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1. Introduction 

The World Health Organization’s Regional Office for South-East Asia 
(WHO-SEARO), in collaboration with the Department of Nutrition for 
Health & Development, WHO-HQ and the Ministry of Public Health and 
Family Welfare, Government of Nepal, organized a regional workshop on 
National Nutrition Surveillance, in Kathmandu, Nepal from 30 November 
to 2 December 2009. The workshop was attended by participants from 
eight Member States including Bangladesh, Bhutan, Indonesia, Maldives, 
Myanmar, Nepal, Sri Lanka and Thailand. In addition, national professional 
officers from WHO country offices in India, Indonesia, Myanmar, Nepal, Sri 
Lanka and Timor-Leste attended the workshop. Partner organizations – the 
United Nations Children’s Fund (UNICEF), the World Food Programme 
(WFP) and the United States Aid for International Development (USAID) – 
also participated in the workshop. 

The overall objective of the workshop was to develop national 
nutrition surveillance strategies for monitoring growth in the Member States 
of WHO’s South-East Asia Region. The specific objectives were to: 

 Review the existing status of national nutrition surveillance 
system for growth monitoring in the Member States of WHO’s 
South-East Asia Region; 

 Review national plans for further acceleration of the adoption of 
WHO growth standards for children below five years; 

 Introduce the WHO growth reference for school-aged children 
and adolescents (5-19 years) and develop plans for its 
implementation; and 

 Agree on the essential elements of a nutritional surveillance 
system covering the entire child population from birth through 
adolescence. 

The workshop was inaugurated by Dr Alexander G. Andjaparidze, 
WHO Representative to Nepal. Dr Andjaparidze delivered the message 
from Dr Samlee Plianbangchang, WHO Regional Director for South-East 
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Asia.  In his message, Dr Plianbangchang said that in recent times, Member 
States of WHO’s South-East Asia Region have increasingly expressed 
concern at the effects of climate change on food production, food 
availability and household food security, and their impact on the nutritional 
status of the population. Based on a detailed review of available 
information, all 11 Member States of the Region had recommended 
nutrition surveillance as one of the essential activities to monitor the impact 
of fluctuating food consumption and food availability on the nutrition and 
health status of their populations. 

The introduction of the new WHO Child Growth Standards (0 – 5 
years) in 2007 among the Member States of the Region was seen as an 
opportunity to revitalize child growth assessments, linking these with actions 
to promote healthy growth in the early years of life. 

Since their introduction in 2007, the WHO New Growth Standards 
for Children below five years of age have been adopted in several Member 
States. Several persons had also been trained to serve as regional-level 
training facilitators to assist Member States desirous of adopting the new 
growth standards. 

The regional publication on adolescent nutrition published in 2006 
had reported that prevalence of thinness among adolescents varied from 
16% to 67% in Member States of the Region. The understanding of 
adolescent anthropometry remained unclear although this important age 
group faced the challenge of food crisis on the one hand and nutrition 
transition characterized by being overweight, obesity and chronic diseases 
on the other. 

The subsequent publication of the WHO standards for school-aged 
children and adolescents (5 – 19 years), published in 2007 provided an 
opportunity to ascertain the anthropometric status of adolescents with 
accuracy, as well as to establish a nutrition surveillance system 
encompassing the period from birth to adolescence. 

While the overall objective of the workshop was to develop national 
nutrition surveillance systems for monitoring growth among the Member 
States of the WHO South-East Asia Region, the specific objectives would 
review the current status of growth monitoring from birth to adolescence, 
related successes and constraints and agree on the essential elements of a 
comprehensive nutritional surveillance system. 
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The workshop would also provide an opportunity to review the 
strengths and weaknesses of nutrition surveillance activities in Member 
States of the Region, which would then identify plans to accelerate the 
adoption of child growth reference standards. The forum would also 
demonstrate to the participants and partner organizations the application of 
the new growth standards for school-age children and adolescents aged 
between five and 19 years; and in the process set about identifying what 
could be the essential elements of a nutrition surveillance system for 
Member States. Although these were big challenges, Dr Plianbangchang 
believed that with the involvement of so many distinguished experts and 
Member States, the objectives of the workshop would be met successfully. 

Dr. Adelheid Onyango, Scientist, Department of Nutrition for Health 
& Development, WHO-HQ, shared some important points from the 5th 
Global Meeting of Heads of WHO Country Offices with the Director-
General and Regional Directors on the ‘new strategic focus for nutrition’. 
This approach emphasized the development of integrated food and 
nutrition policies depending on the needs and responses of the regions and 
the need to incorporate evidence-based programmatic guidance to 
Member States. Advocacy on mainstreaming the prevention and control of 
NCDs into nutrition agendas at national levels was also considered a key 
tool in drawing the attention and commitment of different players to invest 
in nutrition and provide resources to support priority policy and programme 
interventions. Dr Onyango reminded the participants that these tasks were 
easier said than done since there were many challenges to ensure that 
nutrition issues remained on the agenda for a nation’s development and 
wellbeing of its population. The major challenges encountered were poor 
policy coherence, coverage and quality of nutrition interventions, poor 
awareness among the population and sustainable institutional capacity. 

The objectives and mechanics of the workshop were explained by 
Dr. Kunal Bagchi, Regional Adviser for Nutrition and Food Safety. 
Dr Genevieve Begkoyian, Mr Sagar Dahal and Mrs Yoopa Pooakhum were 
elected as Chairpersons respectively, for the three days of the workshop. Mr 
Sonam Rinchen was elected as the Rapporteur. 
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2. Technical Presentations 

Situation of child and adolescent health in South-East Asia Region 
Mr Sonam Rinchen and Dr. Neena Raina, WHO- SEARO 

The WHO South-East Asia Region (SEAR) accounts for almost one-third of 
the global child deaths. More than 3 million children die every year in the 
Region. India, Bangladesh, Indonesia, Myanmar and Nepal have the highest 
proportion of child deaths in the Region. Of the total child deaths, 45% are 
neonatal deaths. The under-five deaths are mainly due to pneumonia, 
diarrhoea, injuries, measles etc, while major causes of neonatal deaths are 
preterm, sepsis, asphyxia and congenital. There is a high prevalence of low 
birth weight, underweight and stunting especially in countries like India, 
Bangladesh, Timor-Leste and Nepal. The Region needs to adequately 
address the issues of malnutrition, unhealthy environments, poor access to 
quality health care and system constraints in order to prevent deaths and 
improve the health of children. Strengthening leadership and health 
systems, improving both facility- and community- based care for 
newborns/children, intensifying neonatal health interventions and 
increasing investment in maternal and child health are some of the major 
strategies that WHO is currently supporting Member States in the Region to 
implement. 

Over 350 million adolescents live in countries o the Region. Poverty, 
socio-economic factors, illiteracy, lack of access to health care and 
information, unsanitary environment etc. invariably affect the health and 
wellbeing of adolescents. The reports and studies in countries of the Region 
show that prevalence of anaemia among adolescent girls is significantly 
high; the trend of adolescent pregnancies is increasing while maternal care 
and reproductive health service coverage for adolescents remains low. The 
use of condoms or voluntary confidential counseling and testing services is 
alarmingly low in most of the Member States. More than 1.6 million young 
people live with HIV/AIDS in the Region. WHO is working towards 
strengthening and accelerating the country-level health sector response to 
the health needs of adolescents through the 4 “S” Strategy – strategic 
information, supportive policy environment, services and supplies and 
strengthening collaboration and partnerships. In recent efforts to improve 
utilization of health services by adolescents, Member States in the Region 



Regional Workshop on National Nutrition Surveillance 

Page 5 

have established adolescent-friendly health services and are disseminating 
information on the availability of sexual and reproductive health services. 

Nutrition challenges in South Asia – Dr Genevieve Begkoyian, UNICEF 
Regional Office for South Asia (ROSA), Nepal 

Child and maternal health increased in importance after the Millennium 
Development Goals # 4 and # 5 on reducing child and maternal mortality 
were adopted by all Member States of United Nations. Almost all countries 
of the UNICEF region of South Asia are well on tract to achieving the child 
health targets by 2015 except for Afghanistan that needs acceleration. As 
for the maternal mortality, most countries need to invest more resources 
and scale up their efforts and strategies. UNICEF pointed out that 
‘continuum of care’ approach - all through family planning to safe delivery 
to child immunization – could work better and effectively for improving 
both child and maternal health in the region. Malnutrition is cited as one of 
the major underlying causes of more than one third of child deaths in the 
world. South Asia has high prevalence of anemia, underweight, stunting, 
and wasting. Nutrition challenges are considerably linked to poverty, 
illiteracy, civil strife, unhealthy environments etc., which inadvertently affect 
the nutritional status of children. Developing a strong nutrition surveillance 
base to provide practical resource for policy and programme interventions 
would be one of the best ways to start with in tackling the nutrition 
challenges in the Region. 

