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Abstract

Developing country malnutrition on its current scale one-third of all children causes untold human suffering. Malnutrition is
associated with more than half of all child deaths worldwide (Pelletier et al. 1995). It is the source of a major waste of resources and
lost productivity because children who are malnourished are less physically and intellectually productive as adults (Gillespie and
Haddad 2001). Malnutrition is thus a primary obstacle to the development process itself. It is a violation of the child’s human rights,

yet virtually all of it can be prevented.

Increasing evidence indicates that maternal empowerment may be an important determinant of child nutritional status. However,
little is known about this relationship in Bihar, India. This study is designed to examine the relationship between women's
empowerment, represented by single and summary indicators and child nutritional status in Bihar. Children in India are puzzlingly
short relative to their level of economic development. Stunting among Indian children is important because the same early life
health insults that influence childhood height also influence adult human capital and health. One candidate explanation for why
Indian children are so short is the very low social status of Indian women who, as mothers, feed and care for children in the early
life. However, the lacks a well-identified test of this conjecture. This paper applies a novel strategy to identify an affect of women's

status on children's height.
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Introduction:

Developing country malnutrition on its current scale one-third of all children causes untold human
suffering. Malnutrition is associated with more than half of all child deaths worldwide (Pelletier et al. 1995). It is
the source of a major waste of resources and lost productivity because children who are malnourished are less
physically and intellectually productive as adults (Gillespie and Haddad 2001). Malnutrition is thus a primary
obstacle to the development process itself. It is a violation of the child’s human rights, yet virtually all of it can
be prevented. The most immediate manifestation of these differences is an extremely large disparity in the
regions’ incidences of low birth weight babies. While the proportion of newborns with low birth weight is one-
third in India and one-half in Bangladesh. Low birth weight is the best single predictor of malnutrition, since it is

associated with poor growth in infancy and throughout childhood.
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Women’s Status and Care for Children

“women’s status.” has been associated with women’s autonomy, power, empowerment, authority,
valuation, and “position” in society, and also simply with women’s well-being. Sometimes these components are
considered in an absolute sense and sometimes relative to men. Women’s status is sometimes referred to as
gender inequality or gender equality. Scholars of women’s status classify the concept as being “no unitary,”
“multidimensional,” and “multilevel,” rendering it impossible to develop a consensus on its definition (Mason
1986, 1993;). While the differential power of women and men outside of their households is not necessarily
correlated with their differential power within households, the former influences the latter. As noted above,
customs and norms determine who has “voice” in decisions, that is, who participates and thus influences them at
all (Agarwal 1997; Katz 1997). Customs and norms set limits on the circumstances under which bargaining can
be engaged in, for example, norms may call for silent acquiescence of women when men display anger. They
also set the terms of the “outside options” of women and men and thus their ability to negotiate with their
husbands. For example, if a woman has no better alternative than to stay with her husband in order to secure her
livelihood because of discriminatory labor policies or the lack of enforced laws against domestic violence, then
she will not find it in her interest to disagree with him in the case of conflict (McElroy and Horney 1981,
Haddad, Hoddinott, and Alderman 1997; Katz 1997; England 2000). National and state divorce laws, of course,

also affect women’s options for a viable livelihood outside of marriage (Hoddinott and Adam 1998).

In most societies, it is women who are the caregivers for young children and bear the primary
responsibility for their health and survival. They are also the primary caregivers for themselves. Yet women with
low status relative to men tend to have little control over household time and income, face tough time constraints,
have little social support to relieve those constraints, have little knowledge or inappropriate beliefs, and have
poor mental health, low self-confidence, and low self-esteem. Moreover, women living in communities where
less value is placed on women’s well-being than men’s may find that reproductive health services for women are
unavailable. These circumstances make it difficult to undertake the caring practices that are in their children’s
best interests. They also hamper women’s ability to provide adequate care for themselves, further undermining

their ability to give adequate care to their children.

Women’s control over resources within households. Simply put, the greater a women control over
household economic resources, including the use of her own time, the more effective her care for herself and her
children will be. Besides the obvious benefit of having more resources to allocate, control over resources gives
her the ability to weigh the costs and benefits of alternative uses of resources so that they are employed in the
most efficient manner (Smith 1995). To give some examples, the more control a woman has over her own time
and household income, the more likely she is to make a timely decision to treat her sick child after discovering an
illness. She is more likely to make use of health services and follow through with treatment recommendations, or

to have the child immunized. She may be more likely to obtain a special food for a child, prepare it, and feed it to
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the child at an appropriate frequency and with the degree of patience required. She may also be more likely to
make use of health services for her own care during illness, for ongoing gynecological care, and for prenatal and
birthing care.

Under certain circumstances differences in relative power and thus control over resources within
households do not matter in terms of care given to women and children. Sometimes men and women act as one
because they have identical preferences. In this situation, household resources are not controlled individually but
are pooled. In this case, we would expect to find that women’s status has no behavior-related impact on the
nutritional status of children. The economic model underlying this state of affairs—the unitary household model
has been empirically rejected with sufficient frequency and regularity to lead us to expect an impact of women’s
status on child nutritional status. Numerous studies have demonstrated that income or assets accruing to women
or believed to be controlled by women are more likely than those of men to be allocated to expenditures that

benefit children (for example, education), as well as themselves, such as food, clothing, and health care.
Women’s Status, Care of Children, and Birth Weights

The lower the quality of care a woman receives, the more likely she is to be malnourished, sick, or
injured as the result of violence. Such a woman, in turn, generally has a low energy level, making her less
responsive to her child’s needs and impairing her ability to carry out essential tasks necessary for proper
childcare. For example, a woman who is malnourished may be less capable of breastfeeding successfully
(Ramalingaswami, Jonsson, and Rohde 1996; Engle, Menon, and Haddad 1999). Micronutrient deficiencies,
especially iron deficiencies, cause fatigue and may affect women’s cognitive performance and therefore their
ability to adequately care for a young child (Beard 2001). Violence toward women in their homes is widespread;

emotional and psychological abuses are even more common.

With regard to children’s birth weights, women’s health and nutrition ring pregnancy affects children’s
nutritional status in two ways. First, malnourished women tend to give birth to low birth-weight infants due to
intrauterine growth retardation (WHO 1995). In turn, low birth-weight infants tend to remain underweight as
children, despite partial catch-up with their adequate birth weight peers (Martorell et al. 1998; WHO 1995).

Second, recent evidence suggests that maternal micronutrient malnutrition,

An increase in women’s status may also raise the potential for increased domestic or social conflict.
When a group of people has had a monopoly on power for a long time and finds this power taken away or shared
with another group, it can feel threatened. Increased conflict and tension both within and outside of households
may arise. The increased conflict in a household can ultimately lead to its dissolution, which can lower the
quality of care given to young children in many ways. Outside the household a change in power relations can set

off a backlash from men, resulting in increased physical or psychological abuse of women, which is also
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detrimental to the quality of care for children (Riley 1997; Adato et al. 2000; Hobcraft 2000; Isvan 1991; Sen and
Batliwala 2000).

Child Feeding Practices

Several key feeding practices are known to be beneficial for the health and nutrition of young children.
First, initiation of breastfeeding almost immediately after birth takes advantage of the newborn’s intense suckling
reflex, which in turn stimulates milk production. Early initiation of breastfeeding also fosters bonding of the
mother and child and protects the newborn by providing a rich source of antibodies and nutrients through
colostrums, the first milk (Linkages 1999; Newman 1995). Second, breast milk can provide all of the nutrients
needed by the young infant, and exclusive breastfeeding ensures adequate growth until six months of age (Cohen
et al. 1994). Breast milk also confers passive immunity on the young infant and significantly reduces the risk of
infection (IOM 1990). For these reasons, exclusive breastfeeding is recommended during the first four to six
months of life, with continued breastfeeding into the second year of a child’s life (Brown, Dewey, and Allen
1998).

Growing child’s macro and micronutrient requirements, high-quality complementary foods should be
introduced by six months of age. The introduction of foods and liquids (nutritive and nonnutritive) other than
breast milk before this time not only reduces breast milk intake but also increases exposure to pathogens,
especially in the unsanitary environments typical of poor households in developing countries. However, too late
an introduction of complementary foods is a key risk factor for malnutrition in children (Huffman and Martin
1994; Martorell 1995). Fourth, young children have relatively high nutrient requirements per kilogram of body
weight, but their intake is limited by their small gastric capacity and naive immune systems. They are therefore
entirely dependent on their caregiver to ensure that good quality complementary foods are offered frequently
(Engle, Menon, and Haddad 1999). Additionally, because of the associated exposure to pathogens and
interference with successful breastfeeding, bottle-feeding is not recommended (Newman 1990). Based on the
availability of comparable data in the Demographic and Health Surveys (DHS) the indicators of good feeding

practices are employed.
Prenatal and Birthing Care for Women

The World Health Organization recommends at least four routine prenatal care visits during pregnancy and
delivery by a trained birth attendant. Increasing evidence also supports the benefits of early entry intomprenatal
care (Villar and Bergsjo 1997; Ahluwalia et al. 1998). Regional numbers on the use of prenatal and birthing care

and, for women who receive any prenatal care,the number of visits and the time to time.

JETIR2010175 | Journal of Emerging Technologies and Innovative Research (JETIR) www.jetir.org | 1355


http://www.jetir.org/

© 2020 JETIR October 2020, Volume 7, Issue 10 www.jetir.org (ISSN-2349-5162)

Conclusion:

This paper has provided the conceptual basis on which the rest of the study is founded. Women’s status is
defined as women’s power relative to men’s. Because a woman can have a strong influence over decisions
within her household but still not be highly valued in the community or society in which she lives (and vice
versa), the definition encompasses relative power both inside and outside of households. Women’s status
influences child nutrition through three major pathways: food security, caring practices for women and children,
and health environment quality. The focuses on only one of the pathways: caring practices for women and
children. The nature and extent of these practices ultimately affect children’s nutritional status by influencing the

quality of care children receive and their birth weights.

Malnutrition affects one out of every three preschool-age children living in developing countries. This
disturbing, yet preventable, state of affairs causes untold suffering and, given its wide scale, presents a major
obstacle to the development process. Volumes have been written about the causes of child malnutrition and the
means of reducing it. But the role of women’s social status in determining their children’s nutritional health has
gone largely unnoticed until recently. This study explores the relationship between women’s status and children’s

nutrition in developing countries.
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