their fifth yearG. The effect of Clcute
diarrhoea on the host, specially a child is loss of fluid and electrolytes. With the discovery of
oral rehydration solution (DRS), the treatment of dehydration and maintenance of the continued
abnormal 1058 in acute diarrhoea has become easy and effective. But the delayed and more
dlsaltrous effect of diarrhoea is its nutritional cost. This nutritional injury is supposed to be
mediated by several factors in acute diarrhoea. These are (i) anorexia or loss of appetite,
( Ii ) withholding of food as a measure to control diarrhoea, (Iii) loss of nutrients in the faeces,
( iv) increased catabolism. In this presentation attempts will be made to establish the role of
each of these factors in some of infectious diseases with particular emphasis on diarrhoeal
condition in children. In doing this, existing published works will be cited along with works
on diarrhoea diseases that has been carried out at the International Centre for Diarrhoeal Disease
Research.

Some of the pUblished works suggest that the "Nutritional Status" of a .child may represent
as much the effect of infection as of dietary int<lke o,7. Mata and Co-workers in their
study in Guatemala demonstrated that the nutritional status of the Guatemala children was
more related to infections than to the availability of foodS. Martorell and Co-workersD
studied food Inteks in 477 children aged between 15 months to 60 months during different
illnesses. The authors calculatAd the effect of any common selected symptoms like c:>ld, fever
and other infectious diseases including diarrhoea on the food intake. The average reduction
associated with these conditions is 175 kcal and 4.8 gm protein per day (Table 1). With
each attack of an infectious disease, specially diarrhoea. growth of the children is affe::ted. One
of the well documented case as studied by LeolJardo J. MatalO is presented in Fig. 1.
Recurrent attacks of any infection including diarrhoea h~s a tremendous negative effect on the
growth of child. As presented in figure 2, the growth of a child not suffering from any infection
or diarrhoea is compared with that of another child who suffers from recurrent attacks tlf
diarrhoea and each attack causes growth faltering. In the longrun if the child survives, he will
never be able to catch up the growth of his normal counter part.

1. Senior Scientist, International Centre for Diarrhoeal Disease Research, Bangladesh
2. Assoc. Scientist, International Centra for Diarrhoeal Disease Resea rch, Bangladesh
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TABLE 1: Average reduction in intake associated with tho presence of specific symptoms

Symptoms

SC

Resp iratory iIIness

Diarrhoea

Apathy

Energy (keal/day) I' Protein (gm/day)
average average

1---Effea---r--pp---·-/----;;"Ef"te=-=c:7t----=------op -----

- 175 0.001 --4.8 0.001

- 67 0.001 -1.0 0.007

-160 0.001 -3.0 0.001

-175 0.001 -5.1 0.001

TABLE 2: Calorie intake in children with diarrhoea and age matched healthy controls

Source of calories Healthy controls Children with
diarrhoea

Breast milk 53.6 ± 6.7

Oral fluid

Weaning foods 86.3 ± 21.1

Total calories 129.9 ± 16.8

Hoyle and Chen; Am. J. Clin. Nutr. 1980; 33:2365.

46.9 ± 5.5

10.1 ± 2.9

33.3 ± 8.8

75.0 ± 8.3

TABLE 3: Intake (gm/kg/day) of food in acute stage and after recovery from diarrhoea
( Mean ± SEM ), and effect of specific aetiology on the food intake.

Aetiology Acute Recovery % reduced

Cholera 82 ± 8.5 110.4 ± 8,7 21
Rotavirus 87 ± 10.4 102.7 ± 11.0 15

ETEC 82.4 ± 7.8 106.0 ± 6.0 22

Shigella 73.2 ± 11.0 114.3 ± 8.0 36

Malia AM ot a!. 1981
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NUTRITIONAl COST OF DIARRHOEA

Each attack of diarrhoea causes its nutritional cost through all or any of the previously
mentioned factors e. g. anorexia, withholding of food, malabsorption of nutrient and catabolism.
These effects are even more pronounced when the diarrhoea attacks are recurrent. Rahaman
et al ll has shown that with increasing number of attacks duration of diarrhoea Is also
prolonged. Which means that the effect of the factors mentioned previously will al~o become
even more prolonged. Many of our physicians placed their reliance on the appeal'ance, volume
and number of stools as the criteria for the success of treatment of diarrhoea. This was first
challenged by Park in 192412 who maintained that the child rather than his stool should
be taken as the criteria for evaluation of therapy. This concept was scientifically e)(£mined by
Chung and Co-workers in 194813• Chung studied two groups of children with diarrhoea.
In one group he fed 100.120 kcal/kg of body weight and the other group was starved for the first
48 hours and then of~ered them 20 kcal/kg and increased by 20 kcol every day. The starved
group was much slower in catching up weight and their weight gain was not sustained.
In a field study in I~DOR, B Hoyle and Chen studied the food intake in a group of children
with diarrhoea and their age matched healthy controls in a hospital situation (Table-2).

Table 3 shows their results that the food intake went down from 130 kcal/kg/day to
75 kcal/kg/day in the children with diarrhoea. The amount of food consumption could not be
increased even by encouragement of forcing. But most important is that the I'educ tion in the
food intake was all from weaning feeds, no reduction took place from the breast milk. This
study clearly suggests that breast milk should never be stopped in diarrhoea.

Recently, a metabolic balance study has been conducted by Malia AM and Molla AU,Hi
in children below f) years suffering from acute diarrhoea due to dif~erent aetiology. The
objectives of this study was to see the followings:

( i) Quantitative intake of food during acutEl st8ge of diarrhoea and after recovery.

( ii) Co-efficient of absorption of nutrients during acute stage of diarrhoea and after recovery.

( iii) Effect of feeding on the stool volume.

A total of 66 children with acute diarrhoea were studied in ICODR, B. After initial
rehydration patients were fed a nonabsorbable charcoal marker followed by a familiar Bangladeshi
food of known composition. Records of all food, fluid and breast milk intake was maintained for
72 hours after appearance of the first marker ( ·0' hour). At the end of the 72 hours another
marker was fed to the patients. All stool, urine and vomit, if any, were collected throughout the
period from the ,0· hour until the appearan ce of the second marker. Samples were stored at
-800c until analysis. Aliquotes from the homogenised samples of stool, urine. vomit and food
including breast milk were analysed for carboh~ drate, calorie, nitrogen and fat. Intake of food
and abso rption of nutrients were calculated using the following formula.

C ff" f b . Intake-output 100a e IClent a a sorption = ------1 -- - k-- x
nta e

From the analysis of this study important information was obtained. Table 3 illustrates the
quantitative intake of food in different aetiological diarrhoea. Percent reduction may be consi.
dered as the effect of anorexia due to specific aetiology. However it is important to note that.
on an average about 80 gm (80 keal per kg/day) food was consumed by the children. If
food was not offered this amount of calorie would have been pro"ided by burning the body
stores. This is specially dangerous for a malnourished child. The absorption of calories, fat,
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nitrogen and carbohydrare is 4 studied in rotavirus diarrhoea. It is obvious that about 80 % of the
carbohydrate is absorbed in acute stage of the disoase, wheroas fat and protein absorption
is low. The absorption improved within two weeks after recovery except protein absorption
which remains low for a prolonged period. The same pattern has been seen In case of ()ther
aetiolouies. In cholera the absorption of all nutrients were higher than in otl'er aetiologies.

PATTERN OF INTAKE OF NUTRIENTS

Right from the first day the intake of nutrients and calories were quite substantial in all
aetiologies which improved everyday. In cholera by the 7th day the calorie intake exceeded the
recommended daily allowance of FAO/WHO. The calorie intake is 120 kcal/kg/day and remi'.. :ns
at that level upto about 8·10 weeks after recovery from diarrhoea. This extra food intake
may be a compensatory mechanism to make up for the loss incurred during acute stage.

EFFECT OF FEEDING ON THE STOOL VOLUME

The daily food intake and the daily stool output during the acute stage of diarrh()ea
illustrates due to different aetiology. It is clear that although food intake improved steadily
the stool Olltput decreased consistantly in all aetiology. This proves that feeding does not
have any delitarious effects on the stool volume.