UNICEF had been implementing a community based programme in 
selected sites of Nepal called ‘Decentralized Action for Children and 
Women (DACAW)’. The community carries out growth monitoring every 
month for children under three years of age, analyzes the data and takes 
appropriate measures at their level if child growth charts show deterioration 
or no improvement. The community also submits reports to the local health 
centres for further follow-up, and displays information on the Community 
Information Board (CIB). This initiative has been truly collaborative between 
the Government and UNICEF, and a good example of community 
participation in Nepal. If proved to be an effective strategy in monitoring 
the health of children below three, the programme will be expanded to 
some other districts. 
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Food security monitoring system – Dr Mariko Kawabata, World Food 
Programme, Nepal 

The nutritional status of the population is directly linked to the food 
availability and security of any country. Food security exists when all 
people, at all times, have physical and economic access to sufficient, safe 
and nutritious food to meet their dietary needs and food preferences for an 
active and healthy life. It, therefore, means the availability, access, 
utilization and stability of food in the community. The World Food 
Programme (WFP) in Nepal assesses food security through its monitoring 
and analysis system. It conducts surveys and analyzes data by the central 
analysis unit, and maintains a district food security network of well trained 
field monitors. Some of the indicators used for food security monitoring are 
crop production, food stock, market prices, natural disasters, migration, 
diseases, coping strategies etc. The food security situation is classified into 
five phases - generally food secure, moderately food insecure, highly food 
insecure, severely food insecure and humanitarian emergency. The 
government takes action based on the forecast of these phases. WFP in 
Nepal is making efforts to further enhance partnerships with the 
government, the Federation of Nepalese Chamber of Commerce & 
Industry, the UN Office for Coordination of Humanitarian Affairs, UNICEF, 
WHO, WB, etc. to build the capacity of government, strengthen the 
existing information management system, and provide better information 
on food security. Meanwhile, WFP is in the process of discussing with 
UNICEF and Helen Keller International (HKI) on the inclusion of some 
nutrition components into their food security monitoring system. 

Growth standards adoption and implementation update  
Dr Kunal Bagchi, WHO-SEARO 

WHO-SEARO sent questionnaires to all Member States in the Region to 
assess the implementation status of WHO Growth Standards and nutrition 
surveillance. Except for DPR Korea, all countries completed and submitted 
the questionnaires. Seven Member States have adopted the new growth 
standards, and are currently implementing them, two are preparing to 
adopt and implement them while Thailand continues to use its own growth 
reference. Member States, who have implemented it nationwide and same 
have made it gender specific. Six countries have adopted it for the 0-5 
years age group while Bangladesh, Nepal and Timor-Leste use them only 
for 0-2 years children. Countries have chosen different growth monitoring 
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indicators. Six countries have chosen weight/age, height/age, weight/height, 
BMI while Maldives, Sri Lanka and Timor-Leste have included head 
circumference as an additional indicator. Currently, not a single country has 
adopted the WHO reference for school-age children and adolescents 
although seven Member countries will consider it for adoption in the future. 
It was noted that most countries have some form of nutrition surveillance 
system, with data coming from different sources. Many of the countries are 
using data generated from information management systems, periodic 
nutrition surveys, and child health surveys. Maldives has the unique online 
child health survey system which includes indicators for nutritional status of 
children under five. However, all of them are facing some constraints 
related to the quality of data, capacity, resources, commitment and 
collaborative support from other sectors. 

3. Country Presentations 

Bangladesh 

Bangladesh faces an unfinished agenda with regard to nutrition. Sustained 
improvements in nutrition outcomes are achieved not only through 
improved food security, but also changes in behaviours and knowledge 
regarding dietary diversity, child care and health care. Changes in 
behaviours and interventions cut across multiple sectors such as food and 
agriculture, water and sanitation, education and health. The government is 
increasingly considering one holistic approach on nutrition strategic 
planning and programming. The National Nutrition Programme (NNP) 
under the Ministry of Health and Family Welfare (MOH&FW) addresses 
malnutrition especially among children under two years, adolescents, 
pregnant and lactating women. The present system of national nutritional 
surveillance is a joint effort of both governmental and nongovernmental 
organizations. Some organizations like the Bangladesh Bureau of Statistics, 
Institute of Public Health and Nutrition, International Centre for Diarrheal 
Disease and Research, Bangladesh (ICDDR,B), Health-Education Bureau 
etc.. are equally contributing towards the development of the nutritional 
surveillance system. Helen Keller International (HKI), and the Institute of 
Public Health and Nutrition have been tracking the progress in nutrition of 
Bangladesh through the nutrition surveillance project. HKI also conducted 
national anaemia surveys which enabled the country to know the 
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prevalence and trends of anaemia. Thus, the Government and many other 
agencies are supporting the nutrition surveillance system in Bangladesh. 

Bhutan 

Bhutan is a landlocked country with a total population of 671,083 of which 
71,833 are under five and 161, 000 are adolescents. The recent national 
nutrition survey (2008) showed the prevalence of wasting at 4.6%, stunting 
at 37 % and underweight at 11.1%. Iodized salt coverage is more than 95%, 
and the total goitre rate is less than 5% in the whole country. The child 
growth standards recommended by WHO have been successfully adopted 
nationwide, and are being implemented since March 2008. The weight-for-
age is being used for children in the year 0-1 age group. Currently, there is 
no separate programme for monitoring the health of adolescents but there 
is a comprehensive school health programme that targets only school-going 
children. To prevent nutrition-related health problems among school 
children, iron tablets, vitamin A and de-worming tablets are being provided. 
However, the major constraints are the lack of financial resources and 
technical capacity. 

India 

The Ministry of Health and Family Welfare and the Ministry of Human 
Resource Development (Dept. of Women & Child Development) jointly 
adopted the WHO child growth standards in 2007. The sex specific charts 
for under-five children and Z score classification are being followed. The 
indicators selected for India are weight-for-age, height-for-age and weight-
for-height. Implementation of the WHO growth standards was initiated 
after rigorous training of trainers, orientation meetings and pre-testing. 
Today, the child growth charts have been incorporated in the facility-based 
management of IMNCI, the training package for the management of SAM, 
and the pre-service training curriculum for nurses and ICDS workers. 
However, India is not using the WHO growth references for school-aged 
children and adolescents although anthropometry measurements are done 
annually during the health check ups. As far as the sources of nutrition 
information are concerned, India has a National Nutrition Monitoring 
Bureau, National Family Health Survey, Health MIS, ICDS MIS, and District 
Level Health Surveys. The information on nutrition is being used for policy 
development, prioritization, budgetary allocation, and for planning 
interventions for nutrition. 
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Indonesia 

Indonesia adopted the WHO child growth standards in 2007. In order to 
implement them successfully throughout the country, sensitization and 
familiarization meetings have been organized for different stakeholders, 
training for facilitators and end users have been conducted, and an 
adequate number of new child growth charts have been printed. The new 
growth chart is gender specific and also has provision for recording 
information on a child’s immunization, supplementation, diseases and 
medical check ups. The new growth standards have also been incorporated 
in the pre-service training for pediatricians and nutritionists, and the 
curriculum for schools. However, the WHO growth references for the 
school-age children and adolescents have not been adopted yet but the 
government will consider them in the future. The national nutrition data in 
Indonesia come from basic health surveys conducted every three years, 
annual routine nutrition status monitoring of under-five-year-olds and 
school-age children, and monthly weighing at health service posts. The 
information flow is from the lowest community level (posyandu) to the 
central ministry level. The major constraints the government faces in 
implementing the new growth standards are inadequate financial and 
human resources. 

Maldives 

Maldives has about 21% underweight children, 17% stunting, and 13% 
wasting, and 11% low birth weight among <5 year-olds. The exclusive 
breastfeeding rate stands at 50.5%.  Among children between six months to 
five years 57% are iron deficient, and 50.1% moderately deficient in 
Vitamin A. Iodine and zinc deficiencies are generally low. Maldives adopted 
the new child growth standards in 2007. The indicators chosen were 
gender.-specific, weight-for-age and length-for-weight for the 0-5 year age 
group. Head circumference for age is only used for the 0-1 year age group. 
These growth standards have been adopted nationwide using the Z-score 
classification system. The child growth development card includes 
information on immunization, diseases, treatments, clinic attendance, 
growth curve trends, child spacing, and breastfeeding. However, no work 
has been done on growth monitoring for adolescents so far. The only 
monitoring carried out for school children is done by school teachers who 
measure height/weight every semester and record it on the report card. 
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The Ministry of Health is implementing an Online Nutrition and Child 
Health Surveillance System (ONCHSS) with the aim to record and keep 
track of various health services received by pregnant mothers and children 
up to 5 years of age. It is a tool for monitoring various indicators in order to 
enable focused interventions to improve the effectiveness of the service 
delivery mechanism. The primary data is entered using a manually filled up 
booklet called the cohort card or the child growth development card. The 
data then are analyzed, statistical reports generated and shared at various 
levels of the health system. 

