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= Abstr'acti
- The sj:udy examine the effeét of Wémen’s e_mpower_rﬂent on child health status in Nigeria. The
. _i-: study emﬁloygd N]j_HS 201’3 Kids recode datasets to measure child nutritional status (wasting)
(éqrﬁpled .s.,i'zé Waés 6,888‘f0r unpaid, and 17;556 ‘paﬁd).‘ Analysis was done at three levels —
' univariate énalysié; using frequency taible,'bi\(@riate_ analysis using. chi-square and multivariate
‘ a;na.ljéis using bihary Iogistic regression. .The -biVariate analysis revealed that regidns, religion
' a.nd ,educationé.l stai:us had a signiﬁéant relationship Wi.ﬂl family décisions on child health,
-:PUIChaSG and i_'ncbmc'_ in t11€ study area. The m_ulﬁvariate analysis --.dis.closed.-i-that there were
significance relatioﬁ'shi'p' between women empowerment and child rhealth as. children whose
B fnotﬁef were not empowéféd_ are’1.034 :times likely to be wasted compared to those empowered
| to take the decision (OR=1=.034; p<0.57). Also éhildr_en thse,m;)thers ar; working were 0.96
'rtimers.fless_ iikele fQ be Wasted compare to thos.e who were not working (OR=.96, p<0.05) but
| other socid—demographic characteristics that showed a significance relationship were Religion of
- p.arents-‘, as Islam is i.34 times morg"likel_y fd be Wastéd than Christianity with (OR=1.34,
| p<0.01), eduicational aftainment was found to -influence ﬁhtritional status of children as higher
educ;ted parents were 22% less likely to have Chiidren with wasting nutritional status{OR=0.78,
o pé(}.OS._l).* The: research‘r coﬁclﬁded-that women empowerrr-lent indee'd._ had influence on child

“nutritional statu's (wasﬁng) in the study area.
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CHAPTER ONE
INTRODUCTION
S ¥ BACKGROUND TO THE STUDY

Globally, Human 'cai')iteilllias belen identified as a major factor that influences povcrty aside from
E iahysical capital (Strauss &Thomas, 1998). Health is a.n important component of human capital in

| the ‘sense .tha_t investment in healt_h_has‘. inlpoitant direct effects ;on prod;ctivity and thus on

'_econo‘-micn growth On 'theoretical ground, they interact in important ways: with health affecting
' ‘”'; economic érowth and economic growth affecting health (Ajayi, 1992). Improved health status is
- expecte_d- -to :Iead to enhanced Welfaie as well as economic growth. Access to health services
consists of ut leést-‘ﬁv'e '=_components of service provision: aifailability, affordability, acceptability,
zippropriateness; and qUaiity. Although government in many instances, both in the past and more

- recently,f continues to invest in the health sector, incidence analysis suggests that public spending

“in health and education beneﬁts the non-poor dlsproportmnately For example, a 2013 Nigeria

Demographlc and Health Survey (NDHS) reported that only 4.8 percent of children living in
| households in the poorest quintlle are fully Vaccinated while 52.7 percent of chlldl en living in
households 111 the richest quintile have received all recommended vaccinations (NPC & ICF

1ntern‘at10na1 2014)..The national CWIQ survey carried out in 2006 revealed that 55.1 percent of

‘.: tiie"population sampled ha.ci-acce.ss to health services and with marked difference in accessibility
. aCrOss .ru'r'al: ond urban areas mBS, 207(‘:)5)7.Previous studies of the relutionship of maternal l-abo'r
forcenl.)erticipation and‘-chiid health statusiiave"'used smali and unrepresentative samples. These
studies generelly find cie(':reased labor force participation of mothers when the family includes e
.. child Wlth a chronic héalthcondition. A'Study of single mothers found poor child health status
*'had a net 'aseociation iyithmaternal .employmenti- One study that used nationaIiy representative

o1




" b'ut. old (.1 972-): data found a 10% decrease in maternal employment among white families with a
chronloally il Chlld A second nat10naily representatlve study that used recent data found that
: chﬂdren with COI‘IdltIOIlS 111;61}/ to require substanllal parental care had increased odds of having
. , fewer than 2 barents workmg (for 2- parent lloﬁsellolds) a.nd no parent working (for single-parent
' households)

i.1 STATEM‘ENT OF THE PﬁOBLEM
Child health is onf.:, of the iaasic._ probléﬁls in the_ society today, which is influenced by weak
decisioﬁ makil.lg:..au.tonor.ny of the mo't.herz Women’s sfatus- has received considerable attention as
‘2 Sigﬁiﬁcaﬁt faéfor -afféctin‘g demographic behavior and outcomes in sub-Saharan Africa and in
l Nigeria parfti_cJ:UIarly.' Researchers and programmatic. strategies ef{amine and tend to modify the
" héalth_c‘)f Childmn,and the status 6f the1r n‘.lother.. Several factors influence the health of the child
_ th.r(-)u.g]..l. Woﬁien’s émbéwg:rment status SLI.Cil as level of edubation, 000upation, wealth, ability to
 participate i.nlhousehol-d-decisiclmé, age, residence etc. Dunca.n. Thomas _(1.998).etc. Most research
-11#3 coh_t:entrﬁted on-‘womén.’s status and child health becaﬁse organizations like WHO has
‘Women bécdﬁse of the his'toriﬁal intereét on child moﬁality. 6.6 mﬂlion Child deaths can be
prevented ‘each year 1f at;fordablei health preventions are m_ade available to the mothers and

- children whd need them. |

. However, most ‘of the empirical research in this atea has concentrated on the influences of

' Women’s status on fertilﬁy’. Much. less research- on women’s status has been focused on using
d1rect meésufes t6 as's'essr‘.[he' links bgtween wc:Jmen-ar'ld their behaviors once their children are
' bor_n. In 01‘.her" -v'yord_s, the inﬂuéncé of women’s status on demographic transitions has
* concentrated Qﬁ the _qua_lity of :children and hés neglected, ot taken for granted, iﬁVc—:stments in
o the quélity of ,.c'lhild;-ren with regard to th;ir.health.
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Globally, 80% of all--'deaths to children who are under five are due to only a handful of causes
SI;iCh‘ as pﬁeumonia,’ diarﬂ_iea, nialaria, measles, HIV/AIDS and explanations on the observed
- child health; I;ave_ gentéred on.biologica_l differences. In accessibility dr inability to afford balance
diet, héalth care by men, meiy leads to complication in pregnancy, abortion, anemia, poor health,

and cbnséquently poor child health etc. Kishor, Sunita & Sulabha Parasuraman.(2003).
L1 RESEARCH QUESTIONS:
1. What is the extént'.of stunting and wasting among children by mother’s status (decision
‘making) in Nigerié?' '
2. TIs thete a relationship between- Womeﬁ’é status (decisidn nlakil{g) and child health
: (waétingj' in Nigeria?
_ 1,3  OBJECTIVES OF THE STUDY
' The geﬁeral objective of the study is to examine the effects of women empowerment on child
: heaith status in Nigeriat :
1, ‘To éxamine the impact of women decision making power on child health outcomes in Nigeria.
‘2, To assess How socio~-economic factors (sex, age, marital status, level of education, ete.)
determines women decision making power.
- 3. To exaniine the r_,elatioﬁship between women decision making power and ¢hild health status -

- (wasting,) in Nigeria. o



'1.4.  JUSTIFICATION FOR THE STUDY

Child-;health can be determined or influenced by women’s status either positively or negatively.
Chﬂd health is very impot_'t_ent in this our modertl time because it can lead to child mortality and a
oL stuntect,. anct ;Nasted gtowth atnong othet adverse outcomes. Children remain one of the major
concerns of the govermnent and the soc1ety as they are the future leaders of tomorrow. One has

to take the health of ch1ldren w1th ser1ousness

‘In Nigertia, ‘aecerding-te the National Demographie and Health Survey (NDHS) of 2013, more
than‘one-third of-chill_dr'en_l(B%), with symptoms of acute respiratory infectiens were taken for
treatment in'a health facility, 29% of ehildrer.t with diarrhee and 38% of children with diarrhea