CONCLUSION

Based on the evidences presented in this short communication the following conclusion
may be drawn:

1. Like any other infectious diseases diarrhoea also causes nutritional injury to the subject
particularly children.

2. Growth faltering may be more due to infection than poor nutrient intake.

3. Anorexia aUe ~s consumption of mixed food in children but has very little effect on breast
milk consum/1cion. lherefore breast milk must be continued during diarrhoea.

4. There is a substantial amount of food intake during acute diarrhoea and this goes up much
higher after recovery from diarrhoea. Therefore, extra foods should be allowed after recovery
from diarrhoea.

5. Carbohydrate absorption remains unimpaired in acute diarrhoea due to any aetiology.

6. Thus during growth monitoring in the communities message should be disseminated to the
mothers that continued feeding should be given during any disease par'licularly in diarrhoea.
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DISCUSSIONS ON THE PAPER

Dr. F. H. Nazir (SSMC )

Dr. A. Mazid Molla

Dr. M. H. Haidarv (DMCH)

Dr. A. Mazid Molla
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Has there been any study of intestinal enzyme in other
etiologies save cholera 7

In Bangladesh there has not been any study on the enzy
mological status either in children or adult.

What kind of food do you think is ideal during acute
stage of diarrhoea. Is there any harm to give faulty food
during acute diarrhoea "I

Pre·diarrhoea food should be continued during acute diarrhoea.
Always familiar food is the best. It is not advisable to
change the type of food during diarrhoea. Extra food
should be provided after recovery in order to compensate
for loss during acute diarrhoea due to enorexia.
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Experience on the Use of Growth Chart
in Jurain Nutrition Project, Dhaka

Dr. M. Kabirullah*

Growth monitoring, oral rehydration, breast feeding and immunization has been accepted
by the workers in health and nutrition as the four key element for child survival. Of all the
parameters of assessing the health status of the children, body weight and growth is the most
important one. Because body weight and growth rate indicate the actual condition of health
aud nutrition and forecasts the future health performance of the children. Body weight and
growth rate can only be determined by weighing the children and the health and nutritional
status may be ascertained by comparing the weight with that of a healthy child of ',he same
age. Body weight Is always proportional to the age. A child may apparantly look hesltheir
but when compared with another child of the same age, the health status becomes clear. Nor
mally this comparison is done with the help of a growth curve plotted age against body weight.
Growth curve, also known as growth chart Is being used as a tool of growth monitoring.

Applied Nutrition Project, Juraln now named as Bangladesh Institute of Research and
Training on Applied Nutrition (BIRTAN) has been working on the solution of nutritional pro
blems through se!p·help, since 1968. Growth monitoring of the children by weighing and
comparing the body weight and growth rate with a growth chart designed by CaRR, was
being done as one of the point of intervention. The people were being taught how to im
prove the health and nutritional statlJS through production and consumption of better and
nutrient rich food, safe water, environmental sanitation, immunization, care of the vulnerable groups,
growing nutrient rich fruits and vagetable at fields and kitchen garden. improving the poultry
birds by cock exchange, giving vocational training to the unemployed or poor'y employed people.
An.:! finally they were asked to attend the MCH of the institute to check the health and
nutritional status of their children, pregnant and lactating mothers. Growth monitoring was
being done at the MCH centre by the attending physician, nutritionists and MCH assistant.
Up to 1980·81 about 600 (six hundred) children were registered for growth monitoring by
weighing and plotting the body weight against there age on a growth chart designed bV
CORP.. After the NNC has developed a growth chart use of the CaRR growth chart was
stopped and new one started, Uptill today 150 new children have been registered with the new
NNC growth chart.

Method of growth monitoring at BIRTAN

As a pArt of the package programme, mothers were taught about the nutrient need of
the childrens and other related matters to maintain: good health of their wards. Mothers were
also adviced about the importance of growth monitoring of their children. To find lout whether
their children were growing properly or not, they should measure the body weight of the chii-

Director, Bangladesh Instt. of Research and Training on Applied Nutrition (BIRTAtII) Medical Road. Jural,..'
Dhaka-of



dron and compare with the weight in the chart and take necessary steps whore needed to
improve the diet of the children, so that the children could catch up the right path on the
growth chart which is called the "Road to health". To measure the children growth mothers
were asked to bring their children at tho MCH centro of the institute. The attending staff used
to check up tho health along with body weight gained during the interval of the last and the
present visit and advised the mother accordingly. No mother was advised to measure the body
weight of the children at home, as thoro were no such facil!ties available,

Backgrouncl of the area

The study was conducted at Jurain about 5km away from Dhaka and on the Dhal<a
Narayangonj road. At the beginning of the study in 1968 the area was a rUldl village, affec
ted by regular monsoon flood. Milin means of transport was boat. Later on DND flood
protection embankment was constructed and the area was saved from the flood and gradually
people from the city-area moved here and th" area changed its faces into a semi-urban area.

Background of the People

The people of the arC'a were mostly rural in nature in 1968 and with time the nature
changed to semi.urban. The literacy rate was about 22%. About 55% was male and 45%
was female. The size of a hmily was 4.6. The average marriage age for male was 18 years
and for female it was 14 years. The infant mortality rate was 161. The main occupation of
the working force was agriculture, labourers. service and small shop keeper.

Working Procedure at MCH Cnetre

In general. mothers are requested to vi~it MCH centre, to check up their health if they
are eitner pregnant and/or lactating, to check up their health if they are on any birth control
devices and to check up the health or their children if their age fall between 0.5 years.
The request is made when they visit,' MCH for anyone of the above purpose and
through other persons visiting the institute for other servict.ls. The second phase of request
is made by the fielJ staff visiting the houses regularly for various purpose in the form of
personal approach and invitation to attend tl13 MCH specially to check up the health
of their wards. The third phase of request is again made by the field staff in the form and
language of reminder. Recently a fourth phase has been introduced in the institute as a form
of compulsion. If the mothers do not attend the MCH centre to checK up the health of their
wares, their names will be dropped from the list of the beneficiaries of the service delivered
from the institute, A fifth approach is being attempted. where needed, to lift .the child bV
the field staff to the MCH centre for growth measuring. Regular recards are being maintained
on the above process of maintaining regularit}' of growth monitoring through the use of
growth chart in the MCH centre. After recording the response of one phase of approach, the
second approach is made and so on.

Results.

From the records it appears that about six hundred (600) growth cards were opened in
the institute since 1976. Cards, opened before that were lost or damaged or destroyed. Among
those cards, about a couple of hundreds are still being currently in use. About 400 cards
were discontinued. The results in this paper is being presented in two chapters (I) results of
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·he old discontinued cards and (II) results of the cards currently in use. Of the old disconti.
nued cards about 290 was selected for this evaluation. Criteria of selection of the cards
were (a) identification of the children so that socioeconomic aspects could be evaluated to
correlate the regularity of attendance lind other related matters, (b) illegibility of the cards;
some of the cards have faded and could not be read properly. Cards currently in use are being
taken up with the maximum motivational attempt to make the attendence of the children
regular or reasonably regular. That is why these cards were evaluated separately. Further with
tho attempt, of rigorous motivation more people are coming to open new cards for their children.

Table-I shows the age of the children at which they were regi sterEd for the growth
card at the MCH centre and the length of period they attended the MCH for weighing to
maintain the growth card. About 253 (100%) growth cards were analysed for this purpose.
About 97 (38%) children were registered between the age of 1·6 months. But only
21 children continued upto 1-6 months and then discontinued and dropped out of the growth
card maintenance programme. Only 15 children continued upto more than 48 months
89 (35.9/./ children, registered at various ages had droppedout between the period of 1-6
months. Only 20 (8.1 %) children continued upto the period of more than 48 months of
their age. Only 6 (2.7 %) cnildj.3n continued upto their age of 60 months.

Table-~ shows the duration of period, that the children followed the programme of
growth and maintenance and the occasion they missed during that period. Only 289 (100%)
card were analysed for the purpose. Of the 99 (34.6%) children who followed the growth
card programme for only 1-6 months, 96 children did not miss any occasion. The number
of children who did not miss any occasion during their stay with growth card programme
were 189 (66.1 %). Of those who continued for longest period, 48 months or more only 10
children did not miss ~lny occasion and only I of them missed upto 25-30 occasions. The
maximum number of o~casion were missed by only 4 children about 1.4% of the total sampled
children.

