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Abstract
Background: The nutritional status of children does not only directly reflect the
socioeconomic status of the family and social wellbeing of the community, but also
the efficiency of the health care system, and the influence of the surrounding
environment. Objective: The present study is an attempt to assess the health and
nutritional profile of working and non working slum children in selected slum in
Dhaka. Methods: It was a cross sectional descriptive study. The subjects were
selected purposively. The study was conducted among 200 slum children in three
slum area of Dhaka city. Anthropometric data such as height and weight of the study
subjects were collected by using standard techniques. Nutritional status was
measured according to WHO guideline. Result: Most of children came from around
12 year age group and male, female distribution was equal. Most of them was
Muslim and their income was <5000 taka per month. Underweight (50%, 35%),
normal (38%, 49%), overweight (8%, 10%) and obese (4%, 6%) were among
working and non working children respectively. Around 50% of children did not
think food for his own, later and need not cook for his own. Almost all took rice 23times/day. Milk, meat, egg, fruits, noodles and soft drinks did not take 23times/day. Vegetables and pulses were taken randomly. Conclusion: Tackling
malnutrition in urban slums requires a holistic approach, especially when targeting
populations of school-age children. Recommendation: Intervention programs
related to health and nutritional status may be arranged.
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The School age is the active growing phase of childhood1. Primary school age is a
dynamic period of physical growth as well as of mental development of the child.
Research indicates that health problems due to miserable nutritional status in
primary school-age children are among the most common causes of low school
enrolment, high absenteeism, early dropout and unsatisfactory classroom
performance. The present scenario of health and nutritional status of the school-age
children in Bangladesh is very unsatisfactory2. Growth monitoring is universally
used to assess nutritional status, health and development of individual children, and
also to estimate overall nutritional status and health of populations. Compared to
other health assessment tools, measuring child growth is a relatively inexpensive,
easy to perform and non-invasive process. Geographical relocation from rural areas
to urban localities will expose migrants to new environmental challenges. Urban
slum dwellers are exposed to poor environmental conditions (overcrowding, poor
quality drinking water and sanitation, no removal of waste). Ignorance and difficult
conditions of life in the slums are likely to result in improper food habits, low health
care use and hygiene awareness and lack of knowledge of the origin of sickness and
proper measures for the cure. The situation is further worsened due to lack of
necessary health centers, medicines, and health care personnel. Children living under
such conditions are at especially high risk for health and nutritional problems.
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Anthropometric examination is an almost mandatory tool in
any research to assess health and nutritional condition in
childhood. Physical measurements like body weight, height,
circumference of arm and calf, triceps skin fold of children
have been extensively used to define health and nutritional
status of communities. Based on the age, body weight and
height, a number of indices such as height-for-age and weightfor-height have been suggested3. The children are classified
using three categories: 'underweight' (low weight-for-age),
'stunting' (low height-for-age) or 'wasting' (low weight-forheight). Low anthropometric values are those more than 2 SD
away from the CDC 2000 (Centers for Disease Control and
Prevention) standards3-6. The nutritional status of children does
not only directly reflect the socioeconomic status of the family
and social wellbeing of the community, but also the efficiency
of the health care system, and the influence of the surrounding
environment. The present study in selected slums of Dhaka City
in Bangladesh, aimed to evaluate the overall health and
nutritional profile of working and non working slum children
and to recommend measures for correction of the nutritional
deficit of the vulnerable population group and to provide
baseline data for future research.

MATERIALS & METHODS
Study Area: Vasantak, Beribad and Kalimondir slum area
Study Period and Duration: From August 2013 to February
2014
Study Population: The study was conducted among children 6
to 15 years old residing slum area
Study Design: Cross-sectional comparative study
Sample size: Sample size for the study was decided by
following equation.
n=z2xpqd2
Here
n= desired sample size
z= Value of standard normal distribution as given level of
significant (confidence level) usually considered value 1.96%
confidence interval (CI)
p= 50% or (0.5) (As no study found)
q= 1-P= (100 – 50) = 50% or (0.5)
d= degree of accuracy desired, usually set at 5% (0.05)

Data collection method:
• Data were collected by pre tested semi structured
questionnaires and in face to face interview
• Information about health profile, nutritional profile, diet habit
along with socio-demographic characteristics were also
obtained
• The field work was conducted from August 2013 to February
2014 in three slum area in Dhaka city
• The respondents were selected consecutively who met the
inclusion and exclusion criteria
Data Analysis: Data were analyzed by SPSS 16.0 version of
computer technology

RESULTS
Table1 : Socio-demographic information of children (n=200)
Most of children came from around 12 year age group and
male, female distribution was equal. Most of them was Muslim
and their income was <5000 taka per month.
Characteristics

