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" ABSTRACT

Women’s status in Nigeria ilaS been considered to have influence on child health over the

~years, hence the need for more research that will help in designing' neceséary intervention
programme. This study examines women’s status and child health in Southwest Nigerié. using
Nigeria Demographic Health and Survey data set and information from Indepth intér'views
conducted among women in Southwest, Nigeria. It was revealed that about 22% of these ylyomen
have children with stunted growth, Socio-demographic characteristics of respondents { such as

. place of residence, household Wéalth status, women’s educational attainment, religién and
.;.bhildren ever born, contraceptive knowledge, antenatal care visit, number of living children)
‘were significantly related to child health ( stunting ) (P<0.05). Findings also revealed that

' §ducation, age, residence, wealth il'ldex and contraceptives use are significant predictors qf child
‘j:health (P <0.05). Women with 5 and more children are also more likely to have stunteci chiid.

The study concludes that women’s status is a factor in child health.

- KEY WORDS: Worhen, Child, Health, Stunting, Southwest and Nigeria
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CHAPTER ONE
1.0 INTRODUCTION
1.1 BACKGROUND OF THE STUDY

Children health stafus is one of the major health issues in developing countries. Among
many issues on children health status is nutrition. Malnutrition is one of the cﬁrrent health
}31'oble1ﬁs among the under five children i.n the world. It is currently associated with more than
41% of the deaths that occur anm;ally in children from 6 to 24 months of age in developing
countries, approximately 2..3 million (Sandoval-Priego et al 2002). According to World’
Health Organization (2001), it was reported that 54% of all. childhood mortality was
attriblltaﬁle directly or indirectly to maln{nrition with sub-Saharan Africa having a high rate of
prevalence of the different types of malnutrition, namely stunting, wasting and underweight

{(Lutter and Rivera, 2003).

Black and Allen, (2008) also reported that poor nutritional status of children has been a
major public health problem through;)ut the developing world and is the underlying cause 'For.
© more th.an 35% of child deaths and 11% of the total global disease burden. Child nmlnﬁtritiorl__l
'.Tema]'ns a _highly prevalent condition in low and middle income countries and a major portion
of the élobal burden of childho.od ;nalnutrition is found in South Asia with an estimated 74
million chﬂdien living with éhronic malnutrition (stunted growth). This burden of maInutriﬁon“'_
accounts for approximately 50% of under-five child .dezltths in developing countries. Another
country i1.1 Asia with a larger percentage E)f children with chronic malnutrition is B angladesh.
The Bangladesh Demographic and Health Survey 2011 showed that among under-five |

children 36% are underweight, 41% are stunted, and 16% are wasted (BDHS, 2011).




The United Nations Children’s Emergency Fund reported that out of the 209 million
children that are stunted in the world, 144 million are in East/South Asia and the Pacific, 4
‘million in Central Asia, 12 million in Middle East and North Africa, and 9 million in the

America and 40 million in sub-Sahara Africa (UNICEF, 2010).

, Progress in infaﬁt and young child feeding practices in the developing world has been
remarka_bly slow due fo several factors like poverty and poor hygienic conditions (Sobo,
20006). The 20i3 NDHS shows that 37 percent of children under age 5 are stunted, and 21+
percent are severely stunted with 22 percent of stunted children in Southwest, 18 percent of
children in Nigeria are Wésted, and 29 percent of children under age 5 are underweight

(NDHS, 2013),

Childhood malnutrition remains a public health problem in Nigeria; this status did not 7
improve substantially during the last two decades (Ene-Obong, 2010). The im'plicationé of this
unrelenting situation for the well-beihg of children and for the development of the nation as a
whole are unacceptable because under nutrition contributes to the high rates of morbidity,

'disability and mortality among children (Ene-Obong, 2010). rIn addition, under nutrition
chstrains people’s ability to fulfill their potential, as it is also associated with impziired.
gl*owtl1, adverse mental development and scﬁool performance, reduced adult size and reduccd .
work capacity, which in turn ilnpacts on economic product,ivity at the national level (Fadeiye
et al., 2001).- |

The National Demographic and Health Survey of 1990 provided information on the
11utr.itiona1 status of children 1-59 months old and recorded the prevalence of stunting as 43%,
underweight as 36% and wasting as 9% (NDHS, 1990). Moreover, the Participatory

Information Collection (PIC) study, which provided another assessment of the situation,

showed that stunting or chronic under nutrition was the most prevalent form of under nutrition

in Nigeria, with one out of every two children under the age of five years being stunted

e




(52.3%). The pr_evalencg rate of underweight was 28.3%, while that of wasting was 10 8%
(PIC, 1995). | |
The 2003 Nigeria Demographic and Health Survey gave the following figures: stunting
38.3%, wasting 9.2% and underweig!lt 28,7% (NDHS, 2003). Further, nationally
representative dafa, which emanatéd from the Nigeria Food Consumption and Nutrition
Survey (2001-2003) show_ed that among under-fives, 42% were stunted, 25% underweight, =
and 9% wasted (FCN, 2004). In 2008, the National bemographic and Health Survey reported
thaf 41% of children under age five are séverely stunted, and the larger pel;centagés of t1_1c->
stunted children are from the North West region with 53% (NDHS, 2008). From the review of
the past national data, it éppears that there had been little progress in child nutrition 1'_11 Nigerié.
Another matter arising frc_nn the data is that consistently, all the national surveys have
shown that the prevalence of child urder nutrition in Nigeria is higher in the rural than in the
* urban areas. Hence, it appears that rural comniunities in Nigeria are nutritionally 11;101'6
‘vulnerable than those in the urban areas. Most rural dwellers depend directly on agriculture for
their food and livelihoods, and f'lrmmg households abound in these areas (Adeola, Yinyinade,
and Alftbl 2016) However, studies documenting the nutritional status of young children in
farming households are scarce in Nigeria. Generally, one of the most severe cases of child
malnutrition is stunting and under five éhildrenbonstitute the most nutritionally vulnerable
group in any éommunity.

Childhood stunting is one of the most significant impediments to human devel(}pﬂlent,
globally affec‘_ring apiaroximately 162 million children under the age of 5 years. Stunting, or
being too short for one’s age, is defined as a height that is more than two standard deviations
below the World Health Ol‘gaﬁizatioé (WHO) Child Growth Standards 1ﬁed1’an 3.1tisa
largely irreversible outcome of inadequate nuirition and repeated bouts of infection during the .

Tirst 1000 days of a child’s life (WHO, 2004). Stuniing has long term effects on indi-vic[uals_

v
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and societies, including: diminished cognitive, poor physical development reduced productive
capacity and poor health, and an increased risk of degenerative diseases such as diabetes

.(Black etal.,, 2013), If current trengls continue, projections indicate that 127 million children
under 5 years will be stunted in 2025(WHO, 2006). Therefore, further investment and action
are necessary tf the 2025 WHO target of reducing that number to 100 million will be met
(Onis, Onyango, Borghi, and Garza, 2006).

Stunting is a welI-es.tablislled risk marker of poor child development, Stunting before
the ége of 2 yearé predicts poorer cognitive and educat.ional outcomes in later childhood and
adolescence (Birtcher, 20.05) and has significant educational and economic consequences at
the individual, hoﬁsehold and community levels. Recent longitudinal studies of children from
Brazil, (Guatemala, India, the Philippines and South Africa associated stunting with a reduction

| in schoohng, where adults who were stunted at age 2 completed nearly one year less school
than non- stunled individuvals (Yimer, 2000). |

° Factors that contribute to stunted growth and development include poor maternal
healﬂl and nutrition, inadequate infant and young child feeding practices, and infection,
Specifically, these include; maternal nutritional and heélth status béfore, during and after
pregnanc‘y. These factors influence a chilld’s early growth and development bégilming in the

' womb For example mtrauteune growth resmctlon due to maternal under nutrition (csiumtcd |

" by rates of low birth welght) accounts for 20% of childhood stunting (UNESCO, 2013). Othel

' matemal contubutors to smntmg include short stature, short birth spacing, and’ adolescent

pregnancy, which interfere with nutrient availability to the fetus (owing to the competing -

demaﬁds of ongoing maternal growth).
Poor nutrition can lead to reduced immunity, increase susceptible to diseases, impail}ed

©

physical and mental development,and reduced productivity (WHO, 201 5).




Nigeria ranked 8" in the world in the prevalence of mortality rates of under -fives,
with a staggering figure of 189/1000 in 2008, (WHO, 2007). Malnutrition is the

underlying cause in more than 50% of these deaths (WHO, 2005). -

1.2 STATEMENT OF THE PROBLEM

| Child health is one of the basic problems in many societies today. According to World
Health Organization (2015), children représent the future, and ensuring their healthy growth
-and development ought to be primé concern of all nations. Presently, one of the issues of
interest in the world is child health, This is more pronounced in devéloping countries like
Nigeria. Nige'ria is currently struggling with child health (child nutritional status) issue. The
'11un'itional_status of the childrenn population is an important indicator of child health and
ciualiry of life, ‘reflecting not only the reality of this particular group, but, also the
éociety m which the children live. Malnutrition among children is a major public health“

problem in Nigeria, Malnutrition is inimical to human development and contributes to the high

rates of morbidity, disability and mortality among children in Nigeria.

According to World Health Organization (2002), two hundred million children are

stunted; women characteristics have influence on child health status (child nutritional status).