Attempts were made to analyse the date further to show the inherent causes that aff
ected the age of registration of the children, the regularity of attendance of the children at
MCH centre and the .duration of their continuation with the growth card programme. n.e
<lata are not presented here in a table form. The finjings indicated that the concept of body
weight as a means of health assessment is very new to the parent and they are yet to und.
erstand the importance properly. Extensive motivation and education of the parent to give
them proper understanding of the importance of the body weight measurement and conseque.
ntly growth card maintenance is needed on community and individual basis. Besides there are
lot of misgivings to the children body weight measurement with scale. One example may be
cited that a good number at mothe~s say that a children is not a commodity to weigh, doctor
should follow his traditional method of health assessment as the ather doctor outside this
MCH centre used to do. This was reported by most of the mothers irrespective of the socio
economic and socia-cultural level in t'he society. So if all the doctors and health workers
<10 not follow and advocate the method of body weight measurement as a means of assess
ing health status, it will be difficult to motivate the mothers for the purpose, The method
of weighing of the children bya hanging balance do cr9ate an oud scene, as the children
being afraid of the method use to cry and mother get frightened and refuse to weigh the
baby even some times at the cost of free prescription and medicine usually supplied from the
MCHcentra for the sick children. Alternatively weighing With a beam balance or with a bath
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Table-1
w

Age of registration of the children and length of period attended MCH for weighing (months).t-)

Age at regis-
tration for Period attended M~H for weighing (months).
growth card

( months) 1-6 7-12 13-18 19-24 25-36 37-42 43-48 48 + Total Percent

1- 6 21 22 17 8 5 4 5 15 97 38.3
7-12 27 8 7 3 1 3 4 5 58 22.9

13-18 13 6 6 1 0 3 4 33 13.0
19-24 11 4 3 3 1 3 25 9.9
25-30 5 1 1 2 2 11 4.3
31-36 4 5 3 4 16 6.3
37-42 3 2 2 7 2.8
43-48 4 0 1 5 2.0
48+ 1 1 0.4
Total 89 48 40 21 9 13 13 20 253 100
Percent 35.9 19.3 16.1 8.5 3.6 5.2 5.2 8.1 100

Table-2
Regularity of the attendence of the children in the MCH•

. Duration of the Occasion missed to attend (month)
growth chart

( months) 0 1-6 7-12 13-18 19-24 25 -30 Total Percent

1- 6 96 3 99 34.6
7-12 30 6 3 39 13,6

13-18 21 13 6 40 14.0
19-24 12 5 7 24 8.4
25-30 13 4 3 1 1 22 7.7
31-36 1 4 2 0 1 1 9 3,1

37-42 6 4 2 1 0 1 14 4.9
43-48 4 5 2 2 2 1 16 5.6

48+ 6 9 5 2 0 1 23 8.6
Total 189 53 30 6 4 4 286 100

Percent 66.1 18.5 10.5 2.1 1,4 1.4 100



room 8colo did not always give 8 reasonablv acceptable result. But on request mother allo
wed their children to be weighed with the bath room scale only. So a new scale psycho
logicilly, socially and scientifically acceptable needs to be devftlop~d. A chair or tool type
balance with circular recorder or beam recorder with collapsable beam should be developed.
For the babie.. who cannot stand, the beam balance with flat base I~ workable.

Mothers knowledge about the child health is limited to the sickr...s. They think if the
baby is not sick, there is no need to consult the doctor and to assess the health status.
For that reason mothers of all classes do not bring their babies only for weighing. Even when
SGme of the mothers use to bring their children with some Irregularity, the advice rIven to
them on the relationship of diet and health status of the children do not make ther I always
interested. Even some times they rellct saying "give some medicine instead of talking alone".
They do not see the Improvement of health of children dut;, to good food by day and night
as they could see the improvement of disease with medicine· They could not conceive the
idea of the role of good diet on health that will be seen with time' All these indicate
their tolal ignorance about food and nutrition. So there is a long way to be covered before
one can successfully i'1troduce the growth monitoring, through growth card. Mothers need
total education and motivation irrespective of any class and cards.

With the introduction of the 4th and 5th approar:h listed above accompanied by vigo
rous motivation by various te:;hniques, the registration of tl;;) children for growth monitoring and
the regularity in attendence increased significantl'! compared to previous days with first 3 app
roaches. But still there remains a good number of irregularities. When asked for the irregu
larity they replied in a very ca:>ual manner, for example they have forgotten. children was
away from home, mother was bUsy with other work etc. But on a good number of cases
after the application of compulsion, the mother brought the children to the MCH at one
week late. In some real problem cases like mothers sickness and so on, the children were
lifted by staff to maintain the regularity, This is being done specially for 2nd and 3rd
degree malnourished children.

Initially after giving an education. mothers were asklld to keep the growth card at
their home and bring it during their visit. The system 1alleo Because most of the mother
used to forget to bring the card and a good number of mothers damaged the card either
by themselves by mishandling or careless handling. In some cases the child himself damaged
the card. At present the card is maintained in the MCH centre alphabetically in the name
of the baby along with the treatment card. No mother could be asked to monitor the gro
wth of their baby at home for want of balance.

A couple of mothers were interested but they could not afford to buy a balance. So
it appears that growth monitoring of the children by mo~her themselves is still a long way.

In another attempt, field staff used to visit the children at iheir home and weigh. Only
weighing of the children by the nonmedical person could not satisfy the mothers. Because
their hope was to get treatment if and when needed. They reacted saying .,If you cannot
give medicine, then what is the use of weighing only". As a result the method was dropped
and all the mothers were asked to bring the children to the MCH centre to get the package

complete,
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Recently on a trial basis, SIRTAN has started a big programme of growth monitoring of
about 2000 children at Bhulta Union under Rupgonj Upazilla of Narayongonj district. Field
staff used to visit the home and conducted weighing. After a couple of months the pro
gramme remained suspended and a project has been submitted to NNe for financial help.

The exporience of the use of growth card at BIRTAN is not rich. Attempts ore being
made to make the programme success. At present after due arrangement has been made the
proUdmnle is going smoothly wllh negligible irregularities and dropout.

DISCUSSIONS ON THE PAPER

Dr. Jinnat Ara Begum ( BAU ) 1. In my opinion ths use of growth chart could be
:'lUccessfully promoted throught trained family planning
workers in the rural areas.

2. The publiC awareness about the usefulness of growth
chart could be created through various communication
media and documentary films.

Dr. M. Kabirullah This is a good idea. The services of the existing Govt.
field staffs shquld be utilised to promote the use of
growth chart. F. P. staff has good background of health
and nutrit!on. They may be engaged in the work.

Or. M. U. Khan (ICODR,B) 1. Was a standard population used to develop growth
chart 7

2. If so; what standards did you maintain 7

Dr. M. Kabirullah I do not know, I was not involved in the process of
development of the growtn chart.

Dr. Sadiqa lahera Khanam (NIPSOM) 1. As your's study in BIRTAN has involved a pretty long
time and -you have used paramedics, I am interested to
know whether you made any attempts to record opillion
of the workers who did the weight recording i. EI. did
you have feed back from the workers regarding the use
ef growth charts 7

2. Why BIRTAN had so many records. destroyed or
damaged 7

Dr. M.. Kablrullah Yes, this paper Is totally based on the observation
of the field staff. The steps for regularising the
attendence were taken depending on the experience
of the field staff.
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Experience on the Use of Growth Chart
in the Community

Dr. ( Mrs.) M. Malakar·

Introduction
Bangladesh has one of the highest child mortality and morbidity rates in the world. We

are not able to look after our childran to raise them up as we ought to. Besides inade
quate health facilities, ignorance, sl.!perstitions. illiteracy, economic and social deprivation,
unplanned families and lack of very basic necessities of life are tha many causes for such high

loss of life.

Population explosion is one of the many problems in our country hampering our deve
lopment. To be able to motivate couples to plan a small family in the absence of any old
age security for the majority of the people in Banglade.;h, one feels obligated to take up pro
grammes or activities which would to a great extent, ensure healthy growth and survival of the
children. Exten~ive and ploper use of the growth charts could be of much help in this respect.