Myanmar 

In Myanmar 31.8% of children under five years of age are underweight, 
32% arestunted and 8.6% wasted. About 71% of pregnant women, 26% of 
adolescent school girls and 75% of children were anaemic according to a 
recent nutrition survey 2006. A national workshop was held in March 2009 
to adopt the WHO child growth standards. Once the training of trainers is 
completed, the new standards will be implemented nationwide. In the 
meantime, the Ministry of Health is preparing a plan of action for 
implementation and promotion of the WHO growth standards.  There is no 
nutrition surveillance system for adolescents in Myanmar. The weight and 
height assessment for students is done in schools as a part of the school 
health activity but without any proper references and recording system. The 
government is considering the adoption of the WHO growth reference for 
school age children and adolescents. 

The national nutrition surveillance system has a host of contributors in 
the process of collecting data on the health and nutrition. The State and 
Division Nutrition Team (SDNT) collects monthly data on food prices, cases 
of Protein energy malnutrition (PEM) and Vitamin A deficiency (VAD), and 
reviews the trends and case loads. The 31 nutrition sentinel townships 
collect and report monthly number of LBW and nutritional status of under-
3 children based on weight-for-age. The Ministry conducts food and 
nutrition surveys or multiple indicator cluster survey (MICS) regularly. 
Infantile beriberi Surveillance and IDD surveillance are regularly updated. 
The Health Management Information System collects nutritional status of 
under-3 children (low birth weight and underweight). However, the major 
challenge is to integrate all vertical reporting and surveillance into one 
system. 
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Nepal 

The main nutrition issues in Nepal are protein energy malnutrition, Vitamin 
A deficiency, iron deficiency (anaemia), low birth weight and Iodine 
Deficiency Disorders. The malnutrition rates in children 0-5 years are 39% 
underweight, 43% stunting, 13% wasting and 48% with anaemia. Nepal is 
in the process of adopting the WHO growth standards and will include 
gender-specific growth charts and cut-off points for the indicators: Wt/A, 
L/Ht/A and Wt/Ht/A. There is no formal nutrition monitoring of adolescents 
in Nepal. However, the Ministry of Health and Population, and the Ministry 
of Education are jointly implementing a School Health and Nutrition 
programme in two pilot districts. This is essentially a school-feeding 
programme addressing different elements of nutritional health (such as food 
safety, sanitation and hygiene) and including growth monitoring of 1-5 
graders. 

The National Nutrition Surveillance System receives inputs from 
Nutrition Status Survey, Multiple Indicator Cluster Surveillance, Family 
Health Surveys, Micronutrient Status Surveys, and Demographic Health 
Surveys. The Screening and Prevention of PEM initiative has traditionally 
been providing growth monitoring data (weight-for-age) for children under 
three years. However, since 2008, this has been extended to children 
under five years. Growth monitoring is institutionalized from a tertiary 
hospital level to the outreach clinic level in the community although the 
overall coverage for the country remains low. Major challenges in the 
nutrition surveillance system are unavailability of appropriate measurement 
tools, inability to integrate growth monitoring with other related 
interventions such as Infant and young child feeding (IYCF), Community-
based integrated management of childhood illness (CB-IMCI), nutrition 
counseling etc., poor technical capacity, incomplete reporting, and lack of 
supportive supervision for health workers. 

Sri Lanka 

Undernutrition is a public health issue in Sri Lanka. One of every five 
children is born with low birth weight and nearly one third of children <5 
years of age are underweight, 24% stunted and 14% wasted. About 58% of 
infants between 6-11 months and 38% of children between 12 and 23 
months are anaemic. In addition, one of every three adolescents is thin 
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(33%). The Ministry of Healthcare and Nutrition adopted the WHO child 
growth standards in 2007, and integrated them within the Child Health 
Development Record (CHDR). Health providers were trained on growth 
monitoring for its successful implementation. The growth monitoring and 
promotion component is included in all basic in-service training 
programmes. The government is considering the inclusion of WHO 
adolescent growth charts in the CHDR in 2010. Currently, the Ministry 
conducts school medical inspection (SMI) annually for children in grades 1, 
4, 7 and 10 where the weight, height and BMI are measured. The Ministry 
of Healthcare and Nutrition embarked on a web-based nutrition 
surveillance system to promote actions at every level of service provision 
which will support the alleviation or prevention of malnutrition in Sri Lanka. 
The main indicators used are related to agriculture, infrastructure, health 
and caring practices, “samurdhi” and poverty alleviation, livestock and 
fisheries. 

Thailand 

Thailand first established a growth reference for childhood from the ages of 
0 to 19 years in 1975. This reference used the Gomez criteria to assess 
nutritional status and did not make a distinction between sexes. A revised 
reference was developed during 1995-96 and disseminated widely in 1999.  
This revised reference has different criteria for males and females and uses 
a Z-score system to determine nutritional status. Three core indicators are 
used to classify nutritional status of children and adolescents aged 0 to 18 
years including: weight-for-age, height-for-age, and weight-for-height. 
Growth monitoring and promotion (GMP) for children and adolescents is 
being implemented in schools. Recently, the Ministry of Public Health 
revised the national nutritional surveillance system and is piloting it in 24 
districts of 24 provinces. During 2009, resource preparations were made for 
continued implementation of the NSS in 2010 and expansion to the 
remaining 51 provinces in 2011. The focus of the NSS is on pregnant 
women and children aged 0 to 18 years. The recommended indicators 
include height-for-age and weight-for-height. The Thai Growth Reference is 
used for assessing nutritional status. The major challenge Thailand faces is to 
ensure that the staff and implementing partners have adequate knowledge, 
understanding, skills, and concern for the importance of the NSS. 
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Timor-Leste 

Poverty affects over 40% of the population including children <5 years of 
age that constitute 20% of the total population. Consequently, there is a 
high prevalence of malnutrition among children and women in Timor-
Leste. About 49% of under-five children are chronically malnourished, 46% 
are underweight, 49% stunted and 24% wasted. The combined effects of 
infectious diseases and under-nutrition contribute to high under-five 
mortality. Child nutrition is a major challenge for the government. 

The country is recovering from the consequences of political and civil 
unrest, and the government is investing well in the health sector. The 
Ministry of Health is undertaking preparations to adopt the WHO growth 
standards for under-five children and is considering the development of 
national nutritional surveillance. 

4. Review of national plans of action for the 
acceleration of the new growth references for 
children below five years 

Adelheid W. Onyango, WHO HQ briefed the participants on the 
background of the new growth references for school-aged children and 
adolescents. The new growth curves for school-aged children and 
adolescents were constructed by merging the data from the 1977 National 
Centre for Health Statistics growth reference (1-24 yrs) with data from the 
under-five growth standards’ cross-sectional sample (18–71 months). The 
merged data sets resulted in a smooth transition at five years for height-for-
age, weight-for-age and BMI-for-age. At 19 years, the new BMI values at 
+1 standard deviation (SD) are 25.4 kg/m² for boys and 25.0 kg/m² for 
girls. These values are equivalent to the overweight cut-off for adults (> 
25.0 kg/m²). Similarly, the +2 SD value (29.7 kg/m² for both sexes) 
compares closely with the cut-off for obesity (> 30.0 kg/m²). The new 
curves are closely aligned with the WHO Child Growth Standards at five 
years, and the recommended adult cut-offs for overweight and obesity at 
19 years. They fill the gap in growth curves and provide an appropriate 
reference for the 5 to 19 years age group. As for the adoption and 
implementation of the new child growth monitoring standard for under-five 
children, 104 countries have adopted (status as of September 2009) and are 
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at different stages of implementation. Many countries are looking to extend 
surveillance to school-age children (based on the 5-19 yrs reference). Some 
challenges for implementation of the standards are the lack of ownership 
for actions and follow up, poor involvement by some key sectors or 
negative competition, weak commitment and advocacy or leadership by 
primary owners, and absence of M&E component in the adoption 
framework. 

To guide the group work and help the participants in understanding 
and reviewing the country’s nutrition surveillance system, Ms. Monika B. 
Bloessner, WHO-HQ highlighted the components and processes involved 
in setting up a public health surveillance system. The need to clearly state 
the goals, objectives, and nutritional assessment methods required was 
emphasized. The surveillance system should have all its key elements: e.g. 
indicators, system capacity and infrastructure, target population, data 
collection methods, data management system, data flow, quality assurance, 
stakeholders, resource requirements and mobilization for managing NSS 
etc. 