- A review of the trends of the nutritional status of Nigeria children from 1983-1998
showed that the national rural prevalence of stunting increases from 60 percent in 1983 to 64
percent in 1992. Another national survey undertaken in 1998 with the inclusion of urban areas
and children in the age group-315 nmonths showed a relative decline in the proportion of
stunted éhild;ren to 52 percent (Fadeiye et al., 2001). A few local studies {Getaneh et al.,e

1998; Genebo et al., 1999 and Yimer, 2000) on child nutrition have also shown similar results

{a more than 40 percent prevalence in stunting) and confirmed that malnutrition, i.e., stunting,




is one of the most important public health problems. According to Adeola et al, (201 6} 70%

of the children were stunted while 54% were severely stunted.

Ii Nigeria however, the situation is said to be worse in rural areas and
constitutes a major health problem in the country. Although ;he prevalt;nce of
underweight, stunting and wasting (2.5%, 12.4% and 9.5 réslaectively) reported in a
© recent study. in Ekpoma is léw comp.;:lred to _studies. clsewhere, that of stunting is
“however worrisome. This is due to the fact that stuntlng signifies long term irreversible -
chronic under nutrition and is the most common form of under nutrition among urider
five children (Ozor et al, 2014). The World Health Organization estimates that
'approximately [50 million childrén younger than 5 years in developing countries are
underweight and an additional 200 million children are stunted, (Laura 2004). Under nutrition

remains a devastating problem in many developing countries affecting over 815 million

people causing more than one- half of child death, (Ruel 2003).

‘This study, therefore, was designed to investigate maternal factors that predisposc
under-five children to malnutrition (stunting). This is important because nutritional assessmert
is essential for accurate planning and implementation of intervention programmes aimed -

at reducing morbidity and mortality rates associated with malnutrition.
1.3 RESEARCH QUESTIONS

1. What is the extent of stunting in Southwest, Nigeria?
2. What is the relationship between women’s characteristics {age, education, residence,

religion, wealth index .e.t.c) and child health status (child nutritional status) .in

Southwest, Nigeria?







1.4 OBJECTIVE OF THE STUDY
1.4.1 GENERAL OBJECTIVE

1. To examine the determinants of child health status {child nutritional status) in Southwest

Nigeria,

a

1.4.2 SPECIFIC OBJECTIVES

1. To know the extent of stunting in Southwest, Nigeria:
2. To know the relationship between women’s characteristics {age, education, residence,
+ religion, wealth index .e.t.c) child health status (child nutritional status) in Southwest,

Nigeria. - _ .
- 1.5 JUSTIFICATION

'Child health can be détermined or influenced by women’s status ‘either positively or
negatively. Malnutrition as an essential indicator of child health is one of t‘he.health pfob]ems
| facing children under-five age group in developing countries. The prevalencé of malnutrition
imposes significant costs on the Nigerian economy as well as éll societies where children
exist. The high mortality due to mal.rolutrition prompts the loss of the economic potential of the

child, it affects children in many ways, predisposing them to different infectious diseases,

bsycho social poor development, and cognitive deficiencies.

[
0

Evidence lllas shown that child health is one of the most important makers of developinent
and overall health witﬁin- a nation. Nigeria has also committed itself to national food and
nuirifion policies through the establishment of the National Committee on Food and Nutrition
and several Cc.).mmittees onl Food and Nutrition at both state ﬁnd Ilocal goverlnnent levels to

coordinate nutrition-related actions, which emphasize the socioeconomic and spatial rights to

nutrition.




Despite numerous nutritional policies introduced in Nigeria, substantigl gaps remain in our
knowledge about the nutritional status of children and women. The implication of the latter is
that the groups that are seriously affected by nutritional deficiencies may not be properly

targeted by the various Nigerian nutrition policies.

Therefore, this study was design to assess relationship between women status and child
health which ‘may help in priority setting and designing effective nutritional programs for

‘Under five children in Southwest Nigeria. The study will provide more data on women and

’

stunting among'ehildren most especially in southwest, Nigeria. It will deepen knowledge and

understanding about the relationship between women’s status and child health.

1.6 OPERATIONAL DEFINITION OF TERMS

Women: An adult female n".xained person, distinguished from a girl, which is capable of takiﬁg
care and bearing children.

WHG: World Health Org_aﬁization.

Malnutrition: This is a condition that results from eating a diet in which nutrients (calories,
protein, and micro nutrients) are noE enough such that diet causes health problem such as in

physical and mental development.

Under nutrition: It can be defined as the outcome of poor feeding of infants and young

children, insufficient food intake leading to infectious preventable diseases. Under nutrition -

can also - include being underweight for one’s age, too short for one’s age (stunted),
dangerously thin (wasted), and deficient in vitamins and minerals (micronutrient

L

malnutrition).

Child: A child is a human between the stages of birth and puberty.






Child Health: Child health encompasses the physical, mental, emotional and social well-

being of children from infancy through adolescence.




CHAPTER TWO
2.0 INTRODUCTION

This section reviewed related materials and studies on health, child health and childyen

malnuirition status including the theoretical and conceptual frame work,
2,1 LITERATURE REVIEW _ .
2.1.1 HEALTH AND CHILD HEALTH

fhe most commonly quoted definition of health is that which was formalized by thé
World Health Organization (WHO) over half a century ago. According to WHO (1948), heaith
is a state of complete physical, mental and social well being and not merely absence of
diseases or infirmity. Ottawa Chapter for Health Promotion (1986), proposed that children’s
healtl is the extenf to which ind.ivicuiual children or group of children are able or enabled (o
'develop. and realize their potentials, satisfy their néeds and develop capacilties that allows them
to interact successtully with their biological, physical and social environment. Child health
r.efers to the period between birth and five years old when children are particularty vulnerable
to disease, illness and death, From one month to five years of age, the main causes of death are. )
pneumoni‘a,_diarrhea, malaria, measles and HIV. Children’s health encompasses the physical,
mental, émétiohal and social well—beil'ag of children from infancy through adolescence.

MaInutriﬁon 18 estimated to cglitribute to more than one third of all child deaths,
2.1.2 CHILD NUTRITION STATUS

Children are operationally defined as a baby between 0 and 5 years. They are
otherwise referred to as under-5s and constitute one of the vulnerable groups in any given

population. The peculiar feeding processes include breastfeeding (usually exclusive between

10




0-6 months), complementary feeding (6-9 months) and introduction of normal adult family
diets. It should be added at this point that any default in the feeding pattern at this stage in
life may jeopardize subsequent nutritional status in later life, with high risk of

developing any of the non-communicable diseases including obesity and its other attendant

problems.

Nutrition fs a fundamental pillar aof human life, health and development across the
entire life span. From the earliest stages of foetus development, at birth, l'h;‘ough infancy,
childhood, adolescence, and into adulthood and old age, proper food and good nutrition
are essential for survival, physical growth, mental development, performance and

-productivity, health and well-being(FAQ/WHO, 1992 and WHO, 2000). Thus, being
ngtritionally vulnerabie, under-5 chilllren"s nL1t1'iti§nal status is generally accepted as an
indicator of the nutritional status of any particular community (Davidson et al., 1975). This is
due to their eaSj./ susceptibility to malnutrition and infection (Akinlosoti and Hussain, 1985;
I‘Jppal et a.l‘, 2005). Children in this age group requite a high supply of nutrients since they are
usually very active and their growth is rapid. Also during this period, under-nutrition in the )

form of kwashiorkor, marasmus, anaemia and xero phthalmia are not uncommon {Ene-Obong,

2001), - ‘ | S

[t has been estimated that approximately one out of every three Under-5 children is
chronically malourished and thereby subjected to a pattern of ill health and poor developmeit
n early life (UNICEF, 1998), with malnutrition being associated with more than half of all

deaths of children worldwide (Sobo and Oguntona, 2006).

Early childhood starts from foetus to new birth and then through postnatal life. In

. intrauterine life, the nutritional status of the unborn foetus depends largely on the adequacy of

the dietary intake of the mother and this determines the outcome of birth of the new born.

<




[Postnatal life is a continuum in human development. Normal growth and development depend
largely upon the nutritional status of the new born which is in turn related directly to the

nutrition of the mother and inherited characteristics, and to the dietary intake of the infant,

(Krauss and Mahan, 1982).

Iﬁ early childhood, nutritional st-atus is of paramount importancg for a child’s later
physical, mental and social development. From birth to 4-6 months of life, breast milk is the
sole or prime source of nufrients and optimal breastfeeding practice becomes a critical factor
in child survival and development (Onyesili, 2000). Breast milk contains afl hutrients,-
antibodies, hormones and antioxidants that an infant needs to thrive UNICEF (1998). Early
initiation within half an hour of birth will ensure that the protective antibodies in the
colostrums are available rapidly to the infant, because after 24 to 48 hours, the level of

antibodies in breast milk diminishés. -
L)

Nﬁﬁ'itional status during childhbod is crucial for human development as it affects”
every phase of human life, the elevation of childhood nutrition therefore assist in the goal to
reduce c.hild mdrtality 60nsidel'ing th.e report by WHO (2005) and (Pelletier et al., 1995)
that malnutrition is an underlying cause of an estimated more than a half of _all deaths of
under five children, Malnutrition currently gives accounts of about half of the 10 million
d_eath.s each year among under-five children in the developing world. Malnutrition is strongly
associated with poverty because levels of malnutrition are higher in poor countries than in

better-off countries (World Bank, 2000).

N Malnutrition arises from a complex of nutritional, social and biological deprivation and

is manifested in various forms such as stunting (short stature), underweight, muscle wasting,

growth retardation, diminished fat and ill health with high mortality tate (Onimawo et al.)”