Frequency

Age group
6-8
9-11
12-14
15-17
>17
Sex
Male
Female
Religion
Muslim
Hindu
Christian
Family members
<3
3-5
>5
Family income
<5000 BDT
5000-10000 BDT
>10000 BDT

Percentage

50
40
50
44
16

25
20
25
22
8

100
100

50
50

193
6
1

96.5
3
.5

20
166
14

10
83
7

116
66
18

58
33
9

Nutritional status

So by this equation sample size was n= 384, but due to time
constrain and lack of resources I had to take 200 samples (100
working+100 non working)

Working children

Non working children

Sampling technique: Purposive sampling technique was
applied
Inclusion and exclusion criteria: Those were willing to
participate in the study. Very sick and mentally retarded as well
as not willing to participate in the study
Data collocation tool and instrument: Pre-tested semi
structure questionnaire, Weight machine and Height measuring
scale

Underweight

Normal

Overweight

Obese

Figure1 : Nutritional status of respondents (n=200)
Underweight (50%, 35%), normal (38%, 49%), overweight
(8%, 10%) and obese (4%, 6%) were among working and non
working children respectively.
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Table 2 : Work related information of children (n=200)
37.5% did medium type of work and 40% of them did 5-8 hour
work per day and most of their income was 500-800 BDT per
month.
Work

Frequency

Non working
Type of work
Normal
Medium
Heavy
Working time
5-8 hour
>8 hour
Personal income
<500 BDT
500-800 BDT
>800 BDT

Percentage

100

50

17
75
8

8.5
37.5
4

80
20

40
10

30
60
10

15
30
5

Table 3 : Hygiene related information of children (n=200)
Tinshed house was more. Most of them used sandle during
work and toileting. They clean teeth and cut nail regularly. All
of them use tubewell water for drink. About half of them used
open place for toileting.
Hygiene information
Type of house
Building
Half tinshed
Fully tinshed
Tinshed and mud
Cane
Others
Use sandle when work
Yes
No
Use of sandle when toileting
Yes
No
Regular bath
Yes
No
Cut nail and brush teeth
Yes
No
Source of drinking water
Tube well
Type of toilet
Open
Partially sanitary
Sanitary

Frequency

Percentage

22
55
64
46
6
7

11
27.5
32
23
3
3.5

114
86

57
43

164
36

82
18

149
51

74.5
25.5

147
53

73.5
26.5

200

100

100
70
30

50
35
15

Table 4 : Nutritional knowledge of respondents (n=200)
Half of children did not know about nutritional food and
nutritious food for healthy body. Half of the children did not
know about malnutrition.
Nutritional knowledge

Frequency

Idea about nutritional food
Yes
No
Don’t know
Need to take nutritious food for healthy body
Yes
No
Don’t know
Knowledge on malnutrition
Yes
No
Got any vaccine yet
Yes
No
Got any vitamin capsule yet
Yes
No
Don’t know
Has any nutritional health problem
Yes
No
Don’t know

Percentage

100
98
2

50
49
1

67
45
88

33.5
22.5
44

92
108

46
54

152
48

76
24

128
39
33

64
18.5
16.5

58
92
50

29
46
25

Table 5 : Food security of respondents (n=200)
Around 50% of children did not think food for his own, later
and need not cook for his own.
Food security
Never
Sometimes All time
Need to think food for his own
47.50
50
2.5
Need to think food for later
53.5
44
2.5
Take any alternate meal
71.5
23
5.5
Manage food for his own
53
47
0
Has to cook by his own
62.1
36.9
1
Need to think food for
other family members
78.5
21.5
0
Frequency of cooking
65.9
34.1
0
Take his meal daily
0
37.1
62.9
Result is expressed as %
Table 6 : Dietary pattern of respondents (n=200)
Almost all took rice 2-3times/day. Milk, meat, egg, fruits,
noodles and soft drinks did not take 2-3times/day. Vegetables
and pulses were taken randomly.
Food item
2-3/d
Rice
100
Ruti
3
Milk
0
Fish
20
Meat
0
Egg
0
Leafy vegetables
85
Non leafy vegetables
87
Fruits
0
Lentil
11
Singara
2
Puri
12
Noodles
0
Biscuit
4
Soft drinks
0
Result is expressed as %