The participants were divided into four groups, and asked to review 
their national plans for the acceleration of the new growth references for 
children below five years. 

a) Presentation of group work: 

Group 1 – Maldives and Sri Lanka 

Most issues and concerns pertaining to implementation of growth 
monitoring standards were common to both countries. Maldives and Sri 
Lanka have adopted, and are implementing the WHO growth standards for 
under-five children since 2007. For the purpose of increasing coverage and 
sustaining growth monitoring and promotion for children, continued 
training is being provided to all the community level health care providers. 
However, the decision makers and stakeholders lack demonstrable support 
and commitment to promote growth monitoring, as a result of which it has 
received less priority and resources over the years. Besides, growth 
monitoring and promotion (GMP) is seen by health workers as additional 
work, and the quality of data is likely to be compromised. The use of data 
at the facility level is very minimal which otherwise could be beneficial to 
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them in terms of designing interventions locally and securing resources for 
efficient implementation of their GMP activities. 

The following points were proposed as a way forward for Maldives 
and Sri Lanka: 

 Improve the quality of data – routine standardization of 
measurements. 

 Reduce work load for health workers. 

 Change the TORs of female health workers. 

 Advocate for human and financial resources. 

 Provide regular refresher training on GMP and counseling. 

 Build capacity for community groups on GMP and counseling. 

 Conduct regular reviews with all the levels of implementers and 
professional groups on GMP. 

 Strengthen supervision and evaluation of GMP activities. 

Group 2 - Bhutan, Nepal and Timor-Leste 

Bhutan integrated the new WHO child growth standards into the Mother 
and Child Handbook (MCH), and is currently implementing it nation-wide. 
Nepal and Timor-Leste are preparing for a pilot testing in selected districts, 
and later on for nation-wide implementation. The preparations are well 
under way in these two countries which includes training of trainers, 
meeting and workshops with policy makers and stakeholders (Ministry of 
Health (MOH), UNICEF, World Health Organization (WHO), World Food 
Program (WFP), Inter national office of Migration (IOM), Non-governmental 
Organizations (NGOs) for support and approval of the new standards. Once 
approved, Nepal and Timor-Leste will carry out translation and mass 
printing of new growth charts. Bhutan will continue to focus on enhancing 
the coverage and quality of MCH implementation through incorporating 
new standards in the in-service training curriculum for health workers, 
improving communications with field workers, and ensuring timely and 
adequate supply of the MCH handbook. 

Nepal will carry out the pilots in five districts with the new growth 
charts for a year, and then the chart will be further adjusted and finalized 
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before its final adoption. After the approval from the government, nation-
wide implementation will take place in a phased manner. Therefore, it is 
expected to take over two years before Nepal will have a nation-wide 
coverage. As for Timor-Leste, the piloting will take place in four districts 
before the nation-wide scale-up programme following the adoption of 
WHO standards. 

All three countries anticipate challenges in mobilizing human and 
financial resources. 

Group 3 – India, Indonesia and Thailand 

India integrated the new growth standards into the mother and child 
protection card in 2007, which was then followed by a series of training of 
health workers from selected districts. The Ministry of Health and Family 
Welfare (MoHFW) included the new growth standards in the IMNCI 
training module and pre-service curriculum for nurses and integrated child 
development workers. Current efforts are focused on advocacy and 
sensitization of new growth charts among stakeholders and professional 
bodies to promote them at various levels. Capacity building is on-going for 
a large number of health workers that include medical officers, Auxilliary 
Nurse Midwife (ANMs), and Anganwadi Workers (AWWs). The MoHFW is 
considering the inclusion of new growth charts in the pre-service curriculum 
of medical and nutrition schools. The new growth charts will also be 
incorporated into the Serve Malnutrition Management (SAM) management 
protocol, facility-based (Weight for Age (WFA), Mid upper arm 
circumference (MUAC)) and community-based (MUAC) guidelines. India 
faces some challenges in framing the convenient time for training because 
of the large number of providers involved; pulling different sectors together 
for collective efforts and united support, and improving the coverage of 
growth monitoring promotion in communities. 

Indonesia, which adopted the new WHO growth standards in 2007, is 
preparing to launch them officially in December 2009. Presently, the 
Ministry of Health is progressively sensitizing the decision makers, 
stakeholders, professional organizations and experts on the new growth 
standards, aiming to garner support and resources for its implementation. 
The facilitators and end-users have been trained, and the pre-service 
curriculum for School of Nutrition has incorporated the new growth charts. 
However, the Ministry still needs to carry out training for more district 
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health staff, distribute new growth charts, and include new standards in the 
medical education curriculum. Due to its sheer population size and 
topography, Indonesia faces problems of health disparity and less 
participation in health service posts at community level. Besides, it is taking 
a long time to cover the training of all health workers in the country. 

Thailand has been using its own growth references for under-five 
children since 1982. The current areas of focus are – provision of refresher 
training for health workers, dissemination of IEC materials on growth 
monitoring to wider audiences, and updating of nursing curriculum on time 
with new changes in the growth standards. Thailand today needs to 
strengthen its monitoring and evaluation system for GMP programmes and 
ensure universal coverage and maintain high quality while implementing 
the growth monitoring standards. 

The following recommendations ensued from the work of Group 3: 

 Regular technical monitoring and supportive supervision to 
increase coverage and improve quality; 

 Adequate and regular budget allocation for nutrition surveillance 
implementation; and 

 Promote learning and sharing forum at every level (province, 
district and sub- district level); 

Group 4 - Bangladesh and Myanmar 

Bangladesh adopted the WHO growth standards in 2007 for 0-2 years, and 
has included Growth Monitoring Promotion (GMP) in the National Plan 
(HNPSP) and national monitoring and supervision system, which 
underscore the high priority given by the government to this matter. The 
current coverage of GMP with the new growth standards is about 19-20%. 
In addition to the efforts of health workers, there is a fairly good number of 
non-governmental organizations participating and supporting the GMP 
implementation. There will be regular reviews, studies and assessments to 
keep track of the progress as well as to continue to improve the growth 
monitoring promotion in the country. The Government of Bangladesh has 
been trying its best in recent years to mainstream the nutrition agenda 
within the overall national health system development. However, financial 
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sustainability, translation of policy into action, and geographic coverage are 
some of the major issues of concern. 

Myanmar adopted the new WHO growth standards for under-five 
children in 2009, and is currently piloting them in 31 townships. Once the 
pilot is over, national coverage with the support of government and national 
NGOs is planned. Presently, the growth monitoring coverage is roughly 
30% of the population. Meanwhile, the Ministry of Health will continue to 
train master trainers, translate growth charts into local language and plan for 
future expansion. The Ministry faces constraints in the areas of 
procurements, finance and resources for training. 

Key points discussed following the group work presentations: 

 Anthro and AnthroPlus are user-friendly softwares that facilitate 
data gathering, data anlaysis as well as import and export of files. 

 Countries which use their own references can only compare 
their data within the country unless the data are re-analyzed. 

 A request was made to WHO-HQ to further clarify the issue on 
the effect of genetics on the growth of adolescents. However, 
due to many confounding factors such as cumulative effect of 
exposure to feeding, infections etc. it is difficult to measure the 
effect. 

 One of the ways to reduce the workload of health workers is to 
decrease the catchment population that the facility caters to or 
to increase the number of health workers. 

 Piloting is very necessary for adaptation of standards to the local 
context and for making necessary adjustments. Thus, it is 
important to give adequate time for the pilot phase. 

 Convergence of other sectors is vital in the functioning of the 
NSS. 

 Feedback Forum in Thailand is used to closely interact, discuss 
and exchange experiences and information among the health 
personnel from different levels of the health care system. 



Regional Workshop on National Nutrition Surveillance 

Page 19 

5. Identifying the essential elements of a nutrition 
surveillance system covering the entire 
population with the focus on 0-18 years 

Another round of group work was organized to plan and discuss the ways to 
accelerate the implementation of the growth standards and identify the 
essential elements required for establishing national nutritional surveillance 
systems (NSS). The participants were divided into the same four groups and 
asked to identify the essential elements of a nutrition surveillance system 
covering the entire population with the focus on 0-18 years. The list of 
suggested core indicators for nutrition surveillance system was provided to 
guide them through their discussions and for coming up with the essential 
elements. 

Nutritional indicators Measurements (data) Age groups 

Undernutrition (stunting, 
underweight, wasting) 

Overweight/obesity 
Weight, length/height All 

Haemoglobin 

Ferritin Iron status 

Transferrin receptor 

Children ≥6 months 

Adolescents 

Women of childbearing age 

Night blindness 
Children ≥24 months 

Pregnant and lactating 
women Vitamin A status 

Serum retinol + CRP Children 6-60 months 

Goitre 
Iodine deficiency 

Urinary iodine excretion 

School age/adolescence 

Women of childbearing age 

Pregnant and lactating more 

Exclusive breastfeeding 0-6 months 
IYCF Complementary feeding 

from ≥4 food groups 6-23 months 

Where surveillance programmes are already established that collect 
data on risk factors for nutritional deficiencies/ or diseases related to 
nutritional deficiencies, the NSS need not duplicate the ongoing efforts but 
should rather explore how to build synergies with the existing system for 
data exchange and combined analysis. Where the population or pockets in 
a country have a known nutritional problem the status of such a nutrient 
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should be included among the core indicators for surveillance. Selection of 
additional indicators (from other information systems or included among 
data to be collected primarily for the NSS) should be informed by the most 
important nutritional problems, e.g., in a population with high rates of IDD, 
monitor consumption of iodized salt. 

Group 1- Maldives and Sri Lanka 

The Nutrition Surveillance System (NSS) is considered as a tool to keep a 
close watch on the nutritional situation of the country. The NSS data are 
essentially required by policy makers, planners, managers and health 
institutions for making evidence-based policy decisions and developing 
impact-oriented health strategies. The nutritional surveillance system should 
be feasible and sustainable within the available resources, and should have 
will bring positive impact to the larger population. All health workers at 
different levels in the health system will engage in data collection, 
compilation, simple analysis and submission of reports to the next level. The 
NSS and HMIS should be linked, and they should be complementary to 
each other. 

Selected core indicators for Maldives and Sri Lanka: 

Indicator Frequency Source 

Weight for age - <1yr & up to 5 yrs Monthly and 
Quarterly  

GMP 

Length/Height for age <1yr & Height 
for 1-5 yrs 

Monthly & Quarterly GMP 

Ht/age & BMI (school)  Yearly  SHR 

Anemia among school children Yearly Surveys 

Exclusive BF five Yearly DHS 

Complementary feeding    

Mean Wt gain during pregnancy Yearly MCH 

Anemia during pregnancy  Yearly MCH 

Low birth weight Qtly/ Yearly MCH 

Serum retinol level  five Yearly Surveys 

Urinary Iodine three Yearly Surveys 
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Maldives and Sri Lanka may also consider some of the following 
indicators which are generally linked to nutrition: Serum/hair Zn level; 
staple production/imports (per capita availability); vegetable and fruit 
production/imports (per capita availability); key commodity prices; water 
quality monitoring; availability of safe latrines; percentage of social welfare 
beneficiaries; per capita fish production. The sources of data for these 
indicators will be national surveys and annual government statistics. 

The NSS implementation in sentinel sites will take place in a phased 
manner, increasing sites/district every year. The surveillance system will 
have to go through a process of data receipt, data entry, analysis and report 
generation. The NSS should have a mechanism to receive and send 
feedback. Responsible personnel for data collection and analysis will have 
well defined terms of reference. 

The Ministry of Health should intensively advocate with all health 
personnel to promote the flow and usage of NSS data. 

Group 2 – Bhutan, Nepal and Timor Leste 

The nutrition surveillance system will provide necessary information to the 
policy makers and programme implementers to improve the nutritional 
status of children and adolescents in the country through policy 
interventions, prioritizing resources, and improving strategies for child and 
adolescent nutrition. A variety of organizations and professional groups can 
use the NSS data. Potential stakeholders required to sustain and maintain 
the NSS are the Ministries of health, education, welfare, internal affairs, the 
Planning Commission, local governments, NGOs and the private sectors. 

Selected Core Indicators for Bhutan, Nepal and Timor-Leste: 

Indicators Measurements (data) 

Underweight, stunting, wasting Weight, length/height, BMI 

Overweight/obesity prevalence BMI 

Prevalence of anaemia Hb 

Prevalence of VAD Night blindness and Serum Retinol  

Prevalence of IDD UIE and visible goitre  
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Indicators Measurements (data) 

Risk behaviors Food habits,  physical activity, tobacco use, 
drug abuse 

IYCF 

EB within 1 hour, EB up to 6 months, BF up 
to two years and beyond, Complementary 
feeding behaviors, Food behaviours of 
children 

Morbidity pattern Common diseases (among 0-18 years) 
(Data Flow of Surveillance System for children Children <5 years)  

The system would consist of levels of units and sub-units. The lowest 
data feeding unit will be village level health centres, health posts and 
outreach clinics. The next level would be block and district health facilities. 
The District Health Office will receive the data, and forward it to HMIS in 
the Ministry of Health. The HMIS will act as the central data processing 
centre where final compilation of all data will take place and the 
information thus generated through HMIS will be disseminated to all 
departments, division, programmes and health facilities. The data of the 
nutrition programme will also be fed into the HMIS. A simple analysis of 
data will take place at every level of data feeding units (e.g. health posts). 
The submission of data will be from the lower to higher units while the 
exchange of feedback will take place both ways (e.g. health posts district 
office HMIS). 

Data flow of sentinel surveillance for school- age children and 
adolescents. 

Since establishing nation-wide surveillance for children and 
adolescents will be difficult, institution-based sentinel surveillance will be 
initiated. The children and adolescents (6-18yrs) studying in schools and 
religious institutions will be the targets of the surveillance where their 
weight and height will be measured. The yearly risk behaviour survey will 
also support the sentinel surveillance particularly in getting data on the food 
consumption pattern, physical activity and substance abuse among children 
and adolescents (6-18 yrs). The District Health Office will compile the data, 
analyze and prepare a report and submit it to HMIS (Ministry of Health), 
schools and religious bodies every three months. The HMIS in the Ministry 
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will distribute the report to various departments and divisions for policy 
changes, programme planning and management. 

Poor commitment by the government and health providers, shortage 
of financial and human resources, poor infrastructure and logistics may 
affect the management of NSS. 

The major challenges are: 

 sustaining the surveillance system, 

 ensuring high data quality and timely flow of information, 

 promoting the use of data/Information at every level of the 
health system. 

Group 3 – India, Indonesia and Thailand 

India 

The main purpose of the Nutrition Surveillance System (NSS) is to assess the 
nutritional status of children and adolescents, and accordingly determine 
the policy and intervention strategies. The surveillance will consider 
nutrition indicators on micronutrient deficiencies and dietary intake 
patterns. The NSS data will be useful to the ministries of health, education, 
agriculture, and the Department of Women and Child Development, the 
Planning Commission, professional bodies, international agencies, NGOs 
etc. 

The elements of the Nutrition Surveillance System are as summarized 
below: 

Systems to collect data • National Nutrition Monitoring Bureau (all 
age groups every 6-7 yrs)  WFA, HFA, 
WFH, BMI; micronutrient deficiency --
prevalence (VAD, IDD, IDA), obesity, 
diabetes, hypertension  (data limited to 
10 states) 

• ICDS MIS – monthly; growth monitoring 
WFA 
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• HMIS – Monthly; Vit A coverage, IFA 
coverage, child feeding practices 

• NIDDCP – Iodine deficiency prevalence 
district level survey 

• NFHS - National and state estimates– WFA, 
HFA, WFH, BMI, anaemia prevalence, child 
feeding practices 

• DLHS – District level estimates; child 
feeding practices; anaemia and Vit A 
coverage 

Indicators for nutrition 
monitoring 

• Growth monitoring – WFA (MIS); WFH, 
BMI; Anemia Prevalence(Hb), IFA coverage, 
Vit A deficiency prevalence (clinical signs 
NNMB & S retinol- NNMB), Vit A coverage, 
Zn coverage, Iodine deficiency disorder 
prevalence (goitre rates, UIE), salt 
iodization, child feeding practices – breast 
feeding and complimentary feeding  

Responsible for data 
collection 

• NNMB – Surveillance teams, ICDS workers 
(AWW), Health workers (ANMs), 
NFHS/DLHS surveys – research agencies 

Methods of data collection • NNMB – periodic survey (6yrs) 

• ICDS & Health – monthly MIS 

• Programme-specific – IDD surveys (5yrs) 

Data analysis  • NNMB, HMIS (District health staff), 
ICDS(District level) 

Reporting  • HMIS &ICDS MIS – District staff; monthly to 
state; state to centre 

• NNMB - MoHFW 

Use of data  • NNMB – data collection and analysis and 
reporting 

• District health and ICDS staff – data 
compilation 

• State and Central govt, use data for policy 
decisions, planning and monitoring 
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• Planning Commission uses data for policy, 
planning activities and budgetary allocation 

• International agencies and NGOs 

Who are the stakeholders • National Planning Commission, MoHFW, 
DWCD, MoE, MoA, professional bodies, 
international agencies, NGOs, private sector 

Purpose of engaging 
stakeholders 

• Political commitment; policy development; 
adequate budgetary allocation; 
Implementation of interventions; monitoring 
of interventions 

Indonesia 

The Nutrition Surveillance System for Indonesia is meant to collect data for 
defining the nutritional status of the age group 0–18 years, which in turn 
will guide policy intervention and programme planning. The data harvested 
through NSS will be useful particularly to the government agencies for 
prioritization, resource mobilization, designing interventions and for 
programme management. 