2006). Growth is an increase in size, its progress is mainly structural, and can be measured

-
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with some degree of reliability in terrhs of height, weight, age etc. (Apley, 1979). Thete are
wide variations in the rates at .Which the height and weight of children are subsequently~
* attained. This is as a result of several factors such as quality and quantity of food, family
income, family size and genet1c constitution which may contribute to these Vanatlom (Beaton
et al., ]990) Growth assessment has been identified as the most important measure {or
cvaluating the health and nutritional status of Under-5 children through anthropometric
measuremenis (Apley, 1979). The reason for this is that anthropometric indicators df growth
not on.ly provide information on healith and nutritional status, but is also an indirect measure of

the quality of life of an entire population (Shetty and James, 1994),

L]

Malnutrition is a pathologic’al condition brought about by the inadequacy or over
| consumption of ‘one or more of the essential nutrients necessary for survival, growth,
reproduction as well as productivity at work (UNICEF and FGN, 2001). The inadequate or~
'excessive? intake of nutfients may result from disease factors that affect digestion, 'absorption,
transport, and utilization of nuirients (UNICEF, 1990). Malabso_rption of*nutrients may result
from geﬁetic cum environmental conditions or illness. The most criticaﬂy vulnerable groups

“are the developing foetus, preschool children, women before and during pregnancy, and

lactating women (UNICEF, 1998).

o

Malnutrition affects all levels of development physically, mentally, socially,
-psychologically and physiologically. 1t thus multiplies the effect of prevailing disease or
illortality in children and infants (Huffman and Marlin, 1994). In the developing nations,

malnutrition usually makes its greatest impact on preschoolers, Under-5 children mortality
accounts for nearly 50% of total deaths, and careful examination has shown malnutrition as
- the major underlying factor (Whitehead and Rowland, 2002). Studies by many rescarchers

have shown that it is during the preschool years that under-nutrition in the form of

lewashiorkor and marasmus are most prevalent, This is because these children are in the state

13




of life when growth is rapid, nutrient requirements are high and the diets likely to be given are
inadéquate. Also, at this stage- of life, there is continuous stress from bacterial, viral and
parasitic‘infections which contribute to malnutrition, The presence of malimtrition reduces the
resistance of the child to infections and infectious diseases, resulting in reduced food iptake

and poor nutrient absorption, which in turn result in stunted growth depending on the severity

-of the malnutrition.

@

Children below 5 years of age have been specifically studied because their health
status is a sensitive indicator of overall communtty health, particularly among the

disadvantaged gfoup in the popula-ti(;n. The preschoolers especially those at the second year of
life are ‘.trans.it'ionnal’ as regards diet, immunity to infections and psychological de_ﬁcndehey;
(Pyke, 1579). This ﬁeriod which is characterized by a higlh nutrient need, particularly tha.l' of
prot_éin for swiftly increasing muscle tissue, Js also a period when several meals a day are

required _and' when food should be easily masticable and digestible.

Malnutrition_doés not often exert équal impact on afl populatién groups. Certain
factors and circumstances dictate the target of occurrence (Keke, 1990). The causes of
malnutrition are multidimensional and include both food and non food factors such as low
income; uneven Bousehold food distribution, poor sanitation, infection, inadéquate food
production, Iﬁal'lcetillg and breservation as well as poor kﬁowledge of nutrition (Chen and
Dseusa, 1981). Some of the reporte:d effeéts of malnutrition and its various maﬁifestatiohs
1'11clude..stunted ;DhYSiCE‘Ll growth, retarded mental achievement, and low productivity, 16w° :

resistance to diseases and infections with high morbidity and mortality rates especially in

children (Nnayelugo, 1992).

bl

Malnutrition is an umbrella term which covers under- and over-nutrition. Under nutrition

-can manifest itself in different forms and affect the physical and mental development of




children in different ways (Arifeen, Black, Caulfield, Antelman and Baqui, 2001). Each type

of under nutrition depends on age, duration and nutrient composition of diet.

» The most basic kind is called ‘protein energy under nutrition’ caused by a diet lacking

in energy and protein due to a deficit of all major macronutrients, such as

carbohydrates, fats and protelns. Marasmus is caused by a lack of protein and encrgy
with sufférers appearing skeletally thin. In extreme cases, it can lead to kwashiorkor.

» Other forms of under nutrition’ .are_ usually the result of vitamin and mineral

- deficiencies (micronutrients), which can lead to anemia, scurvy, pellagra, beriberi and

xeropthalmia and, ultimately, death ( Arimond and Ruel, 2014),

Malnutrition is most commonly identified through measurement of growth and body
composition, known as anthropometric indicators. Underweight, stunting, and wasting, arc the

nutritional status conditions measured in an anthropometric assessment.

.>' Stunting (Height for age) is a measure of linear growth. Stunting refers to shortness,
and reflects linear growth acljieved pre and postnatal with its defigits. It is generally
assumed to indicate long-term, cumulative effects of inadequate nutrition and poor
health status. Height {or age (HFA) is considered a measure of past nutrition, because
child, who is short today, rna)w/be did not have adequate nutritional intake at some point

5

iﬁ the past. .
» Underweight (Weight for agé) is the most common assessment of child nutritién status.
It.is routiﬁél.y COlléctad in’ growth promotion programmes, and is a good indicator
for children under 24 months becausé of the need to do prec;se measurements of

weight for these age groups. Weight for age (WFA) is a simple mdex but this mdex

does not take height into account. Children who are taller would be expected to weigh
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more than other children, just as children who are shorter would be expected to weigh
a little less and still be healihy.

»  Wasting (Weight for Height) is a measure of acute or short-term exposure to a negative
environment. It is sensitive to. changes in calorie intake or the effects of disease.
Wasting éaﬁ be calculated without knowing the age of a child. We.ight for height
(WFH) is a measure of current body mass. 1t is the best index to use to reflect wasting
malnutrition, when it is difficult to determine the exact ages of the children being
measured. A child is considered malnourished )
or severely ;111dernourished if any of these indices fall below the accept_ed median

values set by the World Health Organization international reference (De Onis,

Onyango, Borghi, Garza, C. 2006).

- 2.1.3 OVERVIEW OF CHILD NUTRITION STATUS (MALNUTRITION) IN-

SUBSAHARAN AFRICA

Malnul‘rit.ion prevalence; height for age of children under 5 in sub-Saharaﬁ Africa was
last measured at 35.74 in 2014, according to the World Bank. Prevalence of child malnutrition
is the percentage of children under bage 5 whose height for age (stunting) is more than two
standard deviations below the median for the international reference population ages 0-59,
lmonths. For children up to two years old height is measured by recumbent length, For older
c.hild-ren height ts measured by stature while standing. The data are based on the WHO’s new
child grdwth standards released.in 2006. Many countries, including Mala\;vi, Rwanda, Senég’alr
and the United Republic of Tanzania, have made considerable énd encouraging progress. With
external support, and interventions for preventing malnutrition and improving nutrition, Niger
made remarkable progress though, 44% of children suffer from stunting, The percentage of

stunfed childre_n in sub-Saharan Africa fell from 48% to 38% between 1990 and 2013. Many

-
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countries, including Lesotho, Mali and Niger, have made noticeably strong progress since
2000, but still report 39%, 28% and 44% of under-5 children suffering from stunting in Sierra

Leone and Zimbabwe, where the stunting rate has worsened, (UNESCO, 2013).

In the past two decades, child and maternal malnutrition has declined almost by half, |
c‘hild malnutritioh still imposes the greatest nutrition-related health burden at global level, 161
million children are stunted due to chronic malnutrition, 99 million children are underweight,’
and 45% of .child deaths are caused by child and maternal malnutrition, Developing regions
have the iﬁgilest brevalence‘ of stunting i.n children under the age of five with 34% in 'westem '
Africa, 32% in central Africa, 41% in eastern Africa, and 30% in southern Africa (FAO,

2014).
2.1.4 OVERVIEW OF CHILD NUTRITION STATUS IN NIGERIA

The nutritioﬁ situation in Nigeria is the result of several adverse and interrelatec
factors (social, economic, and environmental) actiﬁg in synergy, Nigeria accounts for nearly
one-fourth of Sub-Saharan Africa’s poor nourished children, it is a region where the number
of malnouri_shed children is forecast to Increase by more than 30 percent to reach 40 (o 45,

‘ million by 2020 (WHO 1997 and Pinstrup Andersen et al, 1999). Moreover, more than 50
percent of all childhood deaths have tinder nutrition as an underlying factor in Nigeria
(NPC/UNICEF, 1998). Nutritional deficiencies contribute to the high rates of morbidity,
mortality, and disability in Nigeria. Like almost all other developing countries in the world,
Nigeria has. committed jiself to providing équitable access to health and nutrition care for all
socioeconomic rgroups of people li.ving in different geographical locations of the country

(Adeola et al., 2016).

. Malnutrition among Nigeria’s children is a serious problem throughout the country: _
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» Each year about 1 million Nigerian children die before their 5th birthday. Malnutrition

contributes to nearly half of these deaths (Black et al, 2013).

o > Rates of stunting in Nigeria have stagnated for more than a decade. About 2 in 5

Nigerian children are stunted, with rates of stunting varying throughout the country

(NPC and NDHS, 2013).

»  Almost 30 percent of Nigerian children are underweight. This is more than double the
proportion of neighboring Ghanaian children who are uhderweight (NPC and NDHS,

2013).