The Community Health Care Project (CHCP ._ previously known as the Christian Health
Care Project (CHCP) took I,Ip the use of tha Growth Charts about'8 years ago in collaboration
with several rural, semi-uroan and urban clinics and hospital. with extension services reaching
the slum and village population.

CHCP's goal was to reduce the mortality and morbidity rates among children under 5
years of age in our working areas through proper and tu II use of the growth chart. The
charts are used for the following purposes i'

(a) Recording and monitoring the growth pattern of each child.

(b) Sharing the growtll pattern at each visit with the mother to educate her about her
child's growth and what it really means for the child as well as for her. e. g. if the
child's weight suddenly shows a downward trend she must understand it and try to
share with the heahh worker as to what has caused such a drop and how she can
improve the situation by her own effort.

(c) Vaccination schedule of the child.

(d) Health and nutrition education to the mother.

(e) Family Planning record, motivation and service delivery.

(f) Record of illnesses, particularly diarrhoea, measles, TB including other chest infections,
improper and inadequate feeding of the child and finally another child on the Wly.

(9) To emphasise the importance of the mothers role in feeding her child in the right way
snd to demonstrate that it is not necessary to have expensive food to ~eep healthy•

• Executlve Director. Communltv Health Care Project (CHCP ).
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How Bro th060 charts introduced .,

We started usIng these cards in 1978 in few areas first and then gradually increased the
use in other parts, through field health workers at mixed MCH mobile clinics in the vill3ges/
wards and also through the base clinics. Village Health Workers trained by CHCr, a Nurse
midwife and a doctor usually run these clinics. Sometimes a mobile clinic is run without a
doctor, but very sick children are r~ferred to the nearest doctor or clinic. We first bought,
the cards from Voluntary Health Association of India (VHAI) but later printed our own.

These mobile clinics are held once a week in different Wards of Dhaka city Which are
allocated to us by the Population Control Division of the Ministry of Health & Populatiod
Control. But in the villages they are run once a month. The location is kept fixed an~ if
for any reason shiftinlJ is necessary. the notice is given out early so that theV all know where
to go. In all areas tho place for holding the clinic is usually given to us by the loca! people.
In Dhaka city we have been fortunate to have cooperation from school authorities, club mem
bers and commu .. ity organisations who have willingly given us permission to use their facilities.
This ensures local Participation. In the rural areas we sometimes use verandah of a house,
courtyards and other facilltios as available. Not only the local people but the U. C. Chairmen
and members have cooperaVld happily by encouraging mothers to come to the mobile clinics.

lhe Village health worka; while visiting each home within her working area, would talk
to n,others and motivate them to bring their childr~n to be weighed, examined and to get
necessary advice about their children's ~ealth status. Of course, large percentage of the mothers
in the beginning would bring their chIldren-not to be weighed but to get medicines and to
be seen by a doctor or a nurse. Just simple weighing does not appeal to them, on the con
trary, some think that by weighing a child she/he falls under the bad effe~t of an evil eye I
Some believe that by simple weighing the child may get sick. If the child does not look
sick to the mother, why should she take her to a clinic? It is not so easy to convince a moth~r

to just come for weighing. If some food is given, they come in large numbers. We had
slaned feeding of women and children under the Government's Vulnerable Group Feeding
Programme with the WFP supplies in few of our areas, but had to give up because of
various difficulties. the main being '.ile fight over food, even for children who do not need
extra feeding.

How is the mobile clinic run .,

As the mothers CO,lle, a worker welcomes them and registers and weighs the children
using a hanging scale (salter scale with a basket) and the weight is recorded. Then as they
gather, another he"lth worker would talk to the mothers. She would prepare her tall< before
hand and oft!:!n would use an example from among the children gathered there. Her talk is
usually on scabies, worms, measles. other communicable diseases, importance of vaccination,
feeding of children (starting of breast feeding, adding extra food at 5/12 etc.), diarrhoea,
ORS, Vitamin ,A' deficient blindness, cleanliness in handling food, drinking water, disposal of
waste products, family planning. etc etc. As far as possible demonstration of preparation of
weaning food, use of attractive audio visual aids. display of various kinds of cheap yet nouris
shing food etc. are also undertaken. Mothers are usually in a hurry to r~turn home. therefore
talks need to be short and yet interesting. The crowd is sometimes unruly and needs to be
organised and disciplined. We try to follow the pattern given by Dr. David Morley in runn
ing our under-5 clinic keeping it as much a preventive programme as possible. but often it ends
up as a curative clinic. The food prepared for demonstration is served to the children while
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waiting. This is dono to provo 10 the mothers that if little time is taken and some thoughts
are given to the proparation of the food, making it palatable. the children will eat it. The
mothers often will say that the child refuses to oat it at home.

The children are usually seen by the nurse.ill-charge. She first looks at the chart and
oxplains to the mother-the slate of health and growth of her child. Somq mothers get very
concerned about their children being malnourished but we also see mothers who could not be
bothered or have many excuses. These would not come regularly with their children, nor
would give the food she has purchased from us. We sell packets of mixture of ground rice,
dal '1nd soyabean at a subsidised rate so that everyone can buy.

,l\ny:iudden drop of the weigth or delay in gaining weigth is discussed with the mother and
adv:ce on feeding given. The nurse then checks tne vaccination records, the family planning
acceptance by the couple and refers her to the health workers assisting her in the clinic. Any
mild illnesses is treated by the nurse or the doctor. A child needing special care or admission
to a hospital would b~ advised to do so or even taken to the hospital by our field workers.
Vaccination is given if the child is due for one and has no severe skin or other problems.
Vitamin 'A' Capsules and worm medicines are regularly given out at these clinics. If a mother is
pregnant she is looked at, advice given and T. T. administered.

If a mothor is motivated and would dec ide on a particular method of family planning,
it is given to her at the clinic, if the time was right to start the method. Others were
visited at their homes by our field staff. The important point is that the dialogue of moti
vation and education starts at the clinic. We believe that referring a mother to another clinic
for family planning advice and motivation does not work well-they often do not go there.
The health workers follow up the acceptors.

The mothers are given a small ticket with the child's name and the number of the growth
chart. She is advised to return on a definite date with her child. We usually weigh a child
once a month unless otherwise indicated.

At the time of the registration on the first day, a fee of Tk. 2.00 is charge d which
includes any medicine that may be needed. At subsequent visits only 50 paisa is charged.

What have we achieved?

1. We have Sgen very malnourished children slowly recovering under careful guidanco and follow
up of the health workers With the use of simple but nourishing diet. The mother's coo
peration in this matter is verlf' vital We have seen the deep concern of mothers at the state
of health of their offsprings and also seen the joy and satisfaction on their faces when the
children improved. We have also seen the women being transformed from a state of apathy
and hopelessness because of loss of children from various illnesses, into a state of alertness

and determination to fight for their children's lives.

2 Introduction of weaning food or exIra food to the baby's diet at 4·5 months of age is more
readily accepted by the mothers, although there are still many who is prevented from doing
this by other family members.

3. Creating awareness among the rural fa 11< in particular-that vaccination can save and pre
vent their children from dying or contracting a serious illness. Mothers are less scared now
bring their ch iIdren for vaccination. This has therefore, brought down the mortalitv and
morbidity rates from tetanus and whooping cough in particular. Table I & 1/ show the

37



TABLE-1

Community Health Care Project
1 New Eskaton Dhaka·2

MCH Activities through combined Mother & Child Care
Mobile Clinics under the CHCP Tejkunipara Centre, Dhaka

From January 1985-June 1985.

