Child Manutrition and
Gender Discrimination in South Asa

India, Pakistan and Bangladesh account for child malnutrition rates that are higher than
in sub-Saharan Africa. This is directly related to discrimination against women in south Asia.
The focus of all interventions has to be on improving the health status of women generally
and as far as the infant is concerned, targeting most interventions in the first three years of
life. Additionally, universal school feeding programmes will ensure that a poor family is saved
the cost of at least one square meal for its children. Finally rapid action is needed so
that access to safe water and sanitation is extended to the entire population.
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in just three countries — Bangladesh, India and Pakistan.

There could be no greater irony than the fact that of the
seven declared nuclear states in the world, two — India and
Pakistan — account for more undernourished children than any
other country in the world in absolute terms. In fact, the child
malnutrition rates in India and Pakistan are also much higher
than in sub-Saharan Africa on average. We explore these para-
doxes in this paper.

The paper beginswith aconceptual framework for understand-
ing the phenomenon of child malnutrition (Section I). Section Il
presents the nutritional status of children in a cross-regional
perspective, and finds that south Asia has the worst child
malnutrition rates in the world. Section 111 discusses the deter-
minants of these malnutrition rates in south Asiain the light of
the conceptua discussion above. It focuses especially on India
sincethecountry hastheworld’ slargest number of malnourished
children. The final section goes on to draw some brief policy
implications.

I I alf of the world' s malnourished children are to be found

I
The Conceptual Framework

Child malnutrition cannot be reversed as the child grows into
adolescence and adulthood; in other words, lay policy-makers
should think twice before dismissing the phenomenon of
child malnutrition as something confined to childhood. Mal-
nutrition is both a symptom as well as a cause of poverty.
Hence, policy-makers who merely worry about the incidence of
income-poverty have much less reason to be complacent. More-
over, poverty incidence can in fact be lower than child mal-
nutrition incidence (e g, in India, where child malnutrition runs
at 46 per cent of the child population, while the government of
India claims poverty incidence is only 29 per cent) [Planning
Commission 2002].

Childmalnutritionhaslifelongimplications. Ma nutrition often
starts in utero and extends well into adolescent and adult life.
It also spans generations. First, low-birthweight (LBW) infants
who have suffered intra-uterine growth retardation (IUGR) as
foetuses are born undernourished and are at a far higher risk of
dying in the neonatal period or later infancy. If they survive,
they are unlikely to catch up on this lost growth later and have
a higher probability of suffering a variety of developmental
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deficits. Second, during infancy and early childhood, infections
and insufficient intake of nutrients exacerbate the effects of
foetal growth retardation. Most growth faltering, resulting in
underweight and stunting, occurs from before birth until about
two years of age — the effects of which continue. Underweight
children tend to have more severe illnesses, including diarrhoea
and pneumonia.

Third, during adolescence a second period of rapid growth
may serve as a window of opportunity for compensating for
early childhood growth failure. However, the potential for
significant catch-up at this time is limited. Also, even if the
adolescent catches up on some lost growth, the effects of early
childhood malnutrition on cognitive development and beha
viour may not be fully corrected. “A stunted girl is thus most
likely to become astunted adolescent and | ater astunted woman.
Apart from direct effects on health and productivity, adult
stunting and underweight increase the chance that her children
will be born with low birthweight. And so the cycle continues’
[ACC/SCN 1992].

Other than in utero growth, child nutritional status is mainly
the result of the child's food intake and health status — at an
immediate level. However, each of these variables itself has
underlyingdeterminants.> Thechild’ shealth statusisdetermined
by environmental conditions (safedrinkingwater, sanitary means
of excreta disposal, good hygiene), health services, and the
mother’ s caring capacity. The child's food intake is determined
by food availability and the mother’s caring capacity — making
caring capacity common to both main determinants of child
nutritional status.