> ‘The percent of children in Nigeria, who are wasted, or too thin for their height, has
steadily increased over the last decade, rising from 11 percent in 2003 to 18 percent in

2013 (NPC and NDHS, 2013),

> Up to 1 million Nigerian children under age 5 are affected by severe acute malnutrition

(SAM} each year (Children’s Investment Fund Foundation, 2014),

> Nearly 4 out of 5 Nigerian children do not meet the World Health Organization’s
recommendation for exclusive breastfeeding during the first 6 months of life {NPC and

NDHS, 2013).

» About 70 percent of children ages 6 to 23 months are not receiving the minimum

- acceplable diet in Nigeria (NPC and NDHS, 2013).

One of the yardsticlcé to determine the levél of development of any country is to consider _
7 the nutritional status of the under—S; The under-5s are most at risk of malnutrition because
they are more vullnerable to adverse environmental conditions and respond rapidly to dietary
_ ‘changés; They are also more at risk of becoming ill, which will result in weight loss.
éonSequently, their nutritional status is considered a good gauge for population-based

assessment of level of malnutrition. During the developmental years, children are susceptible’
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to skeletal growth failure in ways that adults are not when there is acute or chronic

malnutrition, which are good refiections of short-term and long-term malnutrition. Data .
from nutritional survey of under-5s are therefore used to draw conclusions about (he situation
of the entire population and not just that age group. According to the 2013 NDHS enumerated

the nutritional status of under-5 children in Nigeria is as follow:

q

» 37 percent of children under five are stunted and 21 percent are severely stunted.

» Overall, 18% of ‘l[he children in Nig_eria are wasted, and half of them severely wasted,

» 29% of all children in Nigeria are underweight; almost 1 in 10 of these
' (_:hildren are séverely undervyeight.

» Percent of Children St{111ted by Region, NDHS 2013 South west 22%, south east 16%,

v

south south 18%, north east 42%, north west 55% and north central 29%,

2.1.5 FOOD INSECURITY AND CHILD MALNUTRTION

-

- Food insecurity is'a major problem worldwide and it is especially widespread in sub-
Saharan Africa of which Nigeria is a major part. Food insecurity and malnutrition are two
sides of the same coin and 6ne cannot analyze one without analyzing the other. Food security
exists when all people,-at all times, have physical, social and economic access to sufficient,
safe and nutritious food Wh-'iCh meets their dietary needs and food preferences for an active and
healthy life and Food insecurity by contrast, exists when people do not have adequate
phyéical, social or economic access 't_o food as defined above (World Food Summit 1996 and
FAO, 1983). Food insecurity, .as_measured in the United States, fefers to the social and -
economic problem of lack of food due to resource or other constraints, not voluntary fasting or
ciieting, or because of iﬂness, 01j for other reasons. This definition was supported by the

L]

ethnographic resea.rch conducted, (Shariff et al., 2000).
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Food insécurity is measured as a household-level concept that refers to uncertain,
insufficient, or unacceptable availability, access, or utilization of food and research has shown.'
that food insecurity is associated with adverse health and developmental outcomes in children
(World Food Summit 1996 and FAO 1983). The United nation sustainable development
revealed‘that Poor nutrition causes nearly half (45 per cent) of deaths in children under five
3.1 million children each .year, one in four of the world’s children suffer stunted growt'h, In
developing countries the proportion can rise to one in three, 66 million primary school-age -

children attend classes hungry across' the developing world, with 23 million in Africa alone.

2.1.6 EFFECT (SF NUTRITION EDUCATION ON NUTRITION STATUS

-

Educating the women on 'the; special needs of the under— five children and utilizing”
them for child’s growth surveillance have been effective in preventing malnutrition (Gopaldas,
Va'nd Theos 2009). The more targeted pre-school programme in developing countries select
children "on the bases of second or third degree malnutrition. Other programmes use
improvement 1'_11 growth (weight, height) above wliat is observed in a cgntrol as a means of
assessing impact, Nutrition information and education are needed so that people can make
irl_fofn1ed choice about the foods they gfow, purcha.se and eat the success of food-based

strategies to eliminate micro-nutrients deficiencies will rest on the willingness of ‘individuals -

to change their dietary behavior,

13

2.1.7. WOMEN’S STATUS AND CHILD HEALTH
2.1.8 WEALTH INDEX AND CHILD HEALTH
Wealth has important inference for family and child health, the wealth index of the,
family’s will reflect to the abih'ty to respond to the social economic that can negatively have
| aﬁ ilﬁpac‘t on the child’s health (Shariff-et al., 2000). Income dep@ids on the resources that

will be available to the family to fulfill their food housing and health needs, income is
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positively and negatively associated with child health (Shariff et al., 2000).Wealth is a
comprehensive measure of access to finahcial resources, families with the same level of yearly

income would be categorized as social economically equivalent even if there were large

differences in the family’s quantities of accumulated assels

2.1.9 LEVEL OF EDUCATION AND CHILD HEALTH

Maternal.education has shown to have a stronger effect on child health than pflleuml
'edumhon and paternal education also an effect. It has been considered a strong measure of
é’ocial economic status (Shariff et al., 2000). It predicts better job, higher incomes and better
.societies and the female education participation maybe low or less important than a man’ss
- education. Increased education has shown to reap increasing financial, professional and socio
econonic rewards for those that pursﬁe it and those rewards offer fi‘nancial, behav;'oral-,
additional resources and strong impact on the health of their children. Thus educated mothers
are likely to have acceés fo more financial resources 1o invest iﬁ child héalth (-Shqriff et al.,
2000). Better éducated 11..10’[1161‘8 aré more likely to know more about how to handle child
health-issues, educated mothers have higher bargaining power over the h_ousehold’s résources.
Therefore, they can positively impact their children’s health (Glewwe, Paul, and E. Migilel.
2008). ’
.2'..1.10 RELIGION AND CHILD HEEALTH

Religi611s also do affect the health of a child positively or negatively. According. to-
Child De.velopment Sul.)plem'ents (CDS), it was observed that those that are 1'é1igiously biased
have a higher le\fel of overall heralth. Religion can have positive effecté on child health by
inﬂuenci_ng the child and also the parent’s behavior by regulatin;r their - social and

psychological way and also religion can discourage bad behavior in one way or the other, For

example, alcohol consumption in which some religion does not allow that. It can also be in the
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negative level in which some religion does not allow the services of doctdrs and hospitals and
it will affect the health of the child, they discourage vaccinations and many others (Perkins

2001),

2.1.11 OCCUPATION AND CHILD HEALTH

Mothers exert strong influence over child health and nutrition, This has been proven by
a study done by (Johannsenet al 2006) which stated that child’s weight was found to be
closely 1_*elate.d to mother's BMi but not fathers. Feeding pracﬁces play a vital role in
determining child health and food preferences in later life. Better child nutrit‘iqnal status was®
also assodiated with better educational achievement ambng children in Malaysia (Sliariff et al.,
2000). A- study done by (Miller and Hali 2008) claimed that, mothers with irregular working
shifts will have disruption in meal preparation and actrvity routines, The study also reported
that child’s BMI mcreased significantly If their mothers worked at irregular. schedule Thus,
children of employed mothers were more likely to have poor dietary habits and spent more
time engaging in sedentary activity compared to children of unemployed mothers (Hawkins et
al., 2009),
2.1.12 PLACE OF RESIDENCE AGND CHILD HEALTH

In the aspect of residence: the socio-economic differences between urban and rdra]

_ .areas have a strong In"lpleSSIOIl residents of urban areas are generally better off educallonally,

financially and physwally The advantage is largely due to 1mprove1nentq in pubhc health and
the readily available access to the information and resources necessary for preventative and
curative care urban envirqnment usually a trade centers have much wider areas of food o

choose from (Sobo et al, 2006) and this gives better chances to have more balanced
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nutritional sources. Automatically, children living in urban areas have better health than those

living in rural ones (Sobo et al,, 2006).

2,2 THEORETICAL FRAMEWORK

Using a Bio-logical theory which was propounded by Urie Brdnfenbrenner in 1986,
the bio-ecological model of human development can be used to both children and maturing
ddults. He first Rropoundgd a thez)ry with Stephen J. Ceci in 1994 which is an exlension_of
Bronfenbrenner’s original theoretical model of human development which is called Ecologicals
System Theory.. B_ronfenbrelmejr’s also developed the bio-ecological model after noticing that
the individual was overlooked in other theories of human development,_wl_lich were largely

focused on the content of development by the environment,

The history of biq%oological system theory is divided into two periods which are,

“firstly, The Ecology of Hmﬁan Development in 1979 énd the second was described as a time
o.f _criticisin and evalvation of the driginal work of Bronfenbrenner. The first period came

because Bronfenbrenner did not focus on the role of' context in terms of development. He

argued that the environment in which children li{fe is important because development can be
é‘haped by the children’s interactions with that environment, he also sai_d to his colleague that

they should study development in terms of ecological contexts that is the environments ofs

_ children for example; schobls, homes and daycares. Researchers tool that.ad"vice. and it
ﬂouri_shed i.n the early 1980°s which it focused on the context. Later on, BI‘QHfﬁ:ﬁbl‘Bl’.mEl‘ saw

th.at research has focused more on the context not development, then in his- théory, he

emphasized on the development. This theory went through a series of transformations and

elaborations until 2005 when Bronfenbrenner died.