Children visits I Ante· natal visits
Month Deliveries Post-

1st 2nd 3rd' 4th I Total 1st 2nd \ 3rd 4th Total Other natal

January. '85 457 . 128 73 30 ! 688
79 I 6 - - 85 51 63I

February '85 274 65
I

I215 47 I 610
6: I

7 -
I - 67 44 42

March '85 256 208 126 95 685 56 - - 65 29 27

April '85 221 220 181 175 . 803 51 46 - - 97 39 63

215 /947
i

May '85 253 283 193 62 25 I - - 87 42 52
\

June '85 199
1

188 159 260 I 806 46 25 ! - - 71 47 2
I

165 ITOTAL: 1669 j 1242 . 797 822 I 4530 307 - - 472 252 249
!

Table-II Percentage completing vaccination schedule

Months DT I OPT Polio TT- Pragnant Others
Measles rBCG

1st 2nd I Total 1st r2nd 3rd Total 1st ;2nd 3rd Total 1st 2nd I Total 1st 2nd ITotal
I

151 36January '85 52 46 98 58 44 26 128 58
1

44 26 128 21 64 44 108 21 97

February '85 74 23 97 53 31 33 117 53 I 31 33 117 15 ! 16 31 62 25 87 8 68
J

March '85 68 30 98 76 46 261148 76 46 26 148 17 20 37 50 24 7/', 6 86

April '85 96 55 1 151 71 44· 48 163 71 44 48 163 14 13 I 27 42 29 71 - 76
I

! May '85 84 63·1147 68 48 29 145 68 48 29 145 32 12 44 54 23 77 15 1'13

I June '85
I

62 341 96 48 29 27 104 48 : 29 27 104 20 17 37 38 18 56 22 96
:

TOTAL: 436 251 I 68~1 374 242 189 805 374 ,242 183 805 119 93 212 310 163 473 72 E46
48%, 65% 50% :65% 50% 78% 53%

J
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vQccinations given and tho percentago comploted tho schedule. Although the results are
not so impressive, yet we are hopeful. In certain areas of our work where tetanus had been
the number ono killer (Kushtlo dlstrict-Meherpur, Bollobhpur etc.) among neonatals, young
children and post-partum women-the incidence is brought down sharply by TT & 'DPT.
The pregnant mothers ::1nd other women receive TT at the under-5 clinic. We have started
the use of the measles vaccino only recently.

BCG vaccino seems to be quite well accepted even in the villages. We have had very good co
peration from the Shyamoli IB Clinic and we are grateful for their help.

4. While talking to the waiting mothers about health and nutrition, often the discussions turn
to the availability of safe water and latrines. Thus the clinic:) providg opportunities for tho
mothers to think about the importance of safe water and proper sanitation which would
prevent several diseases from which the children suffer. The seed is sewn here at the clinic
and nurtured by the field workers through repeated visits and discussion and ono day the
fruits are seen. Families ask for tubewolls and slab latrines. Use of tubewell water at least
for drinking is therefore widely accepted and women would go through much difficulty
and hardshIp to collecl tubewell water in certain areas-having to wade through waist deep
water in the rainy season. Similarly, use of latrines has also been taken seriously by
many families and we receive request to assist with the procurement of the equipment.
Villagers willingly pay for these.

5. ORS is familiar to most women and use the formula in diarrhoea.

6, The importance of planning the size of the family and also to space the birth of their children
to keep them healthy are much better understood and practiced by many mothers,

7. Table III showing the mortality rates among infants and children in our working areas in
1983-81l·is encouraging to us, although we believe there could be a small percentage of
error on reporting.

Table-III Child Mortality Rat& During 1983·84

=

= 2,16,059
4,590

332
362

1983-84
1983-84 
1983-84
1983-84

Total Population In the Programme arias during
Total Births in the Programme areas during
Total Infant death (below 1 year) during
Total Child death (1 - 5 years) during

(1) Infant Mortality Rate 332 x 1000 72 per 1000 live births
459U

=

(2) Child Death Rate 362 x 1000 79 per 1000 live births···--4590 -

(3) Child Death Rate if 694 x 1000shown together from 151 per 1000 live b;rths
0-5 years. 4til::lO

8. During discussions at the clinic the question of poverty, lack of food and money comes up and the
possibilities of imcJme-generating activities to help the families through group formation and
saving are looked into. The mothers seek advice, loans and trainings to be able to do
something to earn sBme money for the family. Tnus interest is aroused to improve the
economic condition of the family.
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Problems oncountered

1, In tho beginning in spite of repeated motivational effort to bring tho mothers with their
children to tho clinics on a particular day met with despair. Ofton only few camo or somo
camo to soo tllo fun, This has changed now.

2. Vaccines were wasted bocause few came or tho fridge did not work (this hoppenod
mostly in the villages). Koeping the time schedule is difficult. The importance of com
pletinG tho course is not oasily understood by tho mothers. In the boginning, we had much
difficulty in motivating mothers to bring children for voccination for fear of the pricks, but
now there is greater awareness among the villagers. They usually do things in groups
so w' .on few take ·tho initiative, others would follow, Vaccination is now stopped in our
rural areas because of difficulty in maintaining the cold chain-only the Dhaka children
and r;hildren living in electrified areas are privileged,
wo oid have vaccination programma in the villaglls before, u~ing kerosine fridges. Cold
bOY-dS were used to carry the vaccines from Dhaka and small containers with cooling elements

in the lid were used to carry the vaccines to the village clinics from the fridge. But there
is wastage of vacc,nes because somotimes sufficient children do not come or the fridge goes
au t o,f order <'lid spare parts are not available.

3. It takes several sessions and much patience to make the mothers understand the importance
of vaccination and addition of other food to the child's diet. Very motivated and devoted
workers are needed for this work.

4. Fo\'ow up of malnourished children is difficult. frustrating and disappointing. In tile slums
of Dhaka-often they can not be traced, because the families are always on the move.

5. It is quite difficult to admit a very malnourished child with complications into a hospital.

6. Proper motivation of workers is very important because they are often more curative minded
and would Quickly deal with the minor ailments and let the child go rather tl1<1n take
time to talk to the mother, explain and educate her about the child's condition.

7. Use of audio Visual aids, demonstration of cooking and serving food or cleaning at scabies
takes time and therefore not done daily by the workers.

8. Mothers are in a hurry to return horr,e - so get im,:atient and create disturbance at the tea
ching session. If attractive audio visual aids are used the situation could be different,

although at times it gets out of hand.
9. Drop out rate is high as seen in Table-II. Mothers expect rniraculous weigot gain in a

short time.

10. As many mothers work (in Dhaka City) they find it difficult to attend the clinics.
Breast feeding of children by these mothers is also affected. They are not evon found in
the home to discuss about their children's condition, Vaccinations are otten not completed
because of this. If tho family members do not cooperate-mother face problems in alten·
ding the clinics as she has to be away from home for several hours.

11, The growth charts are lost or handled by everyone Sl:> much that they get dirty, worn out,
torn and dusty inspite of providing a polythene cover. We first tried to keep the charts
with the family- but we now keep these at our own base clinics and carry them to the
under 5 clinic. This way the field workers could sort out the cards of very malnourished
children to follow them up and the field supervisors could also check them with the other
staff for discussion, special action and for teaching of the staff.
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Conclusion

Tile growth charts when properly and extensively used could be good indicators of
our children's nutritional status in Bangladush. Organising rural clinics for such a purpose (rural
population 90%) is a gigantic task needing highly motivated field staff, required equipment,
education and motivation of the mother as well as the whole family.

Demonstration in preparing cheap and yet nourishing food for growing children' using
locally available food should be a Vf.rv important component of these clinics.

Availobility of all vaccines with provision for maimor'ance of cold chain is another vital
requirement for Ihe use of tha Growth Charts.

Through the use of this one card various aspects o~ the health status of the family
could be ascertained.

DISCUSSIONS ON THE PAPER

Dr. S. A. Rahman (DMCH)

Dr. (Mrs.) Mina Malakar
(Dr. Paul Baidya)

Dr. S. Ahmad (IFPN & PC)

Dr. (Mr&.) Mina Malakar
(Cr. Paul Baidya)

Whot is the dropout rate with incentive and without incentive
in your study?

We do not give any incentive. Only 2nd degree malnourished
children receive foods (a gruel mady by us) at subsidised rates.

This is not incentive because not all childrt'n get it.
Who a:~ these health workers? Whether they are paid employee?

The Health Workers are:
i. Nurses/Nurse midwives.trained in primary health care.
II. Village women-trained in primary health care (grass root level

training) e;:ld tami'\, Planning,
iii. All workers were pa.d ..::nployees.