Caring capacity and caring practices are overwhelmingly
influenced by the status of women in the society, since they are
theprincipal care-giversinall societies. Caring practicesarechild
feeding, health-seeking behaviours, cognitive stimulation of
children, and care and support for mothers during pregnancy and
|actation. Conceptually one can seethat thewoman’ sown health,
her physical ability to breast-feed for an extended period
(especially the first six months), her knowledge and beliefs, her
control of economic resources, her autonomy in decision-making
— al these determine her caring capacity. In other words, her
statusrel ative to other household members and her general status
in society are crucial determinants of her capacity to provide the
care that her children need, for them to realise the potentia of
their physical and mental growth.
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Figure 1: Even High-Achievers in South Asia
Have Higher Malnutrition Rates than in Those in SSA

35
25
20
15
(]
10 8 g =
k] g g 3
g - 2 £
5 T = o £
X (2] m N
0

Per cent under-5s malnourished —
mod+severe

Food availability is affected by production and distribution of
food — distribution not just within the country, but also within
the household (the latter being a critical area where girls and
women may be disadvantaged). Women' s status even affectsthe
availability of food and household food security. In many coun-
tries, especialy in Asia and sub-Saharan Africa, women are
closely involved in food production and acquisition.? Y et their
lack of control over how food isdistributed within the household
isof critical significanceto their own health and well-being, and
that of their children. In addition, women’'s knowledge of the
nutritional benefits of different foods and their ability to direct
household resourcestoward food for home consumption can aso
crucially affect the child’ s well-being. Moreover, even if health
services are available, whether the mother or the child is able
to access the services at times of need, may or may not be a
decision in the mother’s hands. In other words, the proximate
determinants of the child's nutritional status — the child’s food
intake and the child’s health status — are likely to be affected
by the mother’s status.

Thechild’ shealthand nutritional statuswill also bedetermined,
as mentioned above, by the quality of environmental conditions
—safedrinking water, sanitary meansof excretadisposal, hygiene
practices — and the quality of health services. The ability of
children to absorb nutrients will be affected by the vulnerability

Table 1: South Asia— The World’s Worst Child
Malnutrition Values

Per Cent of Under-Five (1995-2000*) Suffering from

Underweight Wasting Stunting

Moderate Severe Moderate Moderate
and and and

Severe Severe Severe
Sub-Saharan Africa 31 10 10 37
West Asia and north Africa 17 5 8 24
South Asia 49 21 17 48
East Asia and Pacific 19 - 6 24
Latin America and Caribbean 9 1 2 17
CEE/CIS and Baltic states 7 2 6 16
Industrialised countries - - - -
Developing countries 29 12 10 33
Least developed countries 40 13 12 45
World 28 11 10 32

Note: *Datarefertothe mostrecentyear available during the period specified
in the column heading.
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to diarrhoeal diseases, which can be limited by safe water and
sanitation and good hygiene. In case a child is afflicted with
disease, theavailability, quality and affordability of health services
—whether inthe private or the public sector —will crucially affect
the duration and intensity of disease, and may make al the
difference between life and death.

Il
South Asian Child Malnutrition
in Cross-Regional Perspective

There are three indices of under-nutrition — under-weight,
stunting and wasting —expressed in standard deviation unitsfrom
the median for the reference population. Children who are more
than two standard deviation units below the reference median
are considered to be undernourished, and those more than three
standard deviations below the reference population are deemed
severely malnourished. If children havelow weight-for-age, they
aresaid to beunderweight. Thisisacompositemeasurethat takes
into account chronic and acute malnutrition. Stunted children are
those who are short for their age; the height-for-age measures
the prevalence of chronic under-nutrition, which could result
from inadequate nutrition over a period of time or chronic or
recurrent diarrhoea. Height-for-age is not affected by the season
in which data is collected. Wasted or thin children (who are
suffering acute malnutrition) are those whose weight-for-height
islower than the reference population, i e, body massin relation
to body length. Wasting levels can vary with the seasons, since
it showsinadequate nutrition in the period just beforethe survey.

Among al regions, south Asia has the worst record on mal-
nutrition by all three measures. In developing countries, on
average, 29 per cent of children are underweight; in south Asia
it is 49 per cent. Thirty-three per cent children in developing
countries are stunted; but 48 per cent in south Asiaare. Ten per
cent children in developing countries are wasted; the share is
17 per cent in south Asia (Table 1). For al three indicators of
malnutrition, south Asian children are worse off than children
in sub-Saharan Africa

In each region there are countries/states which have achieved
socia indicators which are well above those for other countries
in their region at the same income level. Thus in sub-Saharan
Africa, Zimbabwe (inthe 1980s) and Botswanacoul d beregarded
as high-achievers, just asin south Asia, Sri Lanka and the state
of Kerala(India) weredistinct high-achieversinrespect of health
and education indicators [Mehrotra and Jolly 2000].3 What is
remarkable is that the African high-achievers in the 1980s
(Bostwana and Zimbabwe) still have much lower under-weight
rates than the south Asian ones do (Sri Lanka and Kerala state,
India) (Figure 1).