The elements of the Nutrition Surveillance System are as summarized 
below: 

Systems to collect data  • Basic health survey ( 3 years)  WFA; HFA; 
WFH; BMI; micro nutrient deficiency (VAD, 
IDD, IDA)  all populations 

• Nutrition status monitoring U-5 (annually)  
WFA; HFA; WFH 

• Screening of health and nutrition (BMI and 
anemia)  entering school  

• Monthly weighing at integrated health post 
(WFA) for U-5; 

• During ANC examination of Hb and BMI in 
some health facility 

Indicators • Nutritional indicator  WFA, HFA, WFH, BMI, 
MUAC; 

• Micronutrient indicator  iron status (Hb), vit. 
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A status (serum retinol & coverage); iodine 
status (UIE / iodized salt consumption) 

• IYCF (survey & routine) 

Responsible for data 
collection 

• National Research and Development Agency 

• Health officials at the sub-district (routine data) 

Methods of data collection • Surveys, regular monitoring reports  

Data analysis  • National Research and Development Agency; 
MOH; local government 

Reporting  • Planning agency; MOH; local government 

Use of data  • National Research and Development Agency  
further research  

• Planning agency  policy and planning 
development 

• MOH & local government  design 
interventions; policy and planning 

• NGO & private sector  research; project 
development & for funding  

Who are the stakeholders • National Planning and Development Agency; 
Coordinator Ministry of Welfare; Ministry of 
Internal Affairs; Ministry of Health;Ministry of 
Education ; Ministry of Religious; MoAgri; local 
government, NGOs, private sector 

Purpose of engaging 
stakeholders 

• Political commitment;  

• Securing funds for NSS implementation and 
interventions 

• Policy development and nutrition programme 
planning  

Thailand 

The purpose of the NSS is to obtain nutritional status data (anthropometry 
assessment) to help determine the policy and strategic planning for nutrition 
and development. The NSS data will benefit all relevant agencies such as 
government and nongovernmental organizations, international agencies, 
and other institutions. 
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The elements of the Nutrition Surveillance System are as summarized 
below: 

Systems to collect data  • National nutrition survey (every 5 years) and 
regular nutrition surveys 

• Pilot projects -  every 3 months for children 0-5 
years and every 6 months for child and adolescent 
age 6-18 years (school based system); Hb, BMI of 
pregnant women (from ANC visits) 

• Annual IDD survey 
Indicators  • W-H measurement(0-5: W-A, H-A, W-H) (6-18: 

H-A, W-H) 
• Hb, BMI (pregnant women) 

Responsible for data 
collection 

• For 0-5 yrs – VHV, caregivers at healthy child 
centers, health providers 

• For 6-18 yrs - Trained Peers, teachers and health 
providers 

Methods of data 
collection  

• Surveys  
• Assessments  

Data analysis  • Nutrition division, PPHO, DPHO, Community 
Hospital, Health Centre (HC) 

• Teachers, local administration authority, regional 
education office 

Reporting  • PPHO, DPHO, Community Hospital, HC (every 
three for 0-5 yrs and every six months for 6-18 yrs), 
teachers (every 6 months) 

Use of data  • Implementing partners/networks  
• Policy analysis, strategy development,  
• Promote good childhood nutrition, prevent and 

solve malnutrition 
Who are the 
stakeholders 

• PPHO, DPHO, Community Hospital, HC, local 
administration authority, Regional Education 
Office, ministries of health, education, agriculture, 
interior and NGOs and the private sector  

Purpose of engaging 
stakeholders 

• Political commitment at all levels 
• Development of policies and plans 
• Financial support 
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The following points emanated from Group 3 as a way forward: 

 Involvement of different stakeholders from different sectors; 

 Synthesis of all surveys and reports in one nutrition surveillance 
system; 

 Accessibility of NSS data to decision makers and the general 
public; 

 Promotion of NSS data use at all levels; and 

 Maintaining quality data and ensuring regular updates of the 
surveillance system. 

Group IV – Bangladesh and Myanmar 

Bangladesh and Myanmar proposed a set of core indicators for their 
national nutrition surveillance system. Bangladesh did not take 
overweight/obesity indicator while Myanmar left Vit-D out of the indicator 
list. The NSS data are expected to benefit all government institutions, 
facilities and staff. They could also be used by development partners, the 
private sector, NOGs, and even communities. 

Underweight, Stunting, 
wasting 

Overweight/obesity 

Weight/age, Height/age, 
Weight/Height  
BMI 

All 

Haemoglobin 

Ferritin +CRP Iron status 
Transferrin receptor 

Children ≥6 months 
Adolescents 

Women of child bearing 
age 

Night blindness Children ≥24 months 
Pregnant and lactating 

women Vitamin A status 

Serum retinol  Children 6-60 months 

Goitre 

Iodine deficiency 
Urinary iodine excretion 

School age/adolescents 
Women of childbearing 

age 
Pregnant and lactating 

women 
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Exclusive breastfeeding 0-6 months 
IYCF Complementary feeding 

from ≥4 food groups 
6-23 months 

Ricket 
Vit-D 

Serum calciferrol 
0-5 yrs 

The Government of Bangladesh will initiate the process, develop and 
manage the NSS in collaboration with and support of relevant sectors and 
development partners. The main inputs required for developing NSS are 
financial resource and technical capacity. 

The action plan with detailed activities for Bangladesh is summarized 
below: 

Activities National Nutritional Surveillance  

Responsibilities Government of Bangladesh  

Inputs available Institutional capacities and experts 

Inputs needed Financial and technical support for training 

Frequency Every three years  

Procedures Primary and secondary data on a comprehensive 
set of indicators of nutrition and related 
household characteristics 

Indicators Demographic and socio-economic, child and 
maternal health and nutrition, consumption of 
noncereal foods 

Monitoring & evaluation IMED, 
MOHFW 

Outcome A comprehensive nutritional status report which 
depicts  change and progress or regress 
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The action plan with detailed activities for Myanmar is summarized 
below: 

Activities National Province District/ 
Township V. tract/ Village 

Responsible 
Organizations 

NNC, SH sub-
division 

Dept. of Public 
Health  

D/T. Health 
Dept 
School Health 
Team 

RHC/SC 

Responsible 
Persons 

Project 
Managers 

P.H.Director, 
SDNT 

D/T Med. 
Officer, 
School Health 
MO 

HA/MW 

Existing 
Facilities 

Skilled person Reg. Format, 
Report form 

Reg. Format, 
Report form 

0-4 yr = Salter 
Scale 

Required Tools 
for analysis  

Hardware & 
software  

Hardware & 
software  

Hardware & 
software  

Hardware & 
software  

Frequency Yearly & 
Monthly 

Monthly Yearly & 
Monthly 

Monthly 

Data 
representative  

National Province District/Townshi
p 
District/Townshi
p 

V. tract/ village 

Data flow 
system 

Survey & 
sentinel 
Reports, HMIS 

Sentinel Report 
HMIS 

HMIS 

SH team/ HMIS 

HMIS 

Responsible for 
recording 

National 
Nutrition 
Centre, Dept. of 
Public Health 

SDNT, DHP TMO, SH MO BHS 

Response Type Regularly Timely Immediately At once, Instant 

Monitoring Status & 
implementation 

Risk area & 
problem extent 

BHS and SH 
activities  

NS of 0-19 yrs 

Evaluation Programme 
achievement 

Area wide 
progress 

D/T wide 
progress 

Nut recovery of 
individual 

Response 
Action 

Programme 
strengthening & 
coordination 

Motivation, 
supportive 
supervision 

Motivation, 
supportive 
supervision 

HE, NE, Nut. 
Supplemen-
tation 
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Key Points discussed following the group work presentations: 

 Financial resources for the development of NSS need to be 
clearly identified. 

 All countries should highlight the importance of coordination 
and cooperation among the different players earlier in the 
planning stage of NSS development. 

 Quality of data and timeliness of reporting is a real issue of 
concern. 

 Surveillance in sentinel schools might be possible and good 
models for the countries adapted. 

 Inclusion of M&E at the planning phase of the system. 

 National Statistical Bureau (NSB) could be a good source of 
information, and if possible NSS could use the data from NSB. 

 Ways to improve the use of NSS data especially at the health 
facility level. 