Bio-ecological systems theory focuses on the interactions and influences of the outside

environment on the child’s development; this theory differs from other major theories in that it
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emphasizes the influence of the outer world (community, school, and political systems). Urie
Bronfenbrenner suggests that all éettings need to be considered when explaining child

development. This theory typically represent a ring in which there are different interactive

system. The first layer of the ring suggest the most influence on the child’s development and it

consists of the family, school, child care providers, peers, and all experiences and influences
fha_t have a direct affect on the child’s immediate environment. The secoﬁd layer is the*
illtel‘aétion that is parents are affected by child care and child care are affected by parents. The
third layér in the bio—ecoldgical system is depicts additional ecological S:/stem that affect the

child development more directly.

The ecologwﬂ systems are legal services, social services, neighbors, extended fmnly,

work place, and they don’t actually touch the child’s life, they mdirectly affect the child

experience. The last layer in the bio-ecological system contains law, customs, and values of a
particular society or cultural system, even though these institutions don’t directly affect the

child and also have strong influence on the child. This theory has been viewed as culturally

sensitive in that it focuses on all of the influences (socially, political and economic contexts)

in which development occurs. In order words, positive child development occurs when -all*

~influence both,
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2.3 CONCEPTUAL FRAMEWORK

. INDEPENDENT VARIABLES DEPENDENT VARIABLE

/ . TAge ' \ / *Child Spacing \

*Education
¥ : * Use of contraceptives .
Working status § P

*Wealth index
*Religion

*Place of Residence etc. ) ‘

Child Health Status

(Stunting)

Source: Author’s Construct, 2016,

Looking at this diagram a’b'ov'e, Hlustrates the independent variable, intervening
variable and d.ependent variable which affects each other positively or negatively. Independent
variable affects the intervening variable which will in turn determine the dependent variéble
t_akin.g the Variablés into cor_lsideration the (Age, education, working status, religion, place of
residence, wéalth index status, knowledgé of contraception, number of livi‘-ng children, CEB.)
will influence Child spacing and use of contraceptive and will determine whether the child
will have.a better health or not, The age of 'the mother matters and shows if the health of the
child will be positive or negative. Better or good education predicts a better job, higher
incomes and also good societies, When there is an increase in education it will promote the
financial, professoional and socio-economic (Arifeen et al., 2001) therefore, level of education
Gaffect the healtﬁ of the child .. Wealﬂth"index will affect the ability or have an impact on the

4,

health of the child either positively or negatively (Arifeén et al., 2001).
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2.4 STATEMENT OF HYPOTHESIS

-HO: - There is no significant relationship between women characteristics (age, education,
residence, religion, wealth index, birth spacing, knowledge of contraceptive, use of
contraceptive, émpl_oyment status, and number of living children, CEB) and child health status

L

n Soﬁthwest, Nigeria.

Hl: There is significant relationship between women characteristics {age, education, residence,
religion, w'ealth index, birth- spacing, kﬁowledge of contraceptive, use of contraceptive,
employment status, and number of living children, CEB) and child health status in Southwest,
: Nig_eria.

2.5 RESEARCH VARIABLES

a

. Dependént variable: child health status as measured by nutrition (stunting).
» Independent variables: age, educatioﬁ, residence, religion, wealth index, Birth spacing:
knowledge of contraceptive, use of contraceptive, working status, and number of living
Cl;ildl‘ell, CEB, u | B

» Intervening variables: child spacing and use of contraceptive.
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CHAPTER THREE

3.0 METHODOLOGY
3.1 INTRODUCTION
This section contains explanations on methodology this include study area, sample design,
sample size, data collection instraments, data processing and analysis and weighting that was
used in the analysis of this study. |
3.2 STUDY AREA
Nigeria is Jocated in Western Africa, and borders the Gulf of Guinea, between Benin

a

on the west and Cameroon on the east. It has a compact area of 923,768 square kilometers

-

(356,376 square miles). The country's land mass extends from the Gulf of Guinea in the south .

to the Sahel (the shore of the Sahara Desert) in the north. Comparatively, Nigeria is slightly
more than twice the size of California. Abuja, the capital city of the Federal Republic of
Nigeria, _1‘eplaced. the former capital city, Lagos, in December 1991, because of its more
central location; among otﬂel* reasons. Nigeria is made up of six geopol'itical zones namely;
North Central States: Kogi, Niger, Benue, Kwara, Platéau, Nassarawa and the.Federal
Capital.Territory, North-Eastern States: 'faraba, Borno, Bauchi, Adamawa, Gombe and Yobe
State, North—We'stem States:  Kaduna, Kebbi, Zamfara, Sokoto, Kano, Jigawa and Katsina
| State, South-Eastern States: Ebony.i: Enugu, Imo, Abia and Anambra State, South-Southern

States: ~ Akwa-Thom, Bayelsa, Edo, Cross River, Rivers and Delta State, South-Western

States: Oyo, Ogun, Lagos, Ondo and Osun State.

a

South-west Nigeria represents one of the six geopolitical zones created by President
Ibrahim Babaginda. It is majorly a Yoruba speaking area, although there are different dialects
even within the same state and its comprises of six different states which are: Lagos State

,Ogun State ,0Oyo State ,Osun State ,Ondo State and Fkiti State . The zone has a land mass of

76,852 square kilometers and population of 27.5million. (NPC, 2006) The zone controls 60
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percent of the nation’s industrial capacity, 44 percent of banking assets, 67 percent of
insurance assets and is house to the nation’s three deep sea ports of Apapa, Tin Can Island and
Roro, the busiest International Airport of Tkeja, three terminal stations of Egbin, Papalanto and

Omotosho.

3.3 SAMPLE DESIGN

The 2013 National Demogrt;phic Health Survey and in-depth interview were being
used for this study. The sample design for the suryey is nationally representative and covered
the entire popﬁlatio_n residing in the country. The survey employed a general sampling
;:;rocedure to collect information z;t all levels in the country. The sample for the survey was a
stratified sample, selected jndependently in three stages. Stratification was achieved by
separating each state into urban and rural areas. In the first stage, 893 localities were

naticnally selected in each sampling stratum. _ .

In the second stage, the survey used list of enumeration areas (EAs) prepared for the
2006 Population Census of the Federal Republic of Nigeria, provided by the National
Population Commission as sampling frame. The sample was designed in such a way to
provide population and health indicator estimates at all levels of the country’s administration
{(national, zonmal,”and state lgvels). In all the 36 states and the FCT, Abuja, thf: sample

‘Ppermitted calculation of specific indigators for each zones.

U‘ndel_* thé: sampling frame, Nigeria is administratively divided into. states for the
survey. Bach state is then subdivided into local government arcas {(LGAs), and each LGA is
divided into localities. Als‘q cach locality in the administrative units and geopolitical zon.es '
were subdivided ihto coﬁ\}enient arcas called census enumeration ?areas. The primary

sampling unit (PSU), referred to as a cluster in the 2013 NDHS, is defined based on FAs

from the 2006 EA census frame,
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One Enumeration afea (EA) was 1“andomly selected from most of the selected localities

with an‘equal probability selection. Southwest, Nigeria had a total of 159 enumeration arcas

- (EAs) selected. The household listing involved visiting each of the 159 selected EAs. A
_ complete listing of households and a mapping exercise were carried out for each cluster from
December 2012 to January 2013, with the resulting lists of households serving as the
sampling frame for the selection of househo]ds. All regular households were listed. The NPC
-, listing enumerators were trained to use Global Positioning System (GPS) receivers lo

.

<alculate the coordinates of the 2013 NDHS sample clusters,

The third stages, a fixed sample take of 45 households were selected per cluster. Al
women age 15-49 who were either permanent residents of the households in the 2013 NDHS
sample 51' visitors present in the househ-olds on the night before the survey were eligib&: for
interview. Among the 159 clusters in Southwest, 115 were in urban areas and 44 in rural

areas.

Three questionnaires were used in the 2013 NDHS: the Household Questionnaire, the

Woman’s Questionnaire and the Man’s Questionnaire. The content of these questionnairés
was based on niodel questionnaires developed by the MEASURE DHS programme. The
“Household

. Questionnaire was used to list all the usual members of and visitors to the selected households.

Some basic information was collected on the characteristics of each person listed, including’
age, sex, marital status, education, and relationship to the head of the household. Information
on other .charaeteristics of household 111e£11bers was collected as well, including current school _
attendance and survivo;ship Qf parents among those under age 18. If a child in the household
had a parent who was sick for mc_)fe than three consecutive months in the 12 months preceding '
the'sﬁrvey or a parent who had died, additional questions related to support for orphans and

vulnerable children were asked. Furthermore, if an adult in the household was sick for more
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than three consecutive months in the 12 months preceding the survey or an adult in the
household. had died, questions were asked relating to support for sick people or pecple in
-households where a member had died.

‘The Household Questi01mai}e also collected information on characteristics of the
househqld’s dwelling unit, such as source of water; type of toilet facilities; materials vsed for
the floor of thé house; ownership of various durable goods; ownership of agricultural land;
(;w11ership of Iivés-tock, farm animals, or poultry; and ownership and use of mosquito nets and
long-lasting insecticidal nets. The Household Questionnaire was further used to record height‘]
and welght measurements for children age 0-59 months and women age 15-49, In addition,

data on the age and sex of household members in the Household Questlonnaue were used to

1dent1fy women and men who were eligible for individual interviews.