Were treatéd with oral rehj(dratien therapy (ORT), onty 12-23 months old children had received
~the 'reeotnntended coluﬂrse“o'f immunization (NDHS 2013). Child health, being one of the most

: ineleertent .res‘ouree's-of development and overall health within a natien, Poor child development
: cempouri('iszthe ph’ysicai effects ef poot cltild health with consequences to produce future adults

. unable to meet the1r phys1ea1 and intellectual potentlal (G1llep31e and Haddad 2001, WHO 2004).
Status of women- characterlzed by limited mobility; Weak dcc1510n making autonomy, and
- reetrlcted access to resourc.es, especially those that equip women to earn an income- significantly

" ‘:inﬂuence_s Women’s_tepro.du.ctive intentions and behaviours throughout the regton { Balk 2003,
Setuler. Hashemi 2003”'Meore '2001- Malhorta, Vanneman, | Kishor 2003; Jejecbhoy 2002
: V1sa:ra 2001 Morgan N1raula 2001; Sathar 1993; Smith et al. 1995; Sathaf & Kazi 1996).This
7 study aims to examine the effect of women’s empowerment status (decision making power) on

- child health (wastlng).



15 OPERATIONAL DEFINITION OF TERMS
- WOMEN STATUS: The position or rank of the woman in ré_lation 1o otilers in the aspect of
B econoimic, sooiait ahd physical aspect.
o MALNUTRITION Malnutrition is a condition that results from-eating a diet in which nutrients
. ﬁe elther not enough or are too much such that the diet causes health problems
| C‘HIL'D: A chﬂd is a'homan’ between the st’ages.of birth and puberty.
| CHILD MORTALI_TY:',Child;mortality fefers to the death of infants and children under the age
. o.f -ﬁvefor between the ages of one monfh to four years. |
wCHILDl HEALTH: .Child health encompasses the physical, mental, emotional -and social well-
belng of children from 1nfancy through adolescence.

WOMEN AUTONOMY Women autonomy is the freedom to act or funotlon 1ndependently



CHAPTER TWO

| ' LITERATURE REVIEW

2.0 INTRODUCTION .

This ciha‘pte’r revzi?ev-v_s relevant literature to the study.
| 2,’1’-QVEI{VIEW_0'F CHILD HEALTH
- Globaliy- aridf especiaily in d-eveloping'comltries, a child dies from different complications of
di'seasé; malnutrition and Other. causes. Nearly all the death of a child occur in the developing
6bm1&ies; méking childi.mortality the health 'stlatistics with ther largest difference between
dévelobed and.develc_)pi_ng- ¢ountries. Parents undergo this terrible fate,r if the health of the child
‘;e.grentually dies_,l. it afféé‘;s the parent automatically; A child dies because parents lose to give them
their primary cafe, c.drrinlnir_iities afe not encouraging and they don’t realize the contributions of
that child to 'éconoﬁﬁ:c'aﬁd éo’cial" development of that'staterand this répresqpt a huge cost to the

child’s néltion; community and the family.

Over the lastldecades,. much rese;'clrch has been conducted on child health. The focus of previous
e research ranges from general ﬁhdings.;o:'f. the offect of child health to more specific ﬁndings.
benpdring aiff_erént -'f.élatidnship statuses, prévious research consistenﬂy shows the positive
effect;s of | child- health on 'Wome'n.. Much of this research focusés on women status on child health
- in ufbaﬁ‘areaé wh_ich,_they'éoﬁsi.st bf mothers living in urban éities, sub-urban areas with regard

" to their Socid;ecOllorhic sté;tus and environment (Amato and Zuo, _Brbwn, Brody and Stoneman

. 2000, Dooiey and Prauée 20_02).- Tﬁe status of a person bealth affects well-being, goal attainment,

- quality of lifé and longéVity (WHO 2004). Research has observed that majority of child deaths in

developing countries occur at home and it has been d_o'cumerited"in sub-Saharan Africa countries




"tﬁat factor's such as Ieck of money, distance to heélth facility and perception of the illness not.
being seﬁous were ﬂle“ major reason. (NDHS 2013). The term women’s status which has been
deﬁned by research ac relative to 'Women as well as importaot only when relgtive to men in terms
of hoos;eholds',' c-ommunities',. nations-in \a}hich they live (.Smith et al 2003). Previous child health
K | has ‘fo:cu'sed. on how. child health is affected by maternal health.
‘.l Giobally, ovomen are alwafs responsible for the primary care for young children; nevertheless,
- men also agsome the responsibility, of care givmg for the children (Smith et al 2003). Men With

little power alwayé have p'o'or mental health, low self esteem and low self confidence to men who

N has power (Smlth et al 2003) Women who have lower quahty of care typically have low energy

o levels and ablhty to complete child care tasks which can lead to less capability to breastfeed

“successful and- this can be due to the men status -and it will le'ad to or hinders the health of the
child (Beafd 20017). fuﬁherlnore men living m communities where Iittle importance is place on
~the health of a woman and the chlld they generally find the rcploductlvc health services minimal
or 1f it is avaﬂablc at all (Smith ¢t al 2003) The lack of resources of the man will hinder a
- womao ’$ clolllty to undertake caring practices in the best interest of her children such as pre and
: aotenatai car_e (Osma_ni and Sen 2003). A man’s effective care of his children and wife will

| increasc thc control of the economic resources of hjs. household (Smith et al 2003). When mco
' qre'inv-ol\_/ed in hooseflold economic resources,‘:the wife will follow through with recommcndcd

) treatments fof ) ﬂleir-.chillldren after diécoveriﬁg an illness a,od immunize their children more

' freqoelitiy then men With l‘it.tl.e confrol over the household economic resources and also men who

- .Have mcre ccohomic c011tfoi within their families will make the wife have better advantage of
medical services availaole— to them-.such as regular gynecologicel, prenatal and birthing care than

- men with little or.no cont'rol‘over household resources (Engle, menon and Fladdad 1999, Mason




1‘9‘?.93, Caldwe1.11993,_ Kishor 2000, Defo 1997 and Smith et al 2003). .Household where men
) "c,entribulte' tor the income and assets have more control in the utilization of those resources, when
mén ‘have more eontfol"eve_i' resources a much more significant proportion of these reseurces are
alloceted to expenditures -thet difectly Béneﬁi: children’s education as well ;as clothes, food and
heaith care(Haddad et al’ 1997; Thomae 199.7-.) Previous research affirms the strong positive
: relatiéhéhip betﬁeen socio-economic status and better child health outcomes {Lynch and Kaplan
. 2000) Children froin‘ low socio-economic bac_kgroun_ds are less likely to be immunized, they
o suffer from ﬁutrit_ional distufbance, hz.i've more accidents (Currie and Stabile 2003). Children
fromh1gh socie-eeondﬂlie becligrounds they have higher chémces to survive to adulthood (Ismail
ef al 1993) In .the aspeet' of reSielence;' the socio-economic differences between urban and rural
" areas liave a slrong 1mpress1en‘ residents of urban areas are generally. better off educationally,
" 'ﬁnancmlly and physmally The advantage is largely due to 1mprovornents in pubhc health and the
readily avallable access to tl_;e information and resources necessa.ry for preventative and curative
. care urban eﬁyironment ilsually a trade centers have much wider :are.as of food to choose from
(Tiﬁlaeue ‘2.00.4)” and this gives better chances to r-have fnor'e balanced nutritional sources,
o ‘j Autbﬁ;a’eieelly, childreh living in urban areas have better health than those living in rural ones
(T:iﬁlaeus 2004). | |
2 1 2 WEALTH INDEX AND CHILD HEALTH
‘ Weallh has 1mportant 1nference for family and child health, the wealth index of the family’s will
. _ reﬂeet to the ab111ty to respond to the social economic that can negatlvely have an impact on the
chlld’s health(Lynch and Kaplan 2000) Income depends on the resources that wﬂl be available
| .:‘ro the famﬂ-y to Vfulfilll thellr food, housing and health needs, income is posmvely and negatively

associated with child health (Lyneh and kaplin 2000). Wealth is a comprehensive measure of

- e




" access to financial 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 assets.