6. Conclusions and Recommendations 

Participants from Bangladesh, Bhutan, India, Indonesia, Nepal, Maldives, 
Myanmar, Sri Lanka, Thailand and Timor-Leste convened in Katmandu, 
Nepal from 30 November to 2 December 2009 to share experiences and 
discuss critical issues on strengthening national nutrition surveillance in the 
Region for under-five children, school children and adolescents. The 
participants called for concerted efforts of all stakeholders to support, 
develop or strengthen the nutrition surveillance system so as to have a 
continuous assessment of growth and development of children and 
adolescents and thereby promote their health and wellbeing. 

a) Conclusions: 

 The WHO child growth standards have been adopted in seven 
Member States (Bangladesh, Bhutan, India, Indonesia, Maldives, 
Myanmar and Sri Lanka, and are under consideration in Nepal 
and Timor Leste. No information was available from the 
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Democratic People’s Republic of Korea (DPRK) while Thailands 
using its own national growth reference. 

 Regarding the WHO school-age and adolescents growth 
references, seven countries – Bangladesh, Bhutan, Indonesia, 
Myanmar, Nepal, Sri Lanka and Timor-Leste – were considering 
its adoption. Three countries – India, Maldives and Thailand – 
had no immediate plans, while no information was available 
from DPR Korea. 

 Four countries had established school-age / adolescent health 
screening programme (India, Indonesia, Nepal, Sri Lanka) while 
such a programme was under consideration in Bhutan. 

 Seven Member States – India, Indonesia, Maldives, Myanmar, 
Nepal, Sri Lanka and Thailand –indicated the existence of 
national nutrition surveillance systems. However, the age group, 
gender specificity, indicators, frequency of data collection, 
ownership of data and management of national nutrition 
surveillance systems varied widely among reporting countries. 

 Member States that have NSS in place identified areas that 
require strengthening. 

 Beginning with a proposed list of core nutrition indicators, 
participants developed draft outlines of a nutrition-focused 
surveillance system based on what exists. 

b) General recommendations: 

 The workshop recommends that all Member States in the South-
East Asia Region develop/strengthen national nutrition 
surveillance systems to assess the nutritional status of their 
populations, and to plan and monitor interventions; 

 In drafting/strengthening systems, special attention should be 
paid to issues of sustainability; 

 Information generated from the nutrition surveillance system 
should be directly linked to actions at all levels; 

 Participants from each Member State will present the nutrition 
surveillance plan to their respective supervisors and decision-
makers. 
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c) Country-specific proposed activities for follow up: 

Countries Activities 

Bangladesh • Inform the outcome of the workshop (nutrition 
surveillance) to the Ministry of Health and Family 
Welfare; 

• The food security and nutrition surveillance project 
(FSNSP) initiated by Helen Keller International under the 
umbrella of the Economic Resource Division (ERD), will 
help to establish and institutionalize a sustainable 
nutrition surveillance system, incorporating the Ministry of 
Health & Family Welfare as the lead ministry. 

Bhutan • Initiation of the process to include adolescent health 
indicators in the existing nutrition surveillance system 
through advocacy at all levels and calling for a national 
consensus-building workshop. 

DPR Korea No participation  

India No country representation  

Indonesia • Strengthening the nutrition surveillance system and 
including school-age / adolescent population; 

• Advocacy to local government to support implementation 
of nutrition surveillance system and making use of 
information in the formulation of local development 
policies. 

Maldives • Strengthen the existing nutrition surveillance system by 
incorporating information on 5 – 19 years age group; 

• Incorporate other important nutritional indicators into the 
existing system; 

• Responsible officers to be appointed for the surveillance 
system; 

• Analysis of data and report generation on a regular basis 
at all levels and to be shared; 

• Actions and feedback into the system to target 
interventions based on information generated; 

• Establish a proper mechanism for monitoring and 
evaluation of the surveillance system. 



Regional Workshop on National Nutrition Surveillance 

Page 34 

Myanmar • National Surveillance System for 0–18 years age group 
should be set up or strengthened in a phased manner in 
line with the five-year national health plan. 

Nepal • Proceed for approval of new WHO growth standards and 
implementation in the national programme; 

• To work on improving the quality and timely reporting of 
routine data; 

• To improve the data flow from top to bottom and the use 
of data in decentralized planning. 

Sri Lanka • To revisit the existing national nutrition surveillance 
system with the stakeholders and make necessary 
modifications; 

• To develop a resource mobilization plan to make the NSS 
sustainable; 

• To develop a monitoring and evaluation matrix for the 
NSS. 

Thailand • Strengthen policy and plan of action to promote full 
growth potential;  

• Strengthen local governments in the analysis and use of 
data to respond to emergency problems; 

• Strengthen the NSS to cover pregnant women, children 
and adolescents (0 -18 years). 

Timor-Leste No country representation 

d) Closing Session 

Dr. Kunal Bagchi, on behalf of WHO-SEARO and participants, expressed 
deep gratitude to the Government of Nepal and the Ministry of Health and 
Population for fully supporting and hosting the regional workshop despite 
security inconveniences in the city. He also thanked the two officials from 
the WHO-HQ who assisted in facilitating the workshop and helped achieve 
its goals. He conveyed his deep gratitude and appreciation to the entire 
team from the WR Office in Kathmandu for tirelessly and smoothly 
managing the workshop, and for all the administrative and logistic support 
provided to the participants. He thanked all participants including the 
representatives from UNICEF, WFP and USAID for their keen participation, 
and for making the deliberations more interactive, lively, and fruitful. 
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Annex 1 

Programme 

30 November 2009, Monday 

0830 – 0900 Registration of participants 

0900 – 0945 Inaugural session 

- Message from Regional Director, WHO- SEARO 

- Message from Director, NHD, WHO HQ 

- Introduction of participants; 

- Election of Chairperson & Rapporteur; 

- Objectives of the workshop 

1015 – 1030 Overview of child and adolescent health and development in 
South-East Asia region 
CAH- WHO-SEARO 

1030 – 1045 Summary of growth monitoring in South-East Asian countries 
NHD -WHO-SEARO 

1045 – 1100 Nutrition challenges in South Asia : UNICEF support on nutrition 
surveillance 
UNICEF ROSA 

1100 – 1115 Food Security Monitoring and Analysis in Nepal 
WFP Nepal 

1115 – 1230 Country report on: 

1. National nutrition surveillance systems; 

2. Status of adoption of under-five growth references; 

3. Growth monitoring of adolescents 

Bhutan, Bangladesh, DPR Korea [20 minutes each] 

1330 – 1530 Country report (contd.) 
India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka [20 
minutes each] 
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1545 – 1630 Country report (contd.) 
Thailand, Timor Leste [20 minutes each] 

1830 – 2030 Reception 

01 December 2009, Tuesday 

0830 – 0900 Introduction to WHO growth reference for school-aged children 
and adolescents [5- 19 years] 
WHO-NHD 

0900-0915 Instructions on group work 1 

0915 – 1000 Group Work 1:  Review the national plans of action for the 
acceleration of the adoption of new growth references for children 
below five years. 

1015 – 1230 Group Work 1 (contd.) 

1330 – 1430 Presentation of group work 1 

1430 – 1445 Instructions on group work 2  

1445 – 1515 Group Work 2: Identify the essential elements of a nutritional 
surveillance system covering the entire child population from birth 
to adolescence. 

1530 – 1630 Group Work 2 (contd.) 

2 December 2009, Wednesday 

0830 – 1000 Group work 2 (contd.) 

1015 – 1130 Group Work 2 (contd.) 

1130 – 1230 Presentation of group work 2 

1330 – 1430  Conclusions & recommendations 

1430 – 1445 Closing session 
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Annex 2 

List of participants 

Bangladesh 

Mr Maran Kumar Chakraborty 
Director  
(Programme Support & Technical Unit) 
National Nutrition Programme 
House # 46, Road # 5 
Dhanmondi, Dhaka 
Mobile: 01716738949 
Fax: (880)-2-8620250 
Email: kumar.4585@yahoo.com 

Dr Narendra Nath Dewri 
Civil Surgeon 
Dhaka 
Tele: (880)9010656 
Fax: (880)29666060 
Email: dhaka@csdghs.gov.bd 

Bhutan 

Mr Tshewang Phuntsho 
District Health Officer 
Samdrupjongkhar 
Tele: 97517703030 
Fax: 97507251193 
Email: tshongphuntsho@yahoo.com 

Ms Pemba Yangchen 
Nutritionist 
Jigme Dorji Wangchuk National 
Referral Hospital 
Thimphu 
Tele: 97517654960 
Email: pembyang@hotmail.com 

Indonesia 

Ms Dhian Dipo, SKM. MHA. 
Directorate Community Nutrition 
Ministry of Health 
Republic of Indonesia 
Tele: +62 21 5277382 
Fax: +62 21 5210176 
E-mail: dhian.dipo@yahoo.com 

Ms Asteria Unik Prawati, SKM. MKes 
Directorate Child Health 
Ministry of Health 
Republic of Indonesia 
Tele: +62 21 5273422 
Fax: +62 21 5214891 
E-mail: unieqaster@yahoo.com 

Maldives 

Ms Aishath Niyaf 
Programme Manager 
Centre for Community Health and Disease 
Control 
Ministry of Health and Family 
Male 
Republic of Maldives 
Tele: +960 3323962; 7430327 (M) 
Fax: +9603314635 
E-mail: aishaniyaf@yahoo.com 

Ms Mariyam Shiduna 
Officer (T) 
Centre for Community Health and Disease 
Control 
Ministry of Health and Family 
Male 
Republic of Maldives 
Tele: +9603323962; 7617731(M) 
Fax: +9603314635 
E-mail: sidhna17@gmail.com 

Myanmar 

Dr Htin Lin (Mr)  
Assistant Director (Nutrition) 
Department of Health 
NayPyiTaw 
Myanmar 
Tele:0095-95064672 (R) 
Fax:0095-67-411262 
E-mail: linngood@gmail.com 
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Dr Lin Lin Chit (Ms) 
Township Health Officer 
Township Health Department 
Chanayethazan Township 
Mandalay 
Tele:09-2016370 

Nepal 

Mr Sagar Dahal 
Senior Public Health Administrator 
Family Health Division 
Department of Health Service 
Ministry of Health and Population 
Teku, Nepal 
Tele: +977-9841263947(M) 
E-mail: sagardhl@gmail.com 

Mr Lila Bikram Thapa 
Senior Public Health Officer 
Child Health Division 
Department of Health Service 
Ministry of Health and Population 
Teku, Nepal 
Tele: +977-1-4225558, 4261660 
Fax: +977-1-42616600 
E-mail: thapalila@yahoo.com 

Ms Shan Huang 
C/o Child Health Division 
Department of Health Services 
Ministry of Health and Population 
Teku, Nepal 
Tele: +977 9741066104 (M) 
E-mail: shanie.huang@gmail.com 

Sri Lanka 

Dr A.M.A.S.B. Mahamithawa 
Project Coordinator 
Nutrition Coordination Division 
Ministry of Healthcare and Nutrition 
7th Floor, Public Health Complex 
Elvitigala Mawatha 
Colombo 5, Sri Lanka 
Tele: +94112368323 (M), 
2585234,2887537 
Fax: +94112368320 
E-mail: dr_mahamithawa@yahoo.com 

Dr (Ms) M N Danasuriya 
Senior Registrar in Community Medicine 
Family Health Bureau 
Colombo 10 
Tele: +94118208500 
Fax:+94112692746 
E-mail: manju114c@yahoo.com 

Thailand 

Mrs Yupa Poonkhum 
Public Health Technical Officer 
(Senior Professional Level) 
Reproductive Health Division 
Department of Health 
Ministry of Public Health 
Nonthaburi 11000 
Thailand 
Tele: +(662) 590 4238 
Fax: +(662) 590 4163 
E-mail: yupa.p@anamai.mail.go.th 
            poonkhum@health.moph.go.th 

Mrs Nuttawan Chaolilitkul 
Nutritionist, Professional Level 
Nutrition Division 
Department of Health 
Ministry of Public Health 
Nonthaburi 11000 
Thailand 
Tele: +(662) 590 4327 
         +(668) 9156 2168 (M) 
Fax: +(662) 590 4339 
E-mail: nutwan@hotmail.com 

UN Agencies and other partners 

UNICEF-ROSA 

Ms Genevieve Begkoyian 
Regional Adviser 
Child Survival and Development 
United Nations Children’s’ Fund 
UNICEF-ROSA, Lekhnath Marg 
P.O. 5815, Kathmandu 
Nepal 
Email: gbegkoyian@unicef.org  
Mobile: +977 9851096877 
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UNICEF-Nepal 

Dr Pankaj Mehta 
Chief, Health & Nutrition 
UNICEF-Nepal 
Kathmandu, Nepal 
Tele: +977-9851107904 
Fax: +977-1- 5527280 
E-mail:  pmehta@unicef.org 

Dr Zivai Murira 
Nutrition Specialist 
UNICEF-Nepal 
Kathmandu, Nepal 
Tele: +977-9851110684 (M) 
E-mail:  zmurira@unicef.org 

USAID 

Mr Hari Raj Koirala 
Programme Development Specialist 
USAID/Nepal 
G.P.O. Box 295 
Brahma Cottage, Maharajgunj 
Kathmandu, Nepal 
Tele: 977-1-4007200 
Fax: 977-1- 4007285 
E-mail:  hkoirala@usaid.gov 

WFP 

Dr Mariko Kawabata 
Programme Officer (VAM) 
Food Security Monitoring and Analysis Unit 
Chakupat, Patan Dhoka Road, Lalitpur 
P.O.Box 107 
Kathmandu, NEPAL 
Tel: +977 1 5542607 (Ext. 2312) 
Fax: +977 1 5524101 
Mobile: +977 9851086373 
Email: Mariko.Kawabata@wfp.org 

Dr Shakuntala Haraksingh Thilsted  
Nutrition Adviser 
WFP Country Office Nepal  
Chakupat, Patan Dhoka Road, Lalitpur 
P.O.Box 107 
Kathmandu, NEPAL 
Tele.: + 977 1 5542607 Ext. 2447 (O) 
Cell: + 977 98510 40764   
Fax: + 977 1 5524101      
E-mail: Shakuntala.Thilsted@wfp.org 

Observer 

Dr (Ms) Uma Koirala 
Associate Professor & Coordiinator 
Women’s Studies Programme 
Central Department of Home Science 
Padma Kanya Campus 
Tribhuvan University 
Kathmandu, Nepal 
Tele: +977-1-4484119 
Mob: +977-9841247499 
Email: koiralau@gmail.com 

WHO Country Offices 

Dr Nidhi Chaudhary 
NPO 
WHO-India 
Tele: (91-11) 2306-1955 
Fax: (91-11) 2306-2450 
E-mail: mehtaraj@searo.who.int 

Dr Sugeng Eko Irianto 
NPO-Nutrition 
WHO-Indonesia 
Tele: (62-21)520-1165 
Fax: (62-21)520-1164 
E-mail: iriantos@who.or.id 

Dr Myo Paing 
NPO 
WHO-Myanmar 
Tele: (0095-1) 250-583; 241-932 
Fax: (0095-1) 250-273 
E-mail: paingm@searo.who.int 

Dr Mikaela Grotenfelt-Enegren 
JPO, Child Health and Nutrition 
WHO-Nepal 
Tel: +977-1-5523200  Ext:1324 
Mob: +977-9851106726 
Email: grotenfeltm@searo.who.int 

Ms Visakha Perera Tillekeratne 
NPO 
WHO-Sri Lanka 
Tele: (94-11) 250-2841; 2842; 3404 
Fax: (94-11) 250-2845 
E-mail: tillekeratnev@whosrilanka.org 
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Mr Crispin da Araujo 
Nutrition & Food Safety 
WHO Country Office 
Dili, Timor-Leste 
Office mobile: (+670)7231092, GPN: 
25002 
Private mobile: (+670)7247894 
Email: araujocr.whodili@searo.who.int 

Secretariat 

WHO/HQ 

Dr Adelheid Werimo Onyango 
Technical Officer 
Department of Nutrition for Health & 
Development 
World Health Organization 
Avenue Appia 20 
1211 Geneva 27, Switzerland 
Tele: :+41-22) 791 3495 
Fax: +(41-22) 791 4156 
E-mail: onyangoa@who.int 

Miss Monika Barbara Bloessner 
Technical Officer 
Department of Nutrition for Health & 
Development 
World Health Organization 
Avenue Appia 20 
1211 Geneva 27, Switzerland 
Tele: +(41-22) 791 4727 
Fax:+(41-22) 791 4156 
E-mail: bloessnerm@who.int 

WHO/SEARO 

Dr Kunal Bagchi 
Regional Adviser 
Nutrition and Food Safety (NFS) 
World Health Organization 
Regional Office for South-East Asia  
New Delhi, India 
Tele: +(91-11)-23309313 (Direct) 
         +(91-11)-23370804 (Extn.26313) 
Fax: +(91-11)-23378510, +(91-11)-
23370197 
Email: bachik@searo.who.int 

Mr Sonam Rinchen 
JPP-CAH 
Child and Adolescent Health (CAH) 
World Health Organization 
Regional Office for South-East Asia  
New Delhi, India 
Tele: +(91-11)-23370804 (Extn.26670) 
Fax: +(91-11)-23378510, +(91-11)-
23370197 
Email: rinchens@searo.who.int 

Ms Santosh Katyal 
Administrative Secretary 
Nutrition and Food Safety (NFS) 
World Health Organization 
Regional Office for South-East Asia  
New Delhi, India 
Tele: (91-11)-23309312 (Direct) 
         (91-11)-23370804 (Extn.26312) 
Fax: (91-11)-23378510, (91-11)-23370197 
Email: santoshk@searo.who.int 
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