Ramalingaswami et al (1996) appropriately asked the question:
if child malnutrition rates are so strongly associated with child
deaths, and child mal nutrition ratesin south Asiaare much worse
than in SSA, then why are child survival ratesin south Asia so
much better (and under-five mortality rates so much higher) than
in SSA?* Thus, under-five mortality rate (USMR) in SSA is 107,
while in south Asia it is only 74 on average; while child mal-
nutrition afflicts half of south Asian children, but only a third
of African ones. Their answer was that the south Asian child
usually has better access to modern medical care, especially
antibiotics — available from myriad of private doctors available
inrural andurbanareaswhoarea sointerestedinsellingmedicines.
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Figure 2: Small Women Create Low-Birth Weight Babies
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The child in SSA is morelikely to have only government health
services, which may be more oriented to providing preventive
services, not lifesaving ones. If thisis the explanation for lower
mortality of children in south Asia (compared to sub-Saharan
Africa), then what explains the much higher child malnutrition
rates in south Asia — in fact the highest rates in the world?

I
Determinants of Malnutrition Rates
in South Asia

If malnutrition begins in utero, then the first evidence we get
that thechild will beborn undernourishedisfromthebirth-weight
of the infant. The first cause of the high rates of malnutrition
in south Asiaisthe high proportion of infants who are born with
low birth-weight. In fact, as Figure 2 shows, the incidence of
low birth-weight is highest in south Asia, compared to any other
region in the world. Nearly a third of Bangladeshi and Indian
children and a quarter of Pakistani children are born with low
birth-weight.

Why is the incidence of low birth-weight so high for babies
born in south Asia? Low birth-weight of babies is essentially
anindicator of thenutritional statusof mothers. Simply put, small
mothers give birth to small babies. In addition, the weight that
mothers are supposed to put on during pregnancy in south
Asiaislower than what is required for the healthy growth of
the child. Thus during pregnancy, the average woman should
gain about 10 kilos of weight. While most women in Africa do
gain nearly that much weight, most women in south Asia gain
around 5 kilos only [WHO 1996]. In other words, the baby’s
nutritional status at birth is a direct outcome of the woman’'s
nutritional status.®

In poor households, the mother will feed the husband and the
sons first, and eat last herself, along with the daughters. There
may be inadequate food left over for the females or the poorest
quality food. Combined with thework regquirementsfor awoman
in a patriarchal society, the limited food or poor quality
food may trandlateinto poor health status. In India, in the 1990s,
the fact that half of al children continue to suffer from malnu-
trition is particularly ironic, given that the food reserves
(buffer stocks maintained for meeting the needs of drought-
affected areas or areas hit by natural disasters) have risen from
20 million tonnesto 64 million tonnes, and the country has
actually been exporting food.

The National Family Health Survey — 2 (1998-99) gives us
an insight into the nutritional status of women in India. As we
discussed in Section 1, the height of an adult is an outcome of
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several factors including nutrition during childhood and
adolescence. A woman's height can be used to identify women
at risk of having a difficult delivery, since small stature is often
related to small pelvic size. The risk of having a baby with a
low birthweight isalso higher for motherswho are short. Women
who can be identified as nutritionally at risk, in terms of height,
are those below the range of 140-150 centimetres. Thirteen per
cent of women in India are below 145 cms in height. The
percentage of women below 145 cms is highest for illiterate
women, and tends to decline with increasing education; thus,
over 15 per cent of illiterate women are below 145 cmsin height,
but only 7.7 per cent of those who have completed high school
or above in terms of education. Seventeen per cent of the
scheduled caste women are below 145 cms; 13.5 per cent of
scheduled tribe and other backward caste women are similarly
short, while for other (i e, upper caste) women that share drops
to 11 per cent.

The body mass index (or BMI, relating a woman’s weight to
her height) is used to evaluate thinness (and obesity). Chronic
energy deficiency is indicated by a BMI of less than 18.5. As
much as 36 per cent Indian women have BMI below 18.5.
However, nutritional problems as indicated by BMI levels are
especially pronounced for rural women (41 per cent), illiterate
women (43 per cent), and scheduled caste and scheduled tribe
women (nearly 20 per cent).