--

41



Experience on the Use of Growth Chart
in the Commun~ty

Dr. M. Abdullah'"

Introduction

Use of growth cllart and for that matter growth monitoring is a useful tool for earlv
identification of nutritional 'at-risk' children. Monitoring is not an isolated activity nor It is
an academic exercise. It is an integral pllrt of an intervantion programmes to improve the Health
and nutritional status of childrell. Growth monitoring has no meaning unless prompted by
action.. Growth monitoring is al&o \Jery useful for evaluation of the impact of health and/or
nutrition interventions.

Prospect of Growth Mon5toring Through the Primary Health Care System

Growth monitoring can not be meaningfully done unless it is integrated into programmes
for providing some kind of service and/or material assistance to the beneficiaries. From that
point of view it seems therefore logical that growth monitoring can be made operational within
tho frame work of Prima ry Health Care Delivery System. However, there are practical problems.
We have built Rural Health Centres, Sub-Centres, MCH units etc. In many Rural Sub-Health
Centres there is no qualified doctor. If the doctor is there, the supplies are inadequate. The MCH
centres are there, bu t the Lady Health Visitors or the Paramedics are absent. The city-trained
doctors and Lady Health Visitors are reluctant to stay in rural areas particularly those that are
remote. As a result the people do not get the desired service from these programmes as designed.
So far as these services remain limited in outleach and coverage, the scope of integrating
growth monitoring into the Primary. Health Care Delivery System, will also remain very limited.
Or the other hand growth monitoring at household level by peripheral workers has its own limi
tations. Instruments need regular servicing and adjustments which aro often overlooked. Break
down of instruments is a frequent feature and lIervici£lg facilities are almost non-existent. Lack
of adequate training and supervision may lead to recording spurious result.

Community Attitude Towards Gro~th Monitoring

The usefulness of weight for age or weight for height or birth-weight as a predictor 0;
nutritional status is beyond question. But it is extremely difflcu It to underlake continuous measure
ments of height and weight of under fives or birth weight o~ new barns especially on a national
scale. Our experiences show that there are p;oblems of doing this services on national scale.

Cultural prejudices and traditional beliefs of rural people are a major deterrent 8gainst growrh
m~nitorinQ. There is a general belief in rural Bangladesh that weighing of children is bad for
their health. \/Jeighing is belived to result in loss of weight and rendel' the children vulnerable
to diseases. Even the educated people in general are not immune to thi!!. This kind of attitude
is understandable in view \)f the fact that various infections are a common feature in rural Bang
ladesh and yl"Jng children do frequently suffer from them. It is quite likely that a child may

.Asstt. Professor, Institute of Nutrition & Food Science, University 0 t Dhaka.
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get sick after weighing. Under such circumstance people would Immediately jump to the conclu
aion that the illness was caused by woighing. We have encountered this sort of situation on
many occasions. To quote one example: in one community It is happened that a young boy was
weighed and subsequently he btlcame ill with typhoid. For lack of proper treatment the codition
of the boy become so precarious thut at one point every body gave up hope of his survival.
A strong rumour sprflad in the community that the boy was forcibly weighed which made him
fear.stricken and eventually he fell ill. On another occasion the mother of a young child
vehemently opposed weighing her son. It was so amusing to hear the words of the 1T0ther
who said, "spare my son and take my own weight as many times as you wish". This gives
a clear idea of the mothers' great concern about weighing their children,

Frequently children themselves run away to avoid weighing. Not surprisingly often the
parents ask the children to hide, Parents hardly allow weigning of sick children. Also they do
not allow weighing of children who are asleep on the plea that if they are awaken they would
cry. With regard to measuring supine length of infants and children under 2 years there is a
strong superstition towards laying them down on the wooden platform of the measuring device.
They often say that only bodies are carried to the graveyard on such a thing, pointing the length
measuring instrument.

Cultural prejudices are more important with regard to measuring birth weights, People
would not generally allow their new-barns to be weighed. In some areas the mother and the
new-born are confined in a secluded house for a weeK or even for a fortnight during which
nobody is allowed to enter the house. Birthweights can, however, be easily taken in clinics,
But like other developing countries most deliveries in Bangladesh are not professionally attended
and take ph..ce outside clinics.

These sorts of community resistances to growth monitoring are frequently encountered even
at micro-level programmes where considerable motivational work to pursude people and make
them understand the usefulness of growth monitoring are undertaken. It does seen that tangible
achievements in growth monitoring on a national scale can be made through the primary Health
Care Delivery System, at least in the short-run. Nevertheless Primary Health Care Delivery System
is the only ideal platform where growth monitoring can be Integrated. It would be advisable
to undertake the pro~ramme initially on a limited scale and then gradually expand the same
as expel'iences gained in the field and short ·commgs of the programme idenfified.

DISCUSSiONS ON THE PAPER

~

I

S, A. Rahman (DMCH)

Dr. M. Abdullah

Inspite of all the drawbacks which one you prefer domicilliary measure.
ment or measurement at centre?

Growth monitoring is a continuous process and is not always
appropriate to do in clinics/or centres. B9cause in the centre
only these needing service turn up. To cover the whole community
growth monitoring has to be done at household level (domlcilliary).
However, it depends on the objective fixed for the particular progra.
mme planning of growth monitoring.
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Dr. Sadiqa Tahera Khanam :
(NIPSOM)

Dr. J. D. Sarma (RMCH): Can "Oai" bo involved in moasuring birth weight. 7

Dr. M. Abdullah Yos, They are to be taken as one of the groups of health worker 10

be irlvolved at tho moment that is the only way to do the work.
However, mOlhers are to be registered and motivated for cosent
right from the middle of pregnancy. Elders of the household inclu·
ding husband also need to be motivated.

I am afraid you ara generalising from your old experiences. In a
country where women (even teen age girls) are going in for "Garment
Industries" leaving their 8urqas and acceptibility to new practices,
no matter how innovative and novel?

Dr. M. Abd!.Jllah

Dr. M. A. Hamid Sheikh
(MMCH)

Or. M. AbdLJllah
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As more and more avenues are opened and as more and more women
come out (;~ their households, their attitude al,d cultural valulls will
surely undergo changes and acceptibility to new practices will surely
increare. But in ,ur present situation cultural prejudit;es are an
important detenant which should not be overlooked.

Inspite of prejudices in the society we have to find out some data
regarding growth. What is your suggestion please 7

I agree that we have to have some data on growth. This is absolutely
important for preliminary planning purposes. We can do that by
confining the activities in a few areas alld putting considerable
motivational work to overcome the cultural prejudices. Some kind
of material aGsit>tance must also be given to the target population.

--



Address by the Chairman of the Technical Session
Prof. N. Islam·

Learned Participants,

I am really glad to be here and very grateful to the Organisers of this workshop for inviting
me to chair this technical session. Today, I have learneci about the growth monitoring of OiJr
under-five children in Bangladesh. This is very important, a necessity and requires implementa
tion in our country at all level.

It is my pleasure to note that the National Nutrition Council has organised this workshop
on growth chart which is first of Its kind in the country. This workshop will give guidelines
for use and promotion of growth chart in Primary Heal th Care Delivery System. The authors have
nicely presented their Scientific papers, openly expressed their views, experiences and high
lighted the importance of growth monitoring In this session. They have pointed out the effect 0)

growth faltering, v:::(i~~I') factors respoJJsible for effecting the growth, effflct of exclusive breast
feeding upto 5 mti:1tils of age, weaning and supplementary feeding, use of ORS and effect of
diarrhoea, Importance of immunization, difficulties in growth monitoring and also suggested
measure to attain the implementation of growth chart in our situation. The participants have
given their learned views on wide range of different important issues. I believe, the discussions
on implementation of growth monitoring 50 far held in this session will also continue upto
the afternoon sessions particularly in group discussions for framing pragmatic recommendations.

Ladies and Gentlemen, we have also heard that growth monitoring is new to us but not
to all developing countries and components of GOBI-FFF (where 'G' stands for Growth moni
taring; '0' for Oral rehydration; 'B' for Breast feeding; '1' for Immunization; 'F' for Food
supply; 'F' for Family Planning and 'F' for Female education) whicn are very important and felt
need at present in our country. People from different walks of life are nowadays demanding
for various health and nutrition services like food, medicine, vaccine, treatment etc. No doubt,
we have lots of bottle necks and difficulties but yet we shall have to go ahead by usin::.
our own skills and experiences. I hope this workshop will give a definite direction to develop
an action programme for the development of the younger children of the country.

I would like the mention that the NNe has developed a growth chart, a mannual and a
weighing scale. These needs to be field tested in the community before wider implementation.
I am sure NNe \Alill take this responsibility and the recommendations of this workshop wIII be duly
considered by the Government for their implementation.

Before I conclude, I want to thank you again Ladies and Gentlemen, for your patient hearing,
participation in discussions and co-c.peration in conducting the session.

Thank you all .

•Dlrector. Institute of Post Gr.::duate Medicine and Research. Dhaka.
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Group Discussion And Recommendation

The participants in one day workshop deliberated on the growth monitoring in children nnd
expressed their views on the importancE> of growth chart in the community. After the te~hnical

s'3ssion the participants were devided into 6 relevant groups for pragmatic recommendations. The
recommendations of the groups were then placed in closing session for final approval. It was the
consensus that the growth chart, the growth chart ma.lual and the weighing scale developed by
National Nutrition Council, Bangladesh be used throughout the country ~Jr development of health
status of the under five children. The workshop concluded with the folloNing recommendations:-

GROUP-1 : Practice of Growth Monitoring

1. Eight areas in 4 administrative divisions of the country (Two from each division) will
be selected for field testing the growth monitoring system.

2. Personnel of all categories who are responsible for the implementation of growth ctlart shall
be trained by the NNe.

3. Growth monitoring system must be taken in association of the other components of the
growth chart as a comprehensive health package for children.

4' Growth will be monitored under 4 year (48 months) of aga for a period of one year and it
must be longitudinnl.

6. The community leaders and community as a whole should be motivated by disseminating
appropriate nutrition education through series of discussions and by providing health care for
illness. .

6. The longitudinal weighing of the children shall be done at institutional as well as at domi
ciliary level. The effort will be made by health workers to train the mott:ers to weigh
their children,

7. Evaluation of workers activities both formative and summative as well as evaluation of the
programme inclUding evaluation of all aspects of initial training, equipments & manuals and
the use of different components of the growth chart shall be a part of this programme.

GROUP-2 : Prevention and Treatment of Diarrhoea

1. Mother should have minimum health education including hand washing througly after toile
ting and specially before food preparation and food handling. If no soaf is available ashes
can be used instead.

2. Safe water (Preferably tube-well water) should be procured. collected and preserved in
clean uter.sils.

3. Once the child is attacked with diarrhoea, care should be taken so that person to person
contact is prevented specially by proper disposal of feces.

4. Freshlv cooked or heated food preferably should be provided to the childr.3n.
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5. Each family should have functioning latrine.

G. ORS should be started as soon '.IS the diarrhoea begins and it should be prepared as demo.
nstrated on the growth chart.

7. Breast feeding and other norm?l foods as used before diarrhoea should be continued during
diarrhoea.

8. If the ch i1d does not respond to ORS and deteriorates progress ively or passes bloody
mucoid stool, a physician should immediately be consulted.

GROUP-3: Immunization

GROUP-4 :

1. There should be some pictorial presentation in the growth chart to educate and motivate
mothers regarding immunization of children.

Q. Immunization schedule should be included in the growth chart to avoid drop out and to halle
the fUll course of vaccination in time.

3. To avoid tetanus neonatorum there should be some space in the growth chart for T. T. to
mothers as the health card is always carried by mothers.

4. D T should be specified in the column of others for children above 2 years.

5. Slogan on vaccination should be in the health card/growth chart.

6. In the 8 trial areas intensive immunization programme can be drawn up and growth chart can
be used as immunization care so that all the children in the trial area are coursed with
immunization.

Promotion of Maternal Nutrition. Breast Feeding
and Supplementary Feeding.

1. Maternal and infant care and infant growth monitoring systems should be included in the curri.
culum of medical institutions (Jnd&rgraduate, Post-graduate & allied institutions) in a preoise &
practil:aloriented approach. Further more the above subjects should receive special/emphasis
during course examinations.

2. Before conception~ a mother should be examined thoroughly so that she could get rid cof
any possible infection.

3. In the primary health care centres, regular (every three month) pre.natal examination
should be continued with an objective of proper maternal nutrition.

4. All mothers at their prenatal visits should be given appropriate orientation so that they can
take proper Care of their offsprings during the post-natal period.

6. To ensure adequate flow of breast milk, suckling should be started immediately after birth
and this should be continued till and effective flow of milk is achieved.

6. During the first' month, no spacing for breast feeding is recommended; feeding on demand
should be practiced.

7. Breast feeding should be continued upto the age two years.

8. (a) Road to health chart should be the indices of additional feeding.

(b) From the age of four months multi-mixed extra food may be introduced to the baby.

(c) Biting urge of the baby should be encouraged by providing teething bar or similer hard
objects.
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(d) From 6 months onward In addition to broast feoding, tho infant' should gradually be
introduced to the familv food so that tho baby is habituated to oat the usual family
food by the ago of one year.

GAOUP- 5: Treatment of Common Childhood Illness in the Community.

1. Common childhood illnesses can bo enumerated as follows :

i. Respiratary tract infection.
II. Malnutrition.
iii. Diarrhoea-watery and invasive.
iVa Helmintheaais.
v. Skin infection,
vi. Infectious diseases.
vii. Tuberculosis.
viii. Ear infoction.

2. Emphasis should be given in undergraduate and other paramedical institutes to impart
exposure of the students on the common childhood problem in the community. They
should be fully conversant wi~h these problems and is capable of managing these problem
in actual situation keeping in mind the meagre facilities in the community and the economic
constraints.

3. Treatment should be broDL'ly divided into two heading:
a. Preventive and
b. Curative
Preventive aspect will be solely looked after by the primary health worker.

4. Preventive aspect should be given the highest priority with health education and immuni
zation topping the list. The regular weighing session can be best time for health education
and other preventive measures.

5. Curative aspect got two wing-first step is at have to be covered by primary health worker
and nei\t 5tep is hospitals.

6. The primary health worker, who is adequately trained in identifyinG diseases should iden
tify and institute therapy at earliest possible time. He should be equipped with some
common medicines which includes:

a. Antibiotics-penicillin preparation only-Syruap and Tablet chloramphenicol
b. Antehelminth
c. Antihistamine
d. Metromidazane
e. Chloroquinine
f. Gention violet and Mycostatia suspension.
g. High potency Vito #A'
h. Benzyl l3engoate and un". whilfield.
i. Iron preparation
j. Riboflavin or vitamin ,B' complex drop
k. Chloramphenicol eY9 drop and oint. ete.
I. Anticonvalsant-diazepam.

So that all first line medicines for common health problems are at hand.
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7. Facilltleo should be developed for reforral systom. Primary Health Workor lUI Boon feols
SLme problem beyond hili capability (which should be tought) should refer the caBe to
appropriate perllon.

a. Referral calles should bo treated in the hospital or outdoor dispensary runned by modical
professionals.

GROUP-6 : Birth Spacing

1. If growth monitoring becomes a parl of the MCHFP programme and the mothers are aware
about the health of their children, she will definitely be motivated and more encouraged
tor adopting family planning motllods. So, growth monitormg should be an integral part
of family planning.

2. The same family planning and health workers can simultaneously advice the mothers about
growth monitoring along with othor familY pl3n,:ing measures. So, both the works may
be performtld at a time.

3. Successful breast feeding for 2 years will help by and large binh spacing in ..atural way.
This will help maintaining good health of mothers and babies.

4. Birth spacing is essential for maintaining good health of both mothers and babies. Con
sidering the state of malnutrition existing in our country, a mother will require.at least two
to three years to recoup her health after giving birth to a child. So. birth spacing of at least
3 years is essential for good health of both mothers and her babies.

--

60



Address by the Chairman of the Closing Session
Major General M. R. Chowdhury'"

learned Participants,
l.dies and Gentlemen.

It is Indeed a great pleasure for me to be present and chair the closing session of this
important workshop on growth monitoring children.

I congr6tulate all the distinguished participants who have put their wisdom and experience
together to make this workshop so rewarding. Ladies and Gentlemen. we have heard the impor~

tant recommendations presented in this session by the group leaders and rasource persons of the
six component groups of the growth chart viz. (1) Practice of growth monitoring by rural mothers
and warne... ; (2) Promotion of maternal nutrition. breast.feeding and supplementary feeding;
(3) Prevention and treatment of diarrhoea; (4) Immunization; (5) Care of common illness and
(6) Birth spacing vis~a~vis family planning. All these issues, you will agree with me, are very
important. Learned participants have given their considered views on each problem. These, as
a member of medical profession, I feel. if successfully Implemented will have profound beneficial
effects on the sta~e of national heJlth.

Among the recommendations, use of growth charts, Growth chart manual and NNe.weighing
scale in the community, selection of 8 field testing areas in 4 divisions for growth monitoring as pilot
pojects, provision of safe drinking water, education and training of health workers, motivation of
mothers for immunization etc. are Important too. Mothers should be advised to take safe drinking
water. Health workers can play an important role in this regard.

I am confident that the Integration of the components of growth chart and their promotion
through the primary health care system will certainly be very useful. In order to implement the
'recommendations made in this workshop, close co-ordinations of all reievent agencies are

necessary.

Before I conclude, I want to thank the rapporteurs, all employees of ihe National Nutrition
Council (NNC) for their hard work. Finally, I am grateful to the organisers of this workshop for
providing me this opportunity of presiding over this session. I once again convey my heartfelt
gratitude to you all, distinguished participants, Ladies and Gentlemen for giving me a patient
hearing. I hope, the National Nutrition Council will be able to help implement the useful
recommendations for effective growth monitoring in this country with a vi(!w to health for ell by
the year 2000 A. D.

Thank you all.

--

.Comdt. Armed Forces Institute of Pathology and Transfusion. Dhaka Cantonment. Dhaka.
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ANNEXURE

Participants of th__ Workshop on Growth
Monitoring in Children

Name

Mr. Alamgir M. A. Kabir

Major General M. R Chowdhury

Prof. K. Ahmad

Prof. N. 181am

Prof. M. Q. K. Talukdar

Dr. M. Mujlbur Rahman

Prof. M. H. Ahman

Dr. S. F. Rubbi

Dr. C. A. Kawsar

Mr. M. A. Mannan

Mrs. Noor·E-H8fza

Dr. Jinnat Ara Begum

Mr. M. Hazari

It,Col.Dr. Shahabuddin Ahmad (Retd.)

Dr. Md. Tojammul Haque

Dr. A. I. Begum

Mr. A. K. M. Ashraful Alam

Mr. M. Baquer

Dr. Abdul Majid Molla

br. Fitzroy Henry
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Director, IPGMA., Shahbag, Dhaka.

Professor, IPGMR., Shahbag, Dhaka.
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Director, IFST, BCSIR., Mirpur Road, Dhaka.
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Senior Programme Officer, CCDB" 26/A, Senpara Parbatta,
Mir£lur, Section No. 10, Dhaka.

Project Director, IFPN & PC., Road No 3, House No. 28,
Dhanmondi R/A., Dhaka.

Clinical Nutritionist, IPHN., Mohakhali, Dhaka.
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Programme Officer, UNICEF, Dhaka.

Scientist, ICDDR,B., Mohakhali, Dhaka.

Research Scientist, ICDDR,B., Mohakhali, Dhaka.



Name

Mr. HaBan Sorwar

Dr. M. Kabirullah

Dr. A. K. M. Siddiqur Rahman

Dr. A. J. M. Omar Faraqua

Dr. M. Abdullah
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Dr. Q. M. Iqbal Hossain
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Mr. Md. Nazrul Islam
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Dr. S. M. Abdullah-AI-Momen

Dr. M. H. Haidary

Dr. A. K. M. Tarek

Dr. Sirajul Islam

Mr. Kamal Faruque

Dr. Belal Ahmed

Dr. Moslem Uddin Mia

Dr. Shah Md. Keramat Ali
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Assoc. Instructor, BARD, Kotbari, Comilla.

Director, BIRTAN, Modical Road, Juroin, Dhal<a.

Lecturo in Community Medicine, Mymonshing Modical
College, Mymonshing.

Principal Scientific Officer, IFST., BCSIR., Mirpur Road,
Dhaka.

INFS., University of Dhaka, Dhaka.

Asst!. Prof. INFS.• University of Dhaka, Dhaka.
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Sr. Rosearch Officer, Save tile Children Fund (U. 1<. )
91, New Esl<atan Road, Dhaka

Assoc. Profe~sor. Community Medicine, Dhaka Medical
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rhat, Kurigrum.

Lecturer, Community Medicine, Sylhet Medkal College.

Registrar, Paediatrics, Rajshahi Medical College, Rajshahi.
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Asstt. Surgeon, Dhaka Medical College, Dhaka.
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Asstt. Professor, Paediaticf., Bangladesh Institute of Child
Health, Dhaka Shhlhu Hospital, Sher.e-Bangla Nagar,
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Sr. Scientific Officer, ( Nutrition) BARC, Farmgate, Dhaka.
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AFIPf

BAAS

BARe

BARD

BAU

BCSIR

BIRDEM

BIRTAN

BMRC

ass
CARE

CCDB

CHCP

CHRA

CORR

CTP

OMCH

OND

DPl

OU

I:PI

FAO

FPAB

GOBI·FFF

HFA

ICDDR,B

ICHR
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Abbreviat iOlls

Armed Forces Institute of Pathology and Transfusion.

Bangladesh Association for the Advance,nent of SClOnce.

Bangladesh Agri.:;ultural Research Council.

Bangladesh Academy for Rural Development.

Bangladesh Agricultural University.

Bi...ngladesh Council of Scientific and Industrial Research.

Bangladeeh Institute of Research and Rehabilitation on Diabetics, Endocrine and
Metabolie 0 isorders.

Bangladesh Institute of Hesearch and Training on Applied Nutr:tion.

Bangladesh Medkal Research Council.

Bangl"desh Songbrtd Sangsta.

Co-operative American Reliaf Everywhere.

Christian Commission for O~.'elopment in Bangladesh.

Community Health Care Pj'()joct.

Community Health Res-aarch .L\ssociation.

Christian organisation for Relief & Rehabilitation.

Community Training Project.

Dhaka Medical College Hospital.

Demra Narayangonj Dam.

Diptheria, Pertussis, Teti:.iii'.lS.

Dhaka University.

Expanded Programme on Immunization.

Food and Agricultural Organisation.

Fam;fy Planning Association of Bangladesh.

Growth Monitoring, Oral Rehydration Therapy, Breast.Feeding, Imnunization, Female
Education, Family Spacing, Food Supplements.

Health For All.

International Centre for Diarrhoeal Disease Research, Bangladesh.

Institute of Child Health and Research.

Iodine Deficiency Disorders.

Integrated Family Planning, Nutrition and Parasite Control.

Institute of Food Science and Technology.



INFS

IPGMR

IPHN

JGUAG

MCH

MCHFP

MMCH

NATAS

NCHS

NIPSOM

NNC

OFC

ORS

PEM

PHC

RDRS

RMCH

SSMC

STC

TT

UNICEF

URTi

USAID

VHAI

VHSS

WFP

WHO

Instituto of Nutrition and Food Scionco.

InsTitute of Post Graduate Medicine and Research.

Institute of Public Health Nutrition·

Joint Government UNICEF Advisory Group.

Maternal and Child Health.

Maternal Child Health and Family Planning.

Mymensingh Medical College Hospital.

National Anti-Tubercu losis Association of Bangladesh.

National Centre for Health Statistics.

National Institute of Preventive and Social Medicine.

National Nutrition Council.

Occiputo Frontal Circumference.

Oral Rehydration Sol ution.

Protein Energy Malnutrition.

Primary Health Care.

Rangpur Dinajpur Rehabilitation Society.

Rajshahi Medical College and Hospital.

Sir Salimullah Medical College.

Standing Technical Committee.

Tetanus Toxiod.

United Nations Childrens Fund

Upper Respiratory Traet Infection.

United States Agency for International Development.

Voluntary Health Association of India.

Voluntary Health Services Society.

World Food Programme.

World Health Organisation.
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