. 2.1.3 LEVEL OF EDUCATION AND CHILD HEALTH

r_:Maternall edu_cetioh has shown to have a stronger effect on child health than paternal education
and paternai eelucatién el'se an effee‘r.- It has been considered a strong measure of social economic
E etatue (Lynch and I{apl_in,_-ZO'OO). It predrcts better job, higher incomes and better societies and the
l female'edl'learion'perticipatien maybe low -or.'lese important tlran .a man’s geducation. Tncreased

~ education has shown to reap increasing financial, professional and socio economic rewards for

o those that -'pu-rsue it (Lyneh and I(apian 2000) and those rewards offer financial, behavioral,

. add1t1onal resources a,nd strong 1mpact on the health of their ch11dren (Mensah 1985) said that

| paternal edueatlonal beneﬁts were better in urban areas. Ihghly educated men are more likely
| than thelr non—edueated counterparts to partlclpate actually in attendmg to the needs of their
| mfant and young ehﬂdren (Hoodfar 1984-1986).
- 2.1.4 FAMILY STRUC_TURE AND CHILD HEALTH
Family structure 'at“llarge “has signiﬁcant changes when someone thinks of the definition of
famlly, it _in'volves er .farleer,' mother and _children. Family s‘rru.cture coileiets of members in
rela'ﬁorrsﬁip te each other Witheut.respeierive-of roles and -function. There .a're seven types of
K familyj struetureend t'h"ey: ate;
o 1 Nuelear family
2 ‘Smgle parent
| "3.l Unmamed bloleglcal or adoptive famrhes

_' 4. _ Blended fa:mrhes '




5. _C_ohabitix_;g _famﬂ_iés
6. ' Ex‘tended 'f.amri.l_ies
7. Other familics
." Sfarting Wﬁh'-t:he ﬂrst type of family structure;
| 1. .Nuclcar fai.nily:. A nuclear family éoﬁsists of father, mother and children either biological
"or adoptiv'é. Thils type of family structure is the most admired in which it fbster the health
~of thel éhiid as long. .as‘ there is love, ;[ime spent With_ children, emotional support, low
| stress, constant écoﬁomic upbriﬁg_ing and financial support.

2. Sin.g'le ﬁar,ent: S_'in'gie parent involves only one par'ént éither a man or woman, Children
are most likeiy tox'li‘ver ina éingle _p‘areht structure for one reason or the cher rather than
‘death. A man tﬁat is:ﬁ single parent in whom he is talking care of a'cghil_d or children. The

child might have a éood héalth care. For example, a man that is divorced and he are

taking care of é cﬁild. The child might either receive a good health care or not. The man

‘may not héve “time for the child, he gdes to work every day and won’t care about the

heaﬁh of .tl:‘le child and alsol a man that goes to work a_nd still look for a housemaid or a

" nanny to take céré;"of the child and also go to look at the child when necessary, with that |

, “'.it fostcf the health of the (_:hﬂd.. Mostly, single parent or families frequently have less
.press__ure cdmpa:fed to the pressure in families that are not divoreed.

3. Unmarﬂed biolégiéal or ad_obtive families: This involvés two unmarried parents who are

-each biologic.ai Jor,"étrdoptive parents to “all the family’s children, the chiidreh’s health will

&

also either improve or not.
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4, .Blended fémi_li_es: This also consists of children living with one biological or adoptive
par:entsl énd that_‘parent’s spoﬁse. There can be also being a positive or negative effect on
" the health of the child.
5. 'Co.Habiting. families: _It i;lvolye's childrén liVing with onc—:'bidllogical o; adoptive parent and
the iJaréht"s unmarried cohabiting partner. This type of family structure will also
determine Whether'there will be an improvement in the health of the child or not.
.6, '_‘Extén:ﬂed family: Tl‘us involvl_es,children' living with one or two parents and at least one
"”rela,t:ed, "nc.m—p_ail;th.. adult sucﬂ as grandpatent or adult sibling. This type of farﬁily
st'ructuré is also 1n two ways either positi.vely or negatively in which it will affect the
' healthofthe child, |
7. Other fa_i_milieé: This consist .children living rwith adults who are not their biologiéal or
adoptive‘ par’éntﬂs. The health of children also improves or not that is positively or
‘negatively.
'Se\}er'al reéeafches has. shown that' ch_ﬂdr'en v.vll"lo are from nucléar family have a good health
care and tho.s::e Wlth éther forms like single pare1ﬁ in which the child might either receive or
"‘r‘_iot reéeive the ‘health care ‘and also the unmarried- biological or adoptive families, the
' -bleﬁded_- ::’famil_ies,c cohabiting families,. extended family and ‘other families, they will

" determine whether the child will have a good health or inot.‘

7 215 :RELIGION AND CHILD HEALTH

Religions also do affect the health of a child -positively or negatively. According to Child
Development Sﬁpplem"ents (CDS) to the Panel Study of Income Dynamics (PSID). They

measured religion into three .Whiéh are (1) Whether there is a religion afﬁli;ation and what kind,
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o (2) the 1mp0rtance of rehglon (3) the frequeney of church attendance. It appears that there was a

) posmve assoc1at1on between the measures and child health that is it has a positive effect.

- Aeeordmg to them 1t was observed that those that are rehglously biased have a higher level of

_ overall health Rehglon can have positive effects on child health by influencing the child and

also the parent’s behav1or by regulatmg thelr soc1al and psychologmal way and also religion can

' d,1sc0urage bad behavtor in one ‘way or the other. For example, alcohol consumption in which

Is‘bme religioh deee not allow that. Tt can also be in the negative level in which some religion does

~ not allow the services bf doctors and hospitals and it will affect the health of the child. They
_ diseourage t/accinationé and many ot_h_ers.‘ (Ellison‘ et al 2001).

22 THEORETICAL FRAMEWORK:

: Usmg a Bio- loglcal theory which was propounded by (Urie Bronfenbrenner in 1986), the bio-
| eeolog10a1 model of human development can be used by both chﬂchen and maturlng adults. He
first propounded a _,the_ory by (Stephen J. Ceci in’ 1994) which is an extension of
| Brontenbrenn’er_;s- original theoretical model of human development which is called Eeological
. Sistent Theory. Br.o-nfenbrenner.also developed the bio-ecological model after noticing that the
:ihdividual was overlooked in other theories of human development, which were largely focused
on the colntent of det}elopment by the environment.
~ The history of bie—ecologicall syatem theery is divided intd two perieds which are, firstly, The
Eceiogy ofHuman Develepment in 1’979jand the seceﬂd vxtas described as a time of criticism and
N . evaluation of the erigir_lal work of Bi‘onfenbr.elmer.' The first period came because
Btenfenbrehher did het focus on.the role of context in terms of devel_opment. He argued that the
| thirohment in which ehildren iive 1s irhp'ortaht beeause development can be shaped by the

~ children’s interactions With that environment, he also said to his colleague that they should study
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developmentrin terms of ecologi.cal contexts that is the enyironments of children for example;
- schools, home_s and‘daycares. Researchers took that advice and it flourished in the early 1980°s
- whichi it focused-on the context. Later on,. Bronfenbrennet saw that research has focused more on
- ..‘.: the. eontext not rdeve_lopment, then in his theory, he emphasized on the development. This theory

vvent through'a series of transformations and elaborations until 2005 when Bronfenbrenner died.