While BMI and shortness are indicators of protein-energy
malnutrition, there is also a “hidden hunger”, as reflected in
micro-nutrient deficiency (iron, vitamin A or iodine). Thus, one
indicator of the nutritional status of women is the prevalence of
iron-deficiency anaemia. Anaemiais the status of having alow
haemoglobin level in the blood.® Anaemia may become an
underlying cause of maternal mortality and perinatal mortality.
In addition it results in an increased risk of premature delivery
and low birth weight. In other words, it is an important deter-
minant of child manutrition in south Asia, quite apart from
blighting the lives of millions of women. While 40 per cent of
women in sub-Saharan Africa suffer from anaemia, 60 per cent
of women in south Asia do [Ramalingaswami et a 1996].

Precisely half of pregnant women in India suffer from some
form of anaemia. Those with a height below 145 cms are more
likely to suffer anaemia than those who are taller. Those with
aBM I of lessthan 18.5areal somorelikely to suffer from anaemia
than thosewith ahigher BMI. Anaemiaishigher for rural women
than for urban women. It decreases steadily with increases in
the level of education, from 56 per cent among illiterate women
to 40 per cent among women who have completed at least high
school. While on average 52 per cent of Indian women suffer
fromany form of anaemia(mild, moderate and severe) scheduled
tribe women have the highest level of anaemia (65 per cent),
followed by scheduled caste women (56 per cent) and women
from other backward castes (51 per cent); for women not in these
three groups it is 48 per cent.

While the caste of a girl cannot be changed, her educational
level can be. What is interesting is that women in south Asia
have the worst educational indicators relative to men compared
to al other regions. Table 2 (worst educational indicators for
womenin south Asia) showsthat gender discriminationinrespect
of education (at least for indicators selected here) exists in al
regionsof theworld except in Latin America. However, the adult
literacy rates for women as a percentage of men arethelowest in
south Asia— 63 per cent, compared to 71 per cent in west Asia
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Figure 3: Life Cycle of an Educated Girl
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and north Africa (72 per cent in SSA). Primary enrolment rates
are aso the lowest, just as secondary enrolment rates are.
Why shouldliteracy and educational level sof themother matter
for thehealth and nutritional statusof thechild?’ It should matter
since the mother is the principal care-giver. Figure 3 illustrates
in a graphic way the synergy between interventions within the
socia sectors — by presenting the social impact of educating a
girl —in the form of alife cycle of an educated girl [Cochrane
1979, 1988; World Bank 1996]. Aneducated girl islikely tomarry
later than a girl who remains without any education — this is
especialy true if the girl’s education extends to at least junior
secondary level and she engages in economic activity outside
the home. Early marriage and childbirth, before the girl’s own
body has fully formed, will adversely affect the baby’s and
mother’s health. Independent research has also established that
an educated girl, will also have fewer children, will seek medical
attention sooner for herself and her children, and is likely to
provide better care and nutrition for herself and her children. This
would reduce the probability of morbidity through disease and
hence survival of her children beyond the age of five. Over time,
the survival of her children will change the behavioura pattern
of the family in respect of fertility and contraception — thus
lowering the overall fertility rate. Smaller household size
improves the care of children, and lower fertility reduces the
size of the school-age population. These benefits of girls'
education accrue from generation to generation. In other words,

in order to maximise the complementarities among basic social
services, itiscrucia tofocusonuniversal primary educationearly
on, particularly for girls—but it aso assumes that health/family
planning/water and sanitation services are available. Above all
else, it implies that one of the most important interventions
for the child' s health and nutritional status is the mother’s edu-
cationa level.

Even more importantly, it reinforces the argument that the
nutritiona status of the child is outcome of a process that goes
on over thewholelife cycle, and without the right interventions,
leads to an inter-generationa transfer of ill-being from women
to children, irrespective of the latter’s gender. By far the most
important evidence of systematic gender discrimination over a
lifetime is provided by the fact that the life expectancy of
womenin south Asiaislower than that of men by agreater margin
than anywhere elsein the world. Thus, Figure 4 (life expectancy
females as a percentage of males 95-99 by region) shows that
evidence of systematic gender discrimination over the life cycle
inamost all regions. Itiswell known that for biological reasons,
women tend to have a longer life expectancy than those of men.
Thus, as Figure 4 shows, in al regions women live longer than
men. Women’s life expectancy exceeds that of men most in
central and east Europe and the Commonwealth of Independent
States (CEE/CIS).8 That shows the potential for women'’s life
expectancy to exceed that of men. While in al the regions, life
expectancy for women relative to that of men is lower than in
CEE/CIS, it is by far the lowest in south Asia. This can only
happen as a result of systematic discrimination against women
over a lifetime, which gets perpetuated over generations. It is
precisely thisphenomenon that Sen had referredtoinhisanalysis
of the“missing millions” of women, since lower life expectancy
trandates into a lower than possible female-to-male ratio in the
total population of a country.