1/d
0
22
0
8
0
1
14
1
0
13
1
10
0
3
0

2-3/w
0
10
0
50
14
16
1
12
6
60
26
27
0
32
5

1/w
0
65
5
22
18
27
0
0
25
16
24
50
0
30
10

Never
0
0
95
0
68
56
0
0
69
0
47
1
100
31
85
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DISCUSSION
Children in the age group of 5-14 years are often considered as
school-age. In it is recorded that in Bangladesh one fifth of the
population consists of children between 5 and 14 years, which
includes the primary and secondary school age. Hence the
present study was formulated with the objective, to assess and
find the major socio-economic correlates of nutritional status in
school-age children. The present study showed a growth lag in
the basic parameters of height and weight as compared to the
reference standards laid down by CDC 2000. Our findings are
similar to that reported by other workers from India7, 8. Best C.
et al. also reported that underweight and thinness were most
prominent in populations from South-East Asia and Africa,
whereas in Latin America, the prevalence of underweight or
thinness was generally below 10%9. Throughout the developing
world, children fail to grow in length and weight in a
remarkably similar age-specific pattern, despite vast differences
in the prevalence of low weight (wt)/age and height (ht)/age
between the regions2. We analyzed the prevalence of stunting,
wasting and underweight as markers of under nutrition and our
findings were similar as in South Africa, where stunting and
underweight remain a public health problem in children, with a
prevalence of 20% stunting and almost 10% underweight10. The
anthropometric results of a study in Qwa Qwa also indicated
that 2.8% of the total group of respondents was severely
stunted, and that 11.3% were stunted11. Thus the differences in
the degree of growth failure in weight and height have
implications for assessing the true prevalence of chronic
malnutrition. This is also important for monitoring trends or
evaluating the effects of interventions12. There is a need to shift
the focus from wt/age to ht/age and wt/ht for assessing
malnutrition and identifying populations that could benefit from
interventions. The school children in the present study were
found to be better nourished than the rural Punjab school
children as reported in another recent study13, where the
prevalence of malnutrition was 87.4%. However, the standards
of nutrition among children in the present study were lower
than those found in children in Delhi by Dhingra et al.14 and in
urban school-age children in Tirupati as reported by Indirabai et
al.15. Goyal et al.16 found malnutrition among Ahmednagar
school children to be 20% only, with 6.8% having severe
malnutrition, which is much lower than rural school children of
Punjab (37.6%) 13 and amongst school children of Madras, as
found by Sunderam et al. (32.6%)17. These disparities in
findings of different studies may be due to differences in study
settings. The rate of under nutrition of the present study is quite
similar to the findings of Medhi et al.18 who recorded a
prevalence rate of under nutrition of 53.9% among school-age
children in Assam-India.The evidence suggests that boys are
more likely to be stunted and underweight than girls, and in
some countries, more likely to be wasted than girls 19,20, but in
the present study, under nutrition was significantly more
prevalent in girls than boys. A number of studies in Africa
suggest that rates of malnutrition among boys are consistently
higher than among girls. Studies conducted in Ecuador 21 and in
Tanzania22 show that boys were more commonly affected than
girls.

One of the largest studies20 of anthropometric status of rural
school children in low income countries (Ghana, Tanzania,
Indonesia, Vietnam and India) found the overall prevalence of
stunting and underweight to be high in all five countries,
ranging from 48 to 56% for stunting and from 34 to 62% for
underweight. Boys in most countries tended to be more stunted
than girls and in all countries, boys were more underweight
than girls. These disparities in findings are due to differences in
study frame, family setups, gender bias and parental
preferences for male children in the Indian society.
Women's educational and social status, food availability, and
access to safe water are well reported important underlying
determinants that directly or indirectly cause malnutrition
among children23. In our study mother's education was found to
be a strong predictor of child nutritional status. Data analysis of
National Family Health Survey (NFHS) 1 also showed that
mother's education has a strong independent effect on a child's
nutritional status even after controlling for the potentially
confounding effects of other demographic and socioeconomic
variables24. Earlier studies using household-level data have
found mother's education to be positively associated with a
number of measures of child health and nutritional status25-31.
Results pointing to the importance of socioeconomic status
indicators such as mother's education to children's nutritional
status are consistent with findings in Yip et al.32. Further
improvement in nutritional status with maternal education has
been reported by other authors 33-36. The pattern of declining
incidence of stunting by mother's education in Cambodia is
consistent with patterns observed in many other developing
countries37. The pattern for wasting concurs with arguments
found in several other studies38,39 that wasting is influenced less
by maternal characteristics than is stunting. One explanation is
that mother's education has a limited effect on preventing
illness such as diarrhea when there are widespread sources of
infection. Various studies have concluded that parental
education, especially mothers' education, is a key element in
improving children's nutritional status40, 41. One of the strongest
predictors of malnutrition in this analysis was mother's working
status. Children of nonworking mothers have better nutritional
status than children of working mothers, possibly due to more
time for caring of children34,35.

CONCLUSION
It is clear that the problem of malnutrition in Bangladesh is of
alarming magnitude, but also of great intricacy. A major part of
this problem is contributed by slum population. Tackling
malnutrition in urban slums requires a holistic approach,
especially when targeting populations of school-age children.
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