| Bio- eeologrcal systems theory focuses on the 1nteraet10ns and mﬂuences of the outside
env1ronment on the chlld’s development; this- theory differs from other major theories in that it
- '_ ernpha51zes the mﬂuence of the outer world (commumty, school, and political systems) Urie
'JBronfenbrenner suggests that all settings need to be con51de1ed when explaining child
development This theory typlcally represent a ring in which there are different interactive
system. The first layer of the ring suggest the most mﬂuenee on the chlld’s development and it
cons1sts of the farmly, school child care prov1ders peers and all expenences and influences that
- | have a direet-affect on the-chlld’s nnmedlate environment. The second layer is the interaction
‘__: that is parents are affected by chﬂd care and child care are affected by parents. The third layer in
< the bio- ecologleal system is deplcts additional ecological . system that affect the c]n]d
development more chrectly. The ecologlcal systems are legal services, social services, neighbors,
‘ ) e_Xtenel_ed”famtly, vvork pl'aee, anct they don’t actually touch the child’s _hfe, they indirectly affect
.the chitd_‘l expetience. | .
.The last layer in the h1o ecologlcal system contains 1aw customs and .Values of a particular
society or cultural system even though these institutions don’t dlrectly affect the child and also
: haV? strong. 1n_ﬂuence on the child. This theory has been viewed as culturally sensitive-in that it
focuses on all of.-the inﬂuenees (soctally, political and economielcontexts) in which development

- oceurs. In order words, positive child development occurs when all influence-both.
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23 CONCEPTUAL FRAMEWORK
" . Factors for women sta.'tus‘: Residence, wealth index, level of education, age, occupation.

" Factors for‘ child health.Malnutrition and Wasting growth

- Social Demography Characteristics ~ IV- Women Empowerment ~ DV- Child Health Status

 AGE " L R WASTING
" EDUCATION.
. OCCUPATION
o s MOTHER’S
CRELIGION . s BMPOWERMENT
,PLACE OF RESIDENCES | ~+ DECISION MAKING |
| o . HEALTH
FAMILY STRUCTURE e INCOME
o e HOUSENOLD
" [WEALTHINDEX™ . " PURCHASE

: Lookmg at the diagram above we have the 111depe11dent variable, dependent variable in which

. they are affected by each other. Independent variable affects the dependent variable taking the

variables into con.s1deret10n. Place of Residence will determine whether the child will have a
better health olr- Illot,‘ ita mother is residing in a rural area’ in which the environment is not
_ cehdueive for the Ihother and also the family, with that it V\t'ﬂl affect the health of the child. The
'*ege of the'm_ether als-e"mat't_ers and shows if the heaith of the child wilt be positiVe or negative, if
the mother' ts yoluhg'l'and .net well experienced about children, it can affect the health of the child
" whether posmvely or negatwely Better or good educa’uon pred1cts a better _]Ob hi gher incomes

and also good sometles When there is an increase in educatwn it will promote the ﬁnane1al
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professional and socio-economic health status (Lynch and Kaplan 2000).Therefore, the level of
education affects the health of the child positively or negatively. The wealth index of a family
ﬂ,' Wil-lr_‘affect the ‘ability or have an .impact on the health of the child either positively or negatively

+ . (Lynch-and Kaplan 2000).
- 24  HYPOTHESIS

" There is no significant’ relationship between women’s empowerment status (decision making)

 and child health (wasting) in Nigeria.
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CHAPTER THREE

METHODOLOGY

30 - ‘INTRO-DjUCT.ION--

i': Thls éhaﬁf_er foéusé$ on the‘vari(‘)_us methodsﬁ, teéhniques and procedures used in conducting this
research. It ,-ﬁrovides- important information on the foilowing data sources, variables and
méasu-r_ément, da‘ta‘-_ anal_ys_is and study‘ population. |
3.1 * DESCRIPTION OF STUDY AREA -

l‘ 2311 '_NIGERIA | |

‘..Nigeriﬁ as a Federal ‘Republic, is a federal constitutional republic comprising of 36 statés and its

Féderal Capitél ‘Terr_ito‘rfy, Abuja. These states are subdivided i_ﬁto 774 Local Government Areas

: (LGAS). Fpﬁhermoré;' the states are regrouped by geogfaphical location. ‘Lo_forlﬁl_six zones which
~ are North _.Central‘,. North -Eést, -North—Wesf, South-East, SoutlifSOuth, and South-West. Nigeria

s lqclated iﬁ WéSt Africa and shares land bo.rders with the Republic of Benin in the west, Chad
| and Cameroon in the east, and Ni—ger in the north. Its coast in the south lies on the Gulf of Guinea
1n thé Atlaﬁtib Ocean.

. Nig'eria is located '.in Wéstcfn Africa on the Gliif of Guinea .and has a total arca of 923,768 km?

| i (3__56,6.69 sq l.hi)’ ma'kir.1g'it the world's 32nd~1érgest country (éfter Tanza;ﬁia). It is comparable in
. size foz.\}eneZﬁela, and is abéut-twi;:e thé: size. of the Uu.s. s.tafe of California. It shares a 4,047-
i .:k'ilometer 7(2:,.5'1'5 1111) Bordér‘with Benin 7(773 km), Nigér (1497 km), .Chad (87 km), Cameroon
(1690 krn); and ilas la_d-()astline -of at least 853 km. Nigeria__ lies between latitudes 4° and 14°N,
. and longitudés 2° ,and- IlSQ’E. The highest p_oint__in N igeﬂa is Chappal Waddi at 2,419 m (7,936 f).

_ Thé main r_.ivérs ,_afe the Niéér and the Benue, Which.conver.ge and empty inté the Niger Delta.
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" This is one of the world's largest river deltas, and the location of a large area of Central African

" Mangroves. |

| N‘igeri:a' has“ a Vé_riéd lal}dsceipe. The far south is defined by its tropical rainforest climate, where
| ahnuél rainfall ié ‘60 to 8(.)‘ inches (1,500 to 2,000 mm) a year. In the southeast stands the Obudu
Pliaiteat;l. Coastal plains are found in both the southwest and the soutlleast. This forest zone's most
-rs;.(';uth'erly porticin is déﬁnedr as "salt water Swaﬁlp," aiso known as a méngrove swamp because of
the largé aﬁlount of n;éﬁgrove;s in the arca. North _of this is fresh water swamp, containing

different vegetation from-the salt water swamp, and north of that is rain forest.

&

Presept day Nigeria has been the sité of numerous kingdoms énd tribal states spanning over a
' '1' mil_ienniuﬁa. The rﬁc-;defn' sté.te has its 0rigi11§ in British colonization during the late 19th to early
" 20th cerﬁﬁr—ies, with the merging of the Southern Nigeria Protectorate and Northern Nigeria
Pr(.)tect(-)rate.'Durili_lg the _co_lonial period, the British sét up administrative and legal structures
. Whﬂs‘t retainingtréditiolt}al chiefdoms. Nigeria achieved independence in 1960, bﬁt plungéd into
a tWQ 'ygar ciyﬂ war several years later. It has since alternated between democratically—elected
| civiliar:1 go_ve.rnmentsr and Iﬁilita'ry dictaiorships, with its 2011 presidential elections being viewed

as the first to be conducted reasc_ma_biy freely and fairly.

_ Nigeria is often rgferfed to as the, "Giaﬁt bf Afric_;a", owing to its large poptﬂation and economy.
With app.foxirhal‘l[ely 174.mi:llion inhﬁbitéﬁti Nigeria is the 1ﬁost' populous country in Africa and
| ‘.j the 'Sé{rent}; most popu.loﬁs_' country in the world. Nigeria has one of the largest populations of
y(;lith i'n'the 1gvorld‘. The country is inhabited by over 500 ethnic gfoups, of which the three largest

; are the 'Hé.usa, 1gb‘0 andrYorl‘uba. Regardihg 'religion, Nigeria is-divided roughly in half betwéeh

~ Christians, who live 'molstly in the southern and central parts of the country, and Muslims,

17




concentrated mostly in the northern and southwestern regions. A minority of the population

. practice religions indigenous to Nigeria, such as those native to Igbo and Yotuba peoples.

The. Ijjfe'si_dént's. Ppower‘ 1s checked by a Senate an'a a House of Representatives, which are
| gérh_bined 111 a‘bicameral Iéédy called the National Assembly. The Senate is a 109-seat body with
-, three meml:‘);e:rs frqm éach staté and one from thelcapita.l region of Abﬁj a; members are elected by
pépule;f vote 10 .'fqur-jfeér téﬂns. The House contains 360 séats,' with the number of seats pert state

is detérminéd'by population.

-.Nigeriait has over Z'SOVélthnic groﬁps, and. the basic major religions of Ni.g.eri_a area Christian, Islam
a.nd Trad—iti_dna-l.ilsts. Shé haé major téurist venues like Zuma roék, Ogbuneke cave, Olumo Rock,
. and world _recogniied _urlliversi_ties like Federal University OyeEkiti, Obafemi Awolowo

' Uni_versityIle'—Ife,_University of Nigeria Nsukka, Unifzersi_-ty. of Ibadan, and University of Lagos

- ele.

a2 SAMPLE SIZE -

’ Til'e se_;mﬁle siz§ consists of_34,837 maﬁied' wohlen that have had at least one child or more in
_ Nig-'ey.ia. ” | | |

) 3,;,4 : SAMP_-LING TECHNIQUE

- The Saiﬁple fé)r the 2013 NDHS wéé désigned to provide poi)ulation and health indicators at the
: l;National,r Zoﬁal'and _St.ate fevels. The NDHS sample was selected using a multi-stage sample

désign .conéisting of ‘9.,6"7’3.men of éhild-\bearing 888 cluSters‘_, with 286 urban and 602 rural areas

. but the.ﬁnai 's-"ur\lre,y” sénﬂpié inéluded 886 instead of 888 clusters. Representative samples of

| 17,827 householglé.wgre sélébted w1th a maximum target of 950 éompleted interviews pet state.

" 'In each state, a complete listing of households and a mapping exercise was carried out both in
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. ur_ban and rural areas fof each clgster from April to May 2008 with proportionate distribution of
houﬁeﬁoids, v%it_h the résulfiﬁg lists of households serving as. the sampling frame for the selection
| qo'f househélcié in the ,:é.écond étage. All private households were listed. In the second stage of
seiection, én average of 41—lhouseholds was selected in each pluéter, by equal probability

&

- systematic sampling Wl.liCh ihclu_ded men between'age-s 15-49.

35 DATA COLLECTION METHOD
“ Tﬁe sample for the 2013 NDHS was natlonally representaﬁve and covered the entire population
r¢§1d1ng in non~1n§t1tut}ona1 dwelling units in the country. Th¢ survey used as a sampling frame
~ the list of enumeration _;atréas prepared for the 2606 Population Census of the Federal Republic of
- Nigeria, .provitd‘ed by the ﬁatioﬁal Population Commission. The sample was designed to provide
lp'opula.tion and.héaltlhl indicator estimates at the national, zonal, and state levels. The sample

design alloWed for speciﬁc indicators to be calculated for cach of the six zones,'36 states, and the

. Federal Capltal Terrltory, Abuja Processmg of the quant1tat1ve data used for this study was done

" by the Natlonal Demographu: and Health Survey 2008. The data processmg 1ncludes Office
- edltmg, Codmg of Open ended questions, data entry and editing computer-identified errors, Data

. E entry and edmng were accomplished using ST ATA 12.0 software

3.6 METIIODS OF DATA ANALYSIS ‘
© According to ngerlan Demographlc and Health Survey (NDHS 2013), women recode data set is
' uééd, Unival*iate a.nalysis .showing the frequency distribution of background variables is

_:éinployéd. Bivariate analysis: Chinsquare test showing the relationships between women status
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" and child health. Multivariate analysis was used to get the multiple regressions in order to

explain the effect of %Nomen status on child health.

_ Further analysm of the quantltatwe data will be done usmg STATA 12.0 software and WLH be
done at three levels, | |
o Univarilate Analys1s: it Will invdlve the percentage frequency di_stribution of the women’s status
"' (dge educatlon occupation, wealth, res1dence decision makmg) Wlll be carried out.
| Blvarlate Analyms 1t w111 1nv01ve cross tabulations of two or more Varxables The Chi-Square
: test wﬂl be used to analyze some selected socio- demographm- characterlstws and the dependent
. | varlable ehﬂd health (wastmg)
‘ Multlvarlate Analysus Logistic Regress1on was used to analyze the effect of women’s status

' on child health,

37 MEASUREMENT OF VARIABLES | - **

This analysm foeuses on the effect of men status on ehﬂd health, Whﬂe establishing the mediating

' :,: effectl of thelr status The men’s status me]udes mdependent variable education, occupation,
" Wealth-1ﬁdex, father s age, and rural-urban differerices. The dependent variables are stunting,
Wdeting and mdlﬁdtritien. Child nutritional status information ie collected for children preceding
- the -2(;)13 NDIS. 'For tﬁe 'nutritional status analysis, the sample was restricted to children only at

© the time of the survey.

Nutrnlonal status is measured by a chﬂd’s height for age were 1eta1ned for analysis. Child height
for age is a d1V1d1ng Varlable coded as. (1) for ehﬂdren who are below negatlve two standard

~ deviations of the median populauonl'and (0)._othervvlse (Heaton et al., 2005). Height for age is an
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anthropometric inder( that shOWs the growth of a child during the pre- and post-natal period. It

: denotes the long term deﬁerencres and effects of malnutrition on health .(&Gillespie & Haddad,

| 2001) The Natronal Centre for Health Statistics and the WHO growth reference classify children

- Wlhorare helow two standard dev1at10ns on the height-for-age growth curve to be a stunted
gronvth_ (Dible}:/, Geldsby,'StrehIing, & Trowbridge, 1987)..

o Men’s_ edncdtion is the main predictor variable. The four education categories (no education,

. prinlery, and secondary and higher) were coded as (0} (1) and (2) respectively. Men’s status also

“ 7 measured by the wealth.inde}r variable which indicates the different levels of poverty level,

' Wealth 1ndex thus glves one consistent measure of their status. Wealth index has three categories

and they are poor mlddle and r1ch coded as (0) (1) and (2) respeetwely

38 VAnIABLEs DESCRIPTION AND MEAsnREMENT :
The variables to_'-be used are classiﬁed into independent and dependent variables, they are briefly
disenssed..belonf:‘ | |

" INDEPENDENT VARIABLES

" The Independent Varlables are measured as. follows

‘ Place of Resrdence: It is 'd1V1ded into two (2) categories; Rural and Urban.

I Lével ‘-,o't' Ed_ueation: Is a eategorrcal variable divided .into four categories, No Education,
uPrimar:y'Edu_eation, Seeendary Edueatidn_ and Higher Education. |
lieligion: Is ndeesured inthree eategeries; Christiahs, Tslam, Traditional.

. Wealth Index: Is a ea'teg.erieal Variablei divided into three categories; Poer Middle, Rich.
' Responden’t WOrked in'las:t-12 'lnonths:‘ls mecasured as in the .pas:t year, edrrently working, has

H

“a job,_ﬁbut on leax?e Tast 7 days.
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DEPENDENT VARIABLE

Child health (wasting) in this study was measured.
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' PRESENTATION AND DATA ANALYSIS OF RESULT

© 4.0.INTRODUCTION "

This scction presents the data analysis for the study on effect of women empowerment on child-
: health It ineludes descriptive statistics of some selected variables of sampled'respondents Also,

: l_f Chl-Square test was used. to vahdate the relationship between women empowerment and

: nutr1t1onal status

_ Table 1: Percentage Dlstrlbutlon of Sampled Respondents

CHAPTER FOUR

L - 4, 1 DESCRIPTIVE STATISTICS OF SAMPLED RESPONDENTS

ko

| 40444

_, VARIABLES/CATEGORIES FREQUENCY PERCENTAGE
: Wastmg Status ' _
20,436 83.4
Yes 4,069 16.6
AGE
15-19 1095 4.48
20-24 4667 | 19.09
2529 6890 28.19
30-34 5485 22.44
13539 3894 15.93
| . 1744 7.13

.| 45-49 668 2.73

| Region :' '

" | North-Central - 3553 14.53
North-Fast 4044 16.54
North-West 8485 34.71
South-East 2277 9.32

South South 2365 9.68

: South—West 3720 15.22

- . Source: Author Ah’alysie,.NDHS 2013.
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FREQUENCY"

PERCENTAGE

* | VARIABLES/CATEGORIES

LEthnicity
Yoruba 2974 12.17
Hausa 10072 41.2
Igbo 2911 11.91
Others 8487 34.72
Religion - | e
Christian 9445 38.87
| Islam 14617 60.16
© | Traditional 236 0.97
Marital Status
'Div'orced s 939 3.84
* | Married 235053 96.16
| Education -
No Education - - 11327 46.34
Primary 4917 20.12
~.| Secondary - 6709 27.44
Higher 1492 6.1
Marriage Type :
Monogamy 16035 168.22
Polygamy 7470 31.78
"Occupation -
Unpaid = 6388 | 28.18
Paid | 17556 71.82
Children Ever Born
| 1-2 children 7043 28.81
|3 : 17401 71.19
- | Wealth Index -
| Poor . 10716 43.84
“I'Middle | , 4701 19.23
Rich = 9028 36.93

“Source: Author Analysis, NDIIS 2013.
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' Table 3: Distribution of Women Empowermeht Status

De(:lswn on Chlld’s Health :
Mother T . 1185 5.04

. Father I ' 14861 B 63.22
Both -~ - | 7459 | 31.73
Decision on Purchases o _ | h
Mother - T 1089 | | 4.63

.| Fathee - S 15156 64.48
1 Both L | 7260 30.89
| Decision on Income o

Mother | | . 823 3.52
.| Father : . 17368 74,22
IBoth . 5209 | 22.26

Empowerment Status . : , R
| Yes - S 3,216 - 14.04
| No | S , 19,697 85.96

" [Tota | T 22013 100

The empo'Wermeht 'stai‘us of mothers revealed a typical patriarchal society where the male
counterpart control the female as it was found that most the de0131on on in the family were rmdc

by the father. De01s1on on healthcare of mother was mosﬂy deelded by father (63%) while only

5% of sueh 'de01s1on 1s..taken by mothers” and both 31%. Decision on household purchase

7 diltselosed that they mostly taken by father (64%) while only 4.63% of such decision is taken by

' : mothers and 30.89% shared the demsmn togelher Furthermore, decision on who has final say on
_ household income- dlsclosed that the fathers (74%) took the decision while only 3.5% % of such

| i d_eo131011 is taken by. mothers and 22.26% shared the dec1s1o_n together. The percentage
" dietribhtion of sampl_ed respondelits shorvvs the age of mothers in the reproductive age 15-49

';years, it Waa revealeo that'majority-were age 25- 29 yeats with 28..19% foilo;\rv by age 30-34

| years_ by 22.44%, age_'group720-24:'years by 19.09% and the 1east age group was 45-49 years by

&
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| 2;73'%.' Women Were mostly from the northern fegioh by an aggregate percentage of 65.78% and
thOse ftom the sotlthem- r_egion by 734.‘22%. Ethnlc bachground of sampled tespondents showed

* that respondents they were predominantly Hausa (41.2%) while Yoruba (12.17) and Igbo (11%).

E Furthern_lore,'ntost of the respondents were Muslim (60.16%) with a substantial proportion of
_‘Christi.anity (3887%) Almost all the woman in the reproductive age were married by 96.16%
eth_d those Who ere divoteect by '3.84%. Most Mothers were not educated ( 46.34%), followed by
" those with ‘slecondar‘y‘ edttoéltion(27.44%)'and primary (20.12%), those. with higher education
" were 6.1%. More s0, it ' was showed ‘thattvomeh who were hloriogamousg were 68.22% while

' those :,who Were:j')olygamous 31 .78%. Those who were in a paid employment were 71.82% while
: * those who were not in a pald employment were 28.18%. Women in the reproductive age that
. e.\/et.had three or more chﬂdren were 71. 19% to those who ever had either one or two child by
| 28.81%. The'wealth st,atus_ of women reveal that 43.84% were poor follow by 36.93% for women
~who 'ere rich an.d.19 23% ‘were within thelmiddle wealth index. Men were more likely to made

. dCCISIOI‘LS on child’s hea]th -purchases and income by 63. 22% 64.48% and 74.22% respectively

. “than women in the reproductlve age.

4.2 THE BIVARIATE ANALYSIS OF WOMEN EMPOWERMENT ON CHILD

NUTRITIONAL STATUS

. .: It V\tas fotmd that there isa sighiﬁcan'ce relrationship between women empowerment and child
“ nutrltlonal status ae majonty of children who wele wasted 71. 3% of their father took decision on
-' health care of mother and the 1east were mother (4.2%) this revealed a s1gmﬁoance relationship
~ with Chl—Square (X2)—‘ 50 42, p value—O OOO Also majority of ohlldren who were wasted 73%

- of the1r father took de0151on on household purchases and few mothers (3.4%) took such declslon
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".this relvea_led a signiﬁéance relationship with Chi-Square (X2)=166.02, p-value=0.000. Also

majority -of children--who were'wast.ed 79% of their father took decision on household income
. and few mothers (3.1;%)1‘5'0'01( such decision,. this revealed a significance relationship with Chi-

" Square (X2) =70.37, p-value=0.000 Details in table 2 below.

Table 2: Bivariate Analysis of Socio-Demographic Characteristics and Child Nutritional

_ Status '(Wa'sf:’ing Stafus)

Background C Percentage Percentage no Statistics
| Chafacteristics l _ | Wasted | Wasted
- Age _ ‘ ] | 7 | . '
sy s 4.21
o024 20.6 1188
Col2s20 272 284 | XX6)=37.94
13034 N I N 27 Pr =0.0008
[3539 - 164 158
s0-44 o ler 7.4
| 4540 - 26 2.8
| jR,@%"lﬂﬂ [ N
| North-Certral | 9.8 156 ,
- | North-Bast 178 - |163 | X%(5) =838.99
North-West - .© .. 517 . |309 Pr =0.0000
| SouttiEast. - |62 100
South-South . 61 10.5
South-West Clss 16.7
[Ethnicity T T
, Yoruba - | S : 169 13.4 _
- | Hausa o |ser 77 X’(3) =581.83
Igbo 18 © {1z | Pr=0.0000
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36.1

245

Others 28.7
‘ ‘Religi(-m -
| Chiistian 25.1 00 X2(2) =457.57
| stam -~ 743 57.0 Pr=0.0000
| Traditional 0.6 1.1
Ma'ri_tal Status
| Divorced 32 4.0 X%(1) =6.4
| Married 96.8 196.0 | Pr=0.0337
Educaﬁon - .
| No Education - 57.4 438 N
Primary B 17.5 20.7 X3(3) =290.91
*| Secondary . 213 28.8 Pr =0.0000
' Higher | 3.7 6.7 )
MarriagerTy‘pe._‘ ] - |
| Monogamy 64.9 69.0 X%(1) =26.76
| Polygamy 35.1 31.0 Pr =0.0001
O_ccﬁpati_on : .
| Unpaid 320 213 X2(1) =39.34
Paid N | 68.0 7.7 Pr =0.0000
| Children Ever Born - _
12 - 293 28.7 X%(1) =0.68
ED | 70.7 713 Pr=0.5273
“Wealth Indéx
| poor B 150.6 42.3 X4(2) =107.04
| Middle 18.0 19.5 Pr=0.0000
| Rich - | 314, 38.2 |
Decision ﬁn' Ch_i,ld’s healfhl " | ‘ .
| Mother - 42 52 X*(2) =150.42
| Father 713 614 Pr =0.0000
| B-.oth‘ ' :33:.4

| Decision on purchases
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Mother 3.4 ) 4.9 X*(2) =166.02

| Father - . S o 27 Pr =0.0000
Both 236 32.5
y Decisim_i on Income -7 T ,
|'Mother . 3.1 136 X3(2) =70.37
| Father 792 731 Pr=0.0000
| Both - B N A 233 |
. Source Author Analys1s, NDHS2013. - ' : .

 The table above showmg Pearson Chi- -square (X2(6) =37. 94 Pr =0. 0008) for women in the
reproduc‘clve age 15 49 years and their child nutritional status (wastlng) it was revealed that
" there is assomauon between the age of women 15-49 years and their chﬂd nutritional status.
. Also, the ta‘ble above_shovmng Pearson Clu-square (X (5) - 838.99, Pr =0.0000) shows that there
- is significant relatlonshlp between the reglons where women are located and there child’s

- nutrltlonal status (Wastmg) In testing the level of 51gn1ﬁcant among ‘other socio-demographic

' charactenstlcs and the chlld nutr1t10nalr status it was found that Ethnicity, Religion, Marital

status, level of education, Marriage fype, Occupation and wealth index of sampled women in the

'reprdductive age 15'—49"-Years with the following Pearson Chi-squere (X*(3) :581.83,Pr

© =0.0000 X2(2) =457.57.Pr 0. 0000 X*(1) =6.4,Pr =0.0337, X ') =29. g1,Pr =0.0000, X*(1)

, e26 76.Pr ~0 0001 X2 1 39 34,Pr =0.0000, X2 2) =107.04,Pr =0.0000) respectively reveals
P y

o that they were all have mﬂuenced on the nutritional status of children (wasting) of children.

Furtherm(_)re,"to revedl the level of ass_ociation between the empowerment of women and the
‘ hut_ritional status eﬂf childrerl_lr(wasting),'from the table above it was shown that there is significant

' relationship between whom made decisions on child’s health, purchases and income.
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- Logistic Regression, Showing.Mod'el 2 on Odd Ratio Of Child Nutritional Status

- Multivariate Analysis

[95% Conf.

. [3034

76

Nutritional 'statﬁs of child " | Model 2 Interval]
(wasting) - (Odd Ratio) | Lower Upper
.| Empowerment Status ‘
| Empower ' 1.0 (RC)
Not-empower 1.034 0.58 91
| Occupation 1.O(RC) '
+ Not " Working
| Working 1 0.971 0.61 903
[Religion LORC)
| Christian -
| Islam 1.347%* 1.19 1.53
Others” 814 54 1.24
| Education ' LO(RC)
| Not Educated-
-| Primary 1.013 91 1:13
Secondaiy 972 87 1.09
.| Higher 782% .65 95
| North Central - 1LO(RC)

- [North East [521%%% | 133 1.74
[North West 2265%F% 1 1.99 758 .
South East - 1194 0.99 1.43
['South South 1.149 97 1.36
[ South West 956 24 112

- [15-19. 1.0(RC)
2024 942 79 113
12529 889 71 1.06
.896. .74 1.08
35-39 1.906

1.09
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[404a A T T899 -
[ — 7447 57 97

f M‘o.noganiousl i o 1.0(RC):

"Polygamous;-l - REZE ES -- 998

¥P<0.05, **p<0.01, <+ p<0.000
- Source: Authors Analysi‘s NDHS 2013.

" The niultivar-iate alialysis disclosed that there are significance relationship between women

_empowerment and chﬂd health as children whose mother were not empowered are 1.034 times

likely to- be Wasted compared to those empowered to take the decision (OR—l 034, p>0.05)

K although not s1gn1ﬂcance at 5% level of confidence. Also children whose mothers are wo1k1ng

~were 0.96 times-los's hkely to be Wo.stmg' as in having poor nutritional status compare to those
- who Were not working (OR=.96, p<0.05). Furthermore, other socio-demographic characteristics
'  3 that showed a signiﬁcancé'relationship were Roligion of parents as respondent affiliated with
ISIaolio.roli'gion were 1.34 times more- likely to be Wosted {(poor child health) than Christianity
' with (OR:i;34; 1;.1<0;Q'_1),7 cducatiooal-aﬁaimncnt was foond ,to influence nutritional status of
 children ‘as higher educated parents were 22% less likely to have children with wasting
ﬁﬁﬁitional Statos (OR=0.7_8 p<0.05). Another socio-demographic chafaoteristic, that showed a
,;s_'igniﬁcanoe _.re_l'ati.ons.hip as th.ose in North-West were: 2.27 :times inore likely to be wasted
compared to North Ceoﬁdl. Sooth.-East were 19% more likely to be Wa_sted compared to North
- Cenﬁal even- South South -\Xfas 15% mo're‘ likely to be wasted While‘South Wost were 4% less
| likely fo be wasted compared to North Central Haven taken 15- 19 as refolence category, oniy
those.- chlldren from mothers in ages 40-44. were 27% 'md 45-49 were 25% less likely to be

- wasted compared to women ages'of 15-19 yrs respectively, (OR=0.78 P< 0.05) have a significant
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- . 0dd ratio p<0.05, but those children from  mothers ages 20-24 were 6% less likely to be wasted
" compared to vyomeﬁ ages 15;19 yrs.. 25- 29 were 11% less likely to be wasted than the reference
categéry-lQ' Also 'thqse‘ children from n1qthers 30-34 were 10% less likely to be wasted
. ‘; c,a_mpareldn to women égés 15-19 yrs, while, children from mothers 35-39 were 9% were less
| lii{eiy to be -"Wastéd éomiﬁared to the ages between 15-19 yrs.. Type of family also showed a

.‘ Signiﬁ'cént ':relati‘o'l:lshi‘p (p<0.05) bﬁt ﬂlOSG .in___polygamous family were 8% Less likely to be

* wasted compare'd'to thosé in monogamous family.’
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. | CHAPTER FIVE
SUMMARY' OF FINDINGS, CONCLUSION AND RECOMMENDATIONS
' 5.1. SUMMARY OF FINDINGS
The empOWer:meﬁtﬂ status of mothers re{Jealed a typical patriarohal soeiety where the male
counterpart'cont-foll the female as it was found that most the decision on in the family were made

| '”A by the father Decisions on health care of mother were mostly decided by father (63%) while

- only 5% of such dec131on is taken by mothers and both 31%, Decision on household purchase

| disclosed that the_y moS_tIy taken by father (64%) while onIy 4,63% of such decision is taken by
ﬁothers and 30.89% shﬁed the decision togeth'ef. Furthermore, decisgion on who has final say
o household ineome disclosed that the fathers (74%) ‘took the decision while only 3.5% % of such
"d._ecision is. ‘tak.en by "mothers and 22.26% shared the decision together. The percentage
distri_botioﬁ of s'aino,ied .rlesponden'ts shows f:_he age of mothers in the reproductive age 15-49
E‘ years, it Was"reveale(:i that oiajofity wefe age 25- 29 yeare with 28.19% follow by age 30-34
years by 22 44%, age group 20—24 years - by 19.09% and the least age group was 45-49 years by
-2 73% Women were mostly from the northern region by an aggregate percentage of 65.78% and
‘-‘l t_hos,e from .tk_lle southern region by 34.22%. Ethnic background of sampled respondents showed

" that reepondents they were predohlinanﬂy rHausa. (41.2%) while Yoruba (12.17) and Igbo (1 1%)
| Fﬁfthei‘fnoreh mos{ of %he fespondents were Mﬁslim (60. 16%) with a substantial proportion of

| ) Chrlstlamty (38 87%). Almost’ all the woman in the reproduehve age were married by 96.16%

- and those Who are d1vorced by 3. 84%

The empoWerfnent status of mothers revealed a typical patriarchal society where the male
- Count.erpart control the fernale as it was found that most the.decision on in the family were made

" by the -faﬂier._‘Decis‘ions. on health care of mother were 111ost1y decided b§ father (63%) while
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“only 5% of such decisi'on is taken by mothers and both 31%. Decision on household purchase

| dlsolosed that they mostly taken by father (64%) while only 4. 63% of such decision is taken by

E . mothers and 30 89% shared the de01s10n together, Furthermore, decision on who has final say

: househ.old '1ne,ome dlsclosed that the fathers (74%) took the decision while only 3.5% % of such

‘ dec1sron is ta.ken by mothers and 22.26% shared the decision together. The percentage

- :.' dlstrlbutlon of sampled respondents shows | the age of mothe1s in the reproductive age 15-49
” years 1t was revealed that majority - were age 25- 29 years with 28.19% follow by age 30- 34
h years by 22, 44%, age group 20-24 years by 19 09% a.nd the least age group was 45-49 years by

- 2.73%. Women were mostly from the northern region by an aggregate percentage of 65.78% and

] those f_rom th.e southern region by 374.22%. Ethnic background of sampled respondents showed
‘that respondents they were predominantly Hausa (41.2%) while Yoruba (12.17) and Igbo (11%).
Faﬂhermore; rhost of the respondehts were Muslim (60.16%) with a substantial proportion of
Christianity (_38.87%); Alrriost all the woman in the reproductive age were married by 96.16%

and those yvho are divorced by 3.84%.

) The._ntultivariateahalysis disclosed that there are signtﬁcauce relationship between women

| '__: eh'lpowerrhentand child health as chiltiren whose mother were not empowered are 1.034 times

: lils:ely to be lV\;asted cornpared to those ernpowered to take the decision (OR=1.034, p<0.57). Also
ch11dren whose mothers are Workmg were 0 96 times less l1kely to be wasted compare to those
Who yvere not- Workmg (OR~ 96, p<0 05) but olher socio-demographic eharacterrstres that
showed a 51gn1ﬁcance relatronshlp were Religion of parents as Islam is 1.34 times more likely to
‘be wasted than .Chrlstlamty with (OR=1.34, p<0.01), educational attainment was found to
111ﬂuence Hutritional Status of children as hlgher educated parents were 22% less likely to have

children with Wastmg nutritional status(OR—O 78 p<O 05)
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5.2. CONCLUSION
~ This study examin_e'd the-effects of women empowerment on child health stazus in Nigeria and
found that Wom‘én empowerment has greater influence on child nutritional status (wasting). This

: ~ should be looked into by other policy maker and stakeholders in the nutritionist sector.

.53 -RE(;JOMMEN;DATI(.)N.
Ffo'mr "t'l'le ﬁﬁdings of thls “étudy, the following was sugéestéd that some key area in women
éﬁ;poWerfnénf is very crucial t6 ﬁutr—itipn&l status of children despite hqw patriarchal the society
is,: Wofnén sliould be 'enct)ul;age to take some decision at home, they should be allowed to
: ‘involved in fecénomié activities so as to take care of themselves and most especially their
_ phildre_n. ‘O"ther rlecor'r.miendations are:
. R1ght to ba'sic: edupétion should be upheld by parents especially mothers from the
' northem’p#tt of Nigeﬂa. | .
.. Siﬁce Qécupétional‘ status of mother incre.ased child’s nutritional status, women should be

‘discouraged from marrying a liability and be encouraged to seck for jobs.
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- APPENDIX ~ Do file in STATA Statistical Software : command lines

//////Women Empowerment and Child Health (Wasting) Amongst Mothers in Nigeria
. ///Nutritiorial Status//// -
T RwRoekStunted children®*****height-for-age***

 drop if hw70>=9996
drop if hw71>=9996
drop if hw72>=9996
. drop if v717==99 -

- drop if v743a>6

- drop if v743b>6
drop if v743d>6

© . drop if v743£6

| wEERRWasted:- chlldren****“we1ght—for~helght
recode hw72 (-200/499= O "No”)( -500/-201=1 "Yes") gen (Wastmg)
" ta wasting [1w—wt] :

L ta'v0235 [iw= \NT] : '
-recodev190 (1/2=1 "Poor")(3—2 "M1ddle")(4/5 =3 "Rich"), gen (Wealth)

" recode v131 (298/298=0 "Yoruba”) (109 130-2 "Hausa")(138/138=3 "Igbo")(1/120=9

' "'others")(l?al/ 137=9 "others")(139/max=9 "others"), gen (Ethnicity)
recode v201 (0/0=. )(1/2=1 "1-2")(3/max=2 "3+"), gen (ceb)
recode v501 (0=0 "Single Parent")(1/2=2 "Married")(3/5=0 "divorced"), gen (family)
recode v505 (0=0 "Monogamy")(1/99=1 "Polygamy"), gen (Marriage)
. recode v743a (1/1=0 "mothers empowered")(4/6=1 "Father")(2=2 "Both™), gen (dhealth)

recode v743b (1/1=0 "mothers empowered")(4/6=1 "Father"}(2=2 "Both"), gen (dpurs)

recode v743d (1/ 1=0 "mothers empowered")(4/6=1 "Father")(2=2 "Both"), gen (dvist)
* recode v743f (1/1=0 "mothers empowered”)(4/6=1 "Father")(2=2 "Both"), gen (dmcom)

- “tab1 dhealth dpurs dvist dincom -
~ gen empowerl=, '

" replace emipower! =0 if dhealthﬁ~0 | dpurs==0 |- dvist==0 | dincom::O
replace empowerl=1 if dhealth!=0 & dpurs!=0 & dvist!=0 & dincom!=0

 ladef empowerl 0 "empowered" 1 "unempowered"

lab.val empowerl empowerl

. ‘ recode v717 (0/0=0 "unpaid")(1/9 1 "paid™)(96=0 "unpaid™),gen (occup)
. recode v130 (1 2=1 "chnshan") (3 2 "1slam") (4 96=3 "t1ad1t10nal“) (99=.), gen(religion)

L ////fUnlvarlate AnalySIS
" -gen wt=v005/1000000.
ta empowerl [IW"WT]
. taoccup [iw=wi]
- ta Wealth [iw=wt]
 tareligion[iw=wt]
- tav106 [iw=wt] . =
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- ta family [iw=wt]
tav013 [iw=wt]
.. ta Marriage[iw=wt]
" -tav024 [iw=wt]
ta ceb [iw=wt] _
ta Ethnicity [iw=wt]

E . ////Bivariate Analysis

svyset [pw=wt], psu (v021) strata (V022)smgleumt(centered)

svy: ta ernpowerl wastmg, col
svy: ta occup wasting, col
_svy:ta Wealth wasting, col
~ - svy: tareligion wasting, col
'~ svy: ta v106 wasting, col
svy: ta family wasting, col’

- . svy: ta v013 wasting, col

- svy: ta Marriage wasting, col
svy: ta v024 wasting, col
~ svy: ta ceb wasting, col

- svy: ta Ethnicity wasting, col

o ///MulﬁVariate AnalySis '

. Xi: logistic i.wasting i.empower]
*xi: logistic i. wasting 1. empowerl Loceup 1. rehglon i.v106 1. V024 1.v013 i.Marriage
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