Not only women's capabilities, but their agency has been
severely restricted in south Asia. Sen (1995) speaks about how
women'’s agency is an instrument of not only their own well-
being but that of theentirefamily. Thenotionreferstothefreedom
women have to engage in work outside the home, to earn an
independent income, to have ownership rights, and, of course,
toreceiveeducation. Wherever thesefreedomsandrightsprevail,,
thewell-being of womenispositively affected. However, women
in India face impediments even to their leaving the home, let
alone seeking opportunitiesfor paid employment. Thus, NHFS-2
reports that freedom of movement is limited for the majority of
ever-married women in India. Only 32 per cent of women say
that they do not need permission to go to the market, and only

Table 2: South Asia’s Education Indicators — Females as a Percentage of Males

Adult Literacy Rate

Primary School Enrolment Ratio

1995-1999* 1995-1999* (Gross) 1995-1999* (Net)
Male Female Female as Per Male Female Female as Per Male Female Female as Per
Cent of Male Cent of Male Cent of Male
Sub-Saharan Africa 64 46 71.9 80 67 83.75 60 51 85
West Asia and north Africa 74 53 71.6 98 88 89.8 88 80 90.9
South Asia 69 43 62.3 99 81 81.8 78 64 82
East Asia and Pacific 91 79 86.8 107 105 98.1 98 96 97.95
Latin America and Caribbean 89 87 97.75 104 104 100 92 92 100
CEE/CIS and Baltic states 99 95 95.95 100 97 97 92 90 97.8
Industrialised countries - - - 104 103 99 96 96 100
Developing countries 81 66 815 99 89 89.9 84 77 91.6
Least developed countries 63 44 69.8 84 69 82.1 63 54 85.7
World 83 69 83.1 99 91 91.9 85 79 92.9
* Data refer to the most recent year available during the period specified in the column heading.
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Figure 4: Outcome of Systematic Discrimination against
Women in South Asia
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24 per cent say that they do not need permission to visit friends
or relatives. As expected, women who earn money have much
more freedom of movement than other women. But the point is
that while half of all women in SSA are involved in some kind
of work outside the home, only aquarter of women in south Asia
do [Ramalingaswami et al 1996].° In India, NHFS-2 reported
that 61 per cent had not worked in the past 12 months; only 20
per cent were employed by someone else (with 14 per cent
working in family farm/business and 5 per cent self-
employed) [I1PS 2000]. Thus autonomy, and hence agency, of
a mgjority of south Asian women is circumscribed.

Other Factors

Gender discrimination is not the only reason for high child
malnutrition rates in south Asia. As we noted in our conceptual
framework, the duration, frequency and severity of disease,
especialy diarrhoeal disease, isan important determinant, since
it affects the absorption of nutrients by the child. The prevalence
of disease is affected by the availability of safe water and
sanitation. Even though south Asia has a much higher coverage
of population by safe water (87 per cent in total, 92 per cent
in urban and 85 per cent in rural areas, compared to SSA's 54
per cent in total, 82 per cent in urban and 40 per cent in rural
areas), it has a much lower share of the population covered by
safe means of excreta disposal. Thus, in south Asiaonly 37 per
cent of the population has safe sanitation (76 per cent in urban,
and 21 per cent in rural areas), while in SSA 54 per cent of the
population has safe sanitation (80 per cent in urban and 41 per
cent in rura areas). When one combines this fact with the
phenomenon that the density of population in SSA is a fraction
of that of south Asia (23 per sq kilometre, as opposed to 230
in south Asia), the enormity of the problem becomes clear. The
overcrowding worsenstheenvironmental hygienic conditionsfor
achild in south Asia. The greater density of population would
be particularly harmful in urban areas, where overcrowding in
south Asiaisintense. Thesituationiscompounded by evenworse
coverageof safesanitationinrura areas(thelevel of urbanisation
is not that different between the two regions, with 38 per cent
in SSA asagainst 29 per centin south Asia). Overcrowdingwould
clearly lead to much greater disease, thusaffecting the absorption
of nutrients by children.