3.4 SAMPLE SIZE
The target population of the study is women at the reproductive of élge 15 — 49 years in
Southwest, Nigeria of the Nigeria NDHS 2013 recode dataset. There were three thousand six

hundred and eiglity two (3,682) married women in Southwest with stunted children. They are

women who are at the reproductive ages 15-49,

- 3.5 DATA COLLECTION INSTRUMENTS

Both Primary and secqndary data sources was used. The data collection instrument for
this study is a well structure questimmairéa. _ | ‘
Three qﬁe'stiom-laires were used in the 20.13 NDHS: the Houschold Questionnaire, the
Woman’s
Questioﬁhaire and the Man’s Questionnaire. The content of these questionnaires was based on
model questionnaires developed *by the MEASURE DHS programme. The model

questionnaires were modified accordig to the country’s requirements, in consuliation with a




broad spectrum of government ministries and agencies, nongovernmental 'organisations, and
_i_nternational donors, ‘to reflect relevant issues such as family planning, domestic violence,
| HIV/AIDS, and maternal and child health, A stakeholders’ meeting organised by NPC in
Abuja on March 26, 2012, provided a platform for experts to discuss the questionnéircs
extensively, and the input from ‘this was used to finalise the survey questionnaires. The
questionnaires were then translated into three major Nigerian languages—ﬂausa, Igbo, and,
Yoruba—and were pretested, refil_led,'and finalised for the survey.

The women questionnaire was ahalyzed for this study. The Woman’s Questionnaire
was used to collect information from all women age 15-49. These women were asked
questions on the followihg main topics:

+ Background characteristics (age, religion; education, literacy, media exposure, etc.)
* Reproductive history and childhoocz mortality

» Knowledge, sov._irce, and use of family planning methods

+F ertility_preferéonces

%

« Antenatal, delively, and postnata] care
» Breastfeeding and infant feeding practices

. Chilrd immunisation and childhood illnesses

* Marriage and sexual activity

* Women’s work and husbaﬁds’ background characteristics

* Malaria prevention and treatment

* Women’s deciéion making

* Awareness Qf AIDS and other sexually transmitted infections -
* Maternal mortality - .

* Domestic violence,
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To complement the secondary data, an in-depth interview was conducted among
randomly selectéd women at the reproductive ages 15-49 that have at least one live birth, with
a well structured question guide that will answer the research questions and address the study

objectives, ’
- 3.6 DATA PROCESSING AND ANALYSIS

Quantitative and qualitative anallysis was used for the analrysis»‘ of this stady. The
statisticai software caile_d STATA 12.0 Was used for quantitative data analysis. Data analysis
was done at three levels which are univariate, bivariate and multivariate. Univariate level ie.
frequency distribution of selected socio-demographic characteristics of women and the .
rbivariate level i.e. cross-tabulation with the use of Chi-square test to examine relationship .
bétween two. variables (stunting) and selected socto-demographic characteristics of women
while at multivarilate level binary logistic regression was used to know the influence of
'women’é selected characteristics on child stunting. Also content analysis was used_ in
analyzing the responses o.f selected respondents of the in-depth in'terviex.z«ar for the qualitatives

data analysis,

3.7 WEIGTHING
This data ié weighted uéing the NDHS sample weight variable v005, and it was applied thus:
gel1 wi=v005/1000000.The sample weight is applied to determine the real percentages of each

variable.
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CHAPTER FOUR

4.0. INTRODUGTION

-

This chapter considers the socio-demographic characteristics of the respondents, the
relationship between women’s status and stunting as well as the factors predicting stunting

among women.

4.1.  Socio — demographic characteristics of respondents with weighted percentages

Table 1 revealed that a total of 4,293 women of age groups 15-49 were considered in

this study. About (15.5 %) of the respondents were found between the age group 15 — 24,

35.7% of the women were found within the ége group 25-34, (28.8%.) of the women were
found between th.e age group 35 and above, The mean age of the respondents was 3.0.9.

About 10% ot the respondents had no formal education, 26.5% of the womien had only
primary school education, 47.8% had secondary education, while 14.9% of the respondents,
had post secondary education. Seventy-two percent of the women lived in urban areas, while
about 30% of the live in rural areas. The study population was predominantly Christians
(61%), and the Muslims made up 38%, followed by respondents practicin;g traditional religion
with about 1%. Eleven per¢e11t of the study .populations were unemployed at the time of the
Survey, while 88.2% of the respondents w.ere currently employed or engaged in one skills or
the other to maké a living. An}ong tl‘lese women, 9.8% were poor, 12.5% of them li.ved above
ziverage, and 77.7% of them were rich. 81.6% of the respondents had less than 5 living
children, while f8.4% of the respondents had 5 and more children currently alive as at the

_ time of the survey.

A

It was interesting to know that only 4.7% of the women in south west knew no method,

of contraceptive, this were an indication that contraceptives education were widespread in the
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southwest, whiles05.3% of the women knew contraceptives in the study area. The knowledge
of contraceptives among women in the study area did not really translates into contraceptives
use, as only 38% of the women in the study area uses any form of contraceptives and 62%

uses no method at all,

. About 11% of the study population visited the antenatal clinic less than 4 times as at
the time of last lpregnancy, while 89.5% of the women visit the antenatal clinic more than 4
times. Seventy-fouf percent of the women had less than five children ever born, while 25.3% _
have given birth to more than five cin'ldren, this were an indication of low fertility behaviour
of Women in therstudy area. About 22% of these women have children with stunted growth,

and 78% were with children with no stunted growth.

4.1. Tablel: Socio - demographic characteristics of respondents with weighted percentages.

-

Variable Frequency Percentage (%)
(N = 4,293)

Age Group ¢

115-24 668 155
25-34 B 2316 557
35+ p : 1,309 28.8.
Range 1549 |
Edﬁcati.on '
No formal Education 472 B 10.8
Primary 1,068 26.5

* [ Secondary . 2.079 4738

Post-Sgcondary 674 14.9
Residence ' .
Urban | 2,980 72.1
Rural - : 1,313 27.9

| Religion ' .

.1 Christianity | 2,850 61.4

34




Islam 1,414 38.0

Traditional 19 0.6

| Occupation ‘ -

.| Not working 513 11.8
Working : ' 3,775 88.2
Wealth Index .
Poor | 438 T o8
Average . 605 12.5
Rich 3,250 77.7
Birth Spacing !
< 2 Years 707 272
>3 Years o 1,961 72.8
No. .of Living Children
< 5 Children 3.439 81.6
> 5 Children | 854 18.4
Contraceptive Knowledge
No | 205 i 4.7

1 Yes 4,078 ' 05.3
Contraceptiv.es Use
No - 2,760 61.6
Yes 1,533 384
Antenatal Care Visit
< 4 visits 411 _ 10.5
> 4 Visits 3,206 | 89.5
Children Ever Born ' ' _
<5 Children - 3,166 747
> 5 Children 1,127 253
Sﬁmtiug* '
No : ' 2,890 78.1
Yes ‘ B 792 | 21.9

5

Author’s Work, 2016 (Data from NDHS, 2013) *No response excluded
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4.2. INDEPTH INTERVIEW REPORTS

Based on six in-depth interview conducted among women in reproductive ages 15-49
that had more than children in Oye Local Government Area, Oye Ekiti, Fkiti State, Nigeri.a.
The in-depth interview was conducted to know the relationship between women’s baékground
variables (age, educ_ation, residence,°religi011, wealth index .e.t.c) and child health status (child
nufritional statusy in Southwest, Nigeria. The following were the characteristics identiﬁéd with
women’s status and child healih as indicated by child nutritional status; balance diet,
countless, normal ‘height, no stunled growth, time, socioeconomic and demographic faclors,
.related, poor growll, small stature, poor mental ability, sickness, child mortality, poor school*

performance and inferiority complex.
4.2.1. Knowledge of balance diet : ' :

This section revealed the respondents knowledge of balance diet, respondents explains what
they understood by balanced diet. During the in-depth interviews the followings responses

were noted.
Respondent 1:

' Balanced diet is Fating foods with much nutritious ingredients like vegetable, meat.

. Jish and mzlk (IDI I, 32 years, Christian, working).
Respondent 2:

Balanced diet is the combination of foods that is called balance diet like food containin o

g

carbohydrate, protein and fruits, (IDI 2, 45 years, Tslam, working).




Respondent 3:

Balanced diet is a diet consisting of proper quantities and proportions of foods needed

to mainiain health and growth, (IDI 3, 30 years, Christian, not working).
Respondent 4:

Balanced diet is when we eat food that are high in protein and low in carbohydrates

and fat} to eat balanced diet one need to combine several types of foods like bread,

L3

rice, vegetable, fruit, milk, egg, beans and so on, (IDI 4, 24 years, Islam, working).

Respbndent 5

Balanced diet is foods that give our body the nutrients it needs to function correctly, to

get proper nutrients-one need balance diet, (IDI 5, 22 years, Christian, working).

Respondent 6:

Food that contains all the five classes of food like protein, carbohydrate, fut, vitamin

and mineral are referred to as balanced diet, (ID1 6, 39 years, Christian, not working).

e

The results of the in-depth interview shows that all the women that was interviewed -

understood the meaning of balance diet therefore eating food with balance diet complements .

good growth and healthy living.
4.2.2. Factors responsible for child nuti"itional status

This section examined the factors responsible for child nutritional status. Each -
respondent identif_ied'factors responsible for their children’s nuifritional status. During the in-

depth interviews the followings responses were noted.

a




Respondent l:

Money for buying food to feed my children, time is also responsible for children
nutritiopal status in that when there is much time I will be able to cook good food for .

them to eat, (IDI 1, 32 years, Christian, working).

Respondent 2:

Child nuirition is essential to the child health, the work i do, time and environmente!
fuctors are vesponsible for my children’s nutritional status and also money is one

major factor that allows me to buy better food for my children, (ID1 2, 45 years, Islam,

working),

Respondent 3:

a

Mostly my exposure, where I live and my level of education are the factors responsibie

for my children’s nutritional status’ (ID1 3, 30 years, Christian, not working). .

@

Respondent 4: .

Environment, education level, residence and time are responsible for my children’s

nutritional status, (IDI 4, 24 years, Islam, working),
Respondent 5: ' .

Education, availability of money are factors responsible for my children’s nmuritional
status because my level of education, gives me wider exposure on low well to feed them
and availability of money gives me ability to buy the good Jood their growth requires,

o

(IDL 5, 22 years, Christian, working).
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Respondent 6.

Level of income, environment at factors are responsible for my children’s nutritional
. status, and the time i devdted to cook and ensure they eat is also responsible for their
. L]
nutritional stetus, (ID1 6, 39 years, Christian, not working).

The above report indicated that all respondents saw the socioeconomic and socio-

demographic factors to be responsible for child nutritional status.
4.2.3. Women’s background variables and child nutritional status,

This section examined women’s background variables to child nutritional stafus.

During the in-depth interviews the following were observed:
Respondent 1:

My age, education level, where I live, and even my work does not affect the rate at

which I'feed my children, so all my background vaviables are much :'mpom‘cﬁrr fo my

children’s nutritional status. There are great relations between all my background
variables that I mentioned earlier and the health and nutritional status of my children,

living in rural areq like Ove here limits me from getting my childyen some food they

require for proper gmwth in most cases, (IDI 1, 32 years, Christian, working).
Respondeht 2

My background variables like age education, occupation and income are important to

my children’s nutritional status, because all these variables determine my ability to

feed them well. There are much relationship between all my background variables Iike

I mentioned before now and my children’s health and nutritional status because With

&




’ all these variables feeding my children can be determined, (ID] 2, 45 years, Islam,

\ working).

Respondent 3;

Yes, all my background variables like education, age, residence and income are all
important to my children’s nutritional status. Yes, there are vital relationship between
all my background variables and my children’s health and nutritional status, because

all these variables mentioned in the response before this greatly determine how [ feed

them and monitor their healthy living, (IDI 3, 30 years, Christian, not working).

Respondent 4

Variables like education level, age, religion, work and residence are so important to
my children’s health status and nutritional status. There is a strong relationship

between the variables like age, religion, residence and other variables and my — *

children’s health and nuiritional status, (IDI 4, 24 years, Islam, working),

Respondent 51~ : :

The variables like age, education, residence, religion and work are very important to
my children’s nutritional status. Yes, there are much relationship between the
variables i mentioned above and my children’s health and nutritional status, (IDL 5,22 -

years, Christian, working).

o }lespdndent 6:

They ure very important; i mean my background variables are important to my
'. 2 LRy . . . : L]
children’s nutritional status. Yes, there is close relationship between my background

variables and my childven’s health and nutritional status in that age, where I-live,
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. L]
education, and exposure determine how I look after my children’s health and their

nutritional status,” (ID] 6, 39 years, Christian, not working).

The above finding clearly revealed that socio-demographic variables were important to

[

child mutritional status
4.2.4, Consequences of malnutrition

This section examined the consequences of malnourished childrern. During the in-depth

interviews the following were observed:

. .8
Respondent 1:
. L]
Malnutrition which is lack of good food to my understanding may cause series of
L]
problem to child well-being, for example, Sickness, poor school cooperation, physical |

defects and mental ability will be limited also it can cause a child 1o steal, (IDI1 1, 32

years, Christian, working).
Respondént 2:

Consequences of malnutrition are sickness, poor cognition, poor growth and can even

cause child death, (IDI 2, 45 years, Islam, working).

@

Re'spondent 3:

. . As a result of malnutrition child will look slim, will not be strong or even result to poor

health and growth, poor swiglzt and affects thinking ability, (IDI 3, 30 years, Christian,

not working), -

Respondent 4:

malnuirition can cause sickness, limit good growth and hamper stvength, it can cause

the skin to shrink, poor reasoning ability and poor school performance even
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malnourished children are mostly found with stunted growth, (IDI 4, 24 years, [slam, -

« working).
Respondent 5:

Malnutrition can lead to sickness, death of the child and hinders prosper growth of

children and also effects academic performance, (IDI 5, 22 years, Christian, working).

Respondent 6: |

a

Malnutrition can cause poor growth, kwashiorkor, retarded mental ability, feeling inferior
among mates and it can lead to child's death, (ID1 6, 39 years, Christian, not working). .
Based on the above findings the respondents identified poor growth, small stature, mental

limitation, sickness, poor cognition, poor school performance, and child mortality as notable

consequences of malnutrition.

4.2. Women’s status and Stunting

The table 2 revealed women’s status and child’s nutritional status (stunting) in south
west Nigeria. From the table women between the age group 25-34 have more malnourished
children (52.1%), and woinen with secondary education have more stunted children'(46.2%).
Urban residents have more stunted children with more than 61%, women practicing |
Christianity_haw_: moré stunted children with more than 63%. Women who are currently
working or engaged in one skill ér the other to make a living have more stunted children
- (B8.3%). Women who are rich have .more stunted children (65.5%) and those who have _nﬁ)re
than 2 years birth spacing with 76.1% stunted _children. Women with less than 5 children have,
less stunted children (75.1%), also women with cohtraceptive knowledge have more stunted
childfen '91.9%. Women v_ﬁm do not use any form of contraceptives have more stunted

1

children 64.0%.
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Women who have more than 4 antenatal visits have more stunted children (84.2%) and

women with less than 5 living children have more stunted children (72.3%):

4.2. Table 2: Distribution of women’s socio-demographic characteristics by child health

(stunting)
. Stunting
, Total
No Yes
Variabies (n=2,890) | (n=792) | (N =3,682) | 12 Df ;i P value
Age Group -
‘15 - 24 416 (14.4) |.140(17.7) | 556 (15.1) 5325 12 |0.070
25— 134 1,584(54.8) | 413(52.1) | 1,997(54.2) '
35+ 890 (30.8) ] 239(30.2) | 1,129(30.7)
Education |
No formal :
Education 272 (9.4), | 138(17.4) | 410(11.1) 77173 |3 | 0.000%
Primar}: 684 (23.7) | 222(28.0) | 906 (24.6)
Secondary 1,419(49.1) | 366(46.2) | 1,785(48.5)
Post-s-egondafy 515(17.é) 66 (8.4) | 581 (15.8)
Residence
|-Urban 2,070(71.6) | 488(61.6) 2;558(69.5) 2937111 | 0.000%
Rural 820 (28.4) | 304(38.4) | 1,124(30.5)
‘Religion
Christianity 1,945(67.5) | 500(63.3) | 2,445(66.6) | 7.436 |2 '0.0_'24*
Islam 924 (32.0) | 289(36.6) | 1,213(33.0)
Traditional . 14005 |10 |15(0.4)
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Occupation

Children

Not working 344 (11.9) | 86 (10.9) 1 430(11L.7) | 0.667 0.414
Working 2,544(88.1) | 706(89.1) | 3,250(88.3)

Weéllthn Index

Poor 241 (8,3) | 136(17.2) | 377(10.2) | 69.247 0.000*
Average 378(13.1) | 137(17.3) | 515 (14.0)

Rich 2,271(78.6) | 519(65.5} | 2,790(75.8)

‘Birth Spacing

<2 Years 443 (25.1) | 115(23.9) | 588 (24.9) | 0.203 0.588
> Years 1,321(74.9) | 366(76.1) | 1,687(74.1)

Children Ever

Born

< 5 Children 2,171(75,1) | 531(67.1) | 2,702(73.4) | 20.756 0.000%*
| = 5 Children 719 (24.9) 1261(32.9) | 980 (26.6)

Contraceptives

Knowledge

No 124 (43) l64(8.1) |188(51) |18.430 0.000*
| Yes 2,766(95.7) | 728(91.9) | 3,494(94.9)

Contraceptives

Use

No 1,822(63.0) | 507(64.0) | 2,329(63.2) | 0.251 0.616
Yes - 1,068(37.0) | 285(36.0) | 1,353(36.7)

ANC

< 4 visits 243 (10.0) | 106(15.8) | 349 (11.2) | 17.820 0.000%
| > 4 visits 2,191(90:0) | 565(84.2) | 2,756(88.8)

No. of living
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< 5 Children 2,339(80.9) | 573(72.3) | 2,912(79.1) | 27.706 | 1 | 0.000%*

> 5 Children 551 (19.1) 1 219(27.7y | 770 (20.9)
Author’s Work, 2016 (Data from NDHS, 20130) *p-value<0,05; No symibols refers.

to no signifi can_t association.

4.3.  Factors predicting Stunting

The TabIe 3 below presents the result of the logistic reg1é$s'10n analysm of the
1elat1onsl11p between women’s status and child’s nutrition. The table indicates that women
within the ages 25-34 WGI.‘_e 29% less likely to have children with stunted growth compared fo
women between the ages 15-24 (R.C), and women between the ages 35 and above were 27%

less likely to have children with stunted growth compared to women in ages 15-24,

Furthermore, women with primary education were 3% more likely to have children
with stunted growth, compared to women with no education. Also, women with secondary and

higher education were 23% and 45% less likely to have children with stunted growth

L]

respectively. Children of Muslim parents were 1% more likely to have stunted growth

compared to women practicing Christianity, Respondents who are currently work{_ng were

12% more likely to have stunted children compared to those who are nbt Working. Women

who were classified as belonging to average and Rich household were also less likely to have
children with stunted grthh, (34% and 44% respectively) compared to Women with birth

spacing above 2 years were 9% more likely to have stunted children compared to women with

less than 2 birth spacing. Women with more than 5 children were also 15% more likely to

have children with stunted growth in comparison to the reference category women with less

“than five children).
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More so, wbmen with 5 and more living children were 81% more likely to have
stunted children, compared fo women with less than 5 1ivihg children. Women who know at
least a method of contraceptives We‘re 1% more likely to have stunted children compared to
those who know no method of contraceptive. Women who use any method of contraceptives,
were 26% more likely to have children with stunted growth, compared to women who use no
method. Women who also yisited the antenatal clinic for 4 and more times were less likely to

have children with stunted growth compared to their counterparts who claimed to visit the

antenatal clinic for less than 4 times,

4.3, Table 3: Binary Logistics regréssion showing the relationship between stunting and

women status irr South west Nigeria

.

: . 95% CI

Variable . OR | Lower | Upper p -value
Age Group

15-24 1.0 (R.C)

25-34 0.71 54 .90 0.014
35+ 0.73 48 1.11 0.142
Education \

No formal -~ | 1.0 (R.C)

Education
‘Primary 1.03 0.67 1.58 0.869
Secondary 0.77 0.50 119 | 0.245
Post-Secondary 0.55 0.32 0.96 0.036*

- | Residence : . '

Urban 1.0 (R.C) ' :

Rural 0.83 0.59 1.17 0.296
Religion

-Christianity LOR.C) '
Islam 1.01 | 0.80 1.29 0.876

Y Traditionalist :

Oceupation '

Not working | 1.O(R.C)

| Working 1.12 0.80 1.56 0.485

Wealth Status

Poor ' 1.0 {R.C)
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Average 0.66 0.41 1.06 0.091
Rich ' .56 (.34 0.93 0.025* L
Birth Spacing

< 2 Years 1.0 (R.C)

> 2 Years 1.09 0.83 1.43 0.504
Children Ever '

Born '

< 5 Children 1.O(R.C) -

> 5 Children | 1.15 0.68 1.93 0.597
No. of Living

Children .

< 5 Children 1.0 (R.C)

> 5 Children -1.81 C0.94 3.47 0.072
Contraceptives

Knowledge. .

No 1.0 (R.C)

Yes 1.01 .57 1.79 0.959 .
Contrdceptives

Use

No . o 1.0 (R.C)

Yes 1.26 0.98 1.62 0.061
Antenatal Visits

< 4 vigits 1.0 (R.C) .
> 4 visits 0.78 0.52 117 | 0.237
Congtant 0.69 0.29 1.63 |- 0.408

Author’s Work, 2016 (Data from NDHS, 2013) *p-value<0.05; No symbol

refers to no significant association, (RC) reference category
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CHAPTER FIVE
5.0. INTRODUCTION

This section consists of summary of all the findings, conclusions from the study and

recommendations based on the findings.
5.1. SUMMARY

The overall objective of this study is to examine the relationship between women’s
status and child nutrition in Southwest, Nigeria. The study wés based on the sample size of
, '3,682 women of reproductive ages. With respect to socio-demographic characteristics, About
(15.5 %) of the re'spohdents were %ound between the age group 15 — 24, majority of the
wonlen were lfound within the age group 25-34 (55,7%) and ( 28.8%) of the women wére‘=
. found between the age group 35 and above. The mean age of the respondents was 30.9. About
10% of the respondents hgd no fon;ml- education, 26.5% of the women had only primary

school education, 47.8% have secondary education, while 14.9% of the respendents had post

secondary education.

Seventy (wo percént of the women live in urban areas, while about 30% of the live in
- rural areas. The study population were predlominantl.y Christians (61%), and the Muslims’
make up 38%, followed by respondents practicing traditional religion with abouf 1%. About
peleven percent of the study populations were unemployed at the time of the survey, while -

88.2% of the respondents were currently emploved or en caged in one skills or the other to
p y employ g

&

‘make a living. Among these women, 9.8% belong to poor household, 12.5% of them lived~
above average, and 77.7% of them were rich. Bighty-six percent of the respondents had less
than 5 living bhildren, while 18.4% of the respondents 5 and above children currently alive as

at the time of the survey. It’s interesting to know that only 4.7% of the women in south west
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knew no method of contraceptive, this is an indication that confraceptives education is
widespreéd in the southwest, while 95.3% of the women knew about any method of
contraceptives in the study area. The knowledge about contraceptives among women in. the
study area did not really traﬁslate to contraceptives use, as only 38% of the women in the
sj:udy area use any form of contraceptives and 62% uses no method at all. About 11% of the
study population visited the antenata] clinic 4 and more times as at the time of last pregnancy,
while 89.5% of the Women visit the antenatal clinic more than 4 times. Seventy-four percent

of the women had less than five children ever born while 25.3% had given birth to five and

more childrén. About 22% of thes.e women have children with stunted growth. Women
between the age‘ group 30-34 had more malnourished children (26.4%), and women Wi‘[h“
secondary education had more stunted children (46.2%). Urban residents had more stunted
childfen with more than 61%, women who claiméd to be Christians had more stunted children
‘with more than 63%. Women who were currently working or engaged in ;me skill or the other
_ to make a living had more stunted children (88.3%). Women cafegorized to rich household
had more stunted children (65.5%) and those who have more than 2 years birth spacing witl’
76.1%_ stunted children. Women with less than _5 children had less stunted children (75. 1%, .
~ also women with canfraceptive knov;ledge had more stunted children, Women who do not use
any form of confraceptives had more stunted children. Women who had 4 and more antenatal

Visits had more stunted children (84.2%) and children with less than 5 living children had

more stunted children (72,3%).

LS

The result of the in-depth interview clearly revealed that women’s socioeconomic and
socio-demographic variables (age, education, residence, religion, wealth index .etc) are
important to child health and child nutritional status and also that there is relationship between

women’s socioeconomic and ‘socio-demographic variables and child nutritional status. Sobo,

49




(2006) studied women'’s status and child health status in Abeokuta, he fond out that there is

higher relationship between women’s status and child health status.

5.2. CONCLUSIONS .

Understanding the relative importance of the various determinants of malnutrition
among Nigerian women is the key to designing evidence-based effective programs to address
child’s nutritional status, The pr’oportion of stunted children vary by type of place of
residence, household wealtin status, women’s educational attainment, religion and children®
ever born, contraceptive knowledge, antenatal_care visit, number of living children with
statfsticaily significant chi-square values 'in the bivariate analysis., Age of women, employment

status, birth spacing, and contraceptives use of women have no significant relationship with -

- child malnuirition.

The magnitude of the gap described in this study gives baseline information that will '_
help prograrﬁmers, researchers and ?policymakers in the management of malnutrition among
children in Nigeria. On the average, child malnutrition is dominant among women with Jow
"'educatio.nal attainment,. and poor economic status. The present study is important in that it
cioaunented women’s status as al; mmportant determinant of child nutritional status, a major
research question that was theoretically stated prior to these findings. In line with this the"

research has identified that women’s educational attainment, employment status, and

household economic status are the most important factors in child nutiitioy.

Unless the obstacles that prevent women from practicing their potential are removed
including through development and empowerments, it will be difficult if not impossible to-

avoid malnutrition and achieve intended national development goals. Improvements in
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children’s nutritional status can only be seen when the needy are not exposed to the risks of

poor mutrition,
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DEPARTMENT OF DEMOGRAPHY AND SOCIAL STATISTICS
FACULTY OF SOCIAL SCIENCE
FEDERAL UNIVERSITnY OYE-EKITIL, EKITI STATE, NIGERIA
. INDEPil‘H INTERVIEW GUIDE

Women’s Status and Child Health in southwest, Nigeria

Name of Note taker ...coovvevvneenvnrenvicisnnsnnns

- Iram Miss Osunleye Ibidolapo Ayoola a final year student of the Department of

Demogwphy and Social Statlstlcs Federal Umvermty, Oye-Ekiti, Ekiti State, ngerla

- With Matnculanon Number DSS/ 12/0626 I’'m conducting a research on women’s Status

and Chlld Health in southwest, ngerla I am especially interested in knowmg the
relatwnslnp between women’s siatus and child health as indicated by 11utr1t10nal status. T
hope that your answers to my questions reveal the relationship between women’s status

and child health and it help to buttress the result of my research.

I expect our discussion to last about 30-60 minutes. Thank you.
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11,

1.

il

iii,

iv.

Y.

vi,

vii.

viii.

2.

3.

- What kind of food do you feed your children with?

QUESTIONS

What are your background variable characteristics?

o

How many children do you have now?
What do you understand by balance diet?

How many times do you feed your children per day?

Looking at your children do you think their growth is in line with their ages?
It yes why?

If no why?

-Can1 see your children (the researcher will use her rational judgment to establish

stunted children)?: |

- What factors are responsible for your children’s nutritional status?

Are your background variables (e.g. age, residence, education, e.t.c.) important in .

your child nutritional status?

a
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10. Are there any relationship between your background variables and your children

health Elﬂd nutritional status?

3

11. What are the consequences of malnutrition?
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