However, here too the story may not be as simple as the mere
guantitative differences in coverage of safe sanitation and the

916

density of population. We began by noting that in south Asia
there is amuch larger number of physicians per 1,00,000 popu-
lation than there is in SSA. Thus in India there are 48 and in
Pakistan 57 physicians, compared to the much less than 20 per
1,00,000 in the majority of countries in SSA.19 That would
suggest that despite the greater prevalence of disease in south
Asia for the reasons mentioned above, people also have much
greater accessto medical care. However, thereal issueiswhether
women have the autonomy to actually seek medical attention for
their sick children or for themselves when it is needed.

From the National Family Health Survey —2 in India, we have
information regarding women's autonomy in these respects,
which might shed light on this question. In order to measure
women's participation in household decision-making, NFHS-2
asked the woman to report who in their household makes de-
cisions about obtaining health care for herself. About half of al
women werenot involved at all in decisions about seeking health
carefor themselves (49 per cent). Only 28 per cent of the women
interviewed took that decisionindependently. Those womenwho
earned an income were asked who decides how the money they
earned was to be used. This is relevant to the issue of health
seeking behaviour by women — whether for themselves or for
their children — since over 80 per cent of contacts with health
professionals in India are with private practitioners, rather than
with the public health system. Thirty per cent of women who
earn money report that only their husbands or only othersin the
household make the decision on how the money they earn will
be used.1! In other words, despite the plethora of physiciansin
the country, including in rural areas, there is no certainty that
medical care will be sought at all, given the out-of-pocket
costsinvolved, or sought in time before the malaise worsens,
thus delaying recovery and recuperation and prolonging the
disease. Repeated episodes of illness without timely treatment
arelikely to reduce the child’ s (or the mother’ s) ability to absorb
nutrients.

Y et another explanation is available for the high child mal-
nutrition rates in south Asia. WHO-UNICEF guidelines recom-
mend that an infant must be exclusively breast-fed for the first
six months. The available data suggest that in south Asia half
of al infants were exclusively breast-fed (while that share was
only a quarter in SSA, according to Ramalingaswami et a
(1996)). DatafromtheNational Family Health Survey-2for India
suggest that 55 per cent of infants were exclusively breast-fed
in 1998, 23 per cent receive breast milk plus water, and 20 per
cent receive supplements along with breast-milk. Although the
share of breast-fed babiesmay be higher in south Asia(and India)
compared to SSA, the point is that we have aready established
that the health status and general status of women in south Asia
is worse than in other parts of the world. Their poorer health
status would prevent south Asian women from breast-feeding
their babies adequately. In fact, a study-based on findings from
the National Family Health Survey-1 in India (1992-93) con-
cluded that breast-feeding with supplements is more beneficial
than exclusive breast-feeding even for children at very young
ages (less than four months). That report suggests that mothers
who are in poor health themselves may not be able to provide
adequate breast milk for their infants. In other words, yet another
explanation for the high child malnutrition rate ultimately comes
back to the status of women.

The preceding discussion hasalready indicated that the earliest
yearsof achild’slife, particularly thefirst three yearsarecritica
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Figure 5: Disease, Sanitation and Density of Population
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to the growth of the child in later years. Thus it indicated that
in utero growth of the baby, her pronenessto disease in the early
years, and whether or not sheisexclusively breast-fed in thefirst
six months, are all contributory factors to the child’'s nutritional
status. After thefirst six months, the infant needs supplementary
foods in order to meet the protein, energy, and micronutrient
needs of children. Since south Asian mothers are unable to
provide breast-milk in adequate quantities, it ishighly likely that
south Asian infants need supplementary foods even more and
earlier than six months. However, apparently in south Asiaonly
athird of infantsagesix monthsreceivesuch supplementary foods
(when that share is as high as two-thirds in SSA, according to
Ramalingaswami et a (1996)).

In India, NFHS-2 for 1998 indicates that only 24 per cent of
breast-feeding children who are six months old consume solid
or mushy foods. This proportion risesto only 46 per cent at nine
months. Even at 12 months of age, more than one-quarter of
breast-feeding children in India did not eat any solid or mushy
food the day or night before the interview. Only 35 per cent of
breast-feeding children age 6-9 months receive solid or mushy
food, as recommended [I1PS 2000]. In other words, poor know!-
edge of mothers about sound feeding practices is another factor
that accounts for the high child malnutrition rates.

\Y
Some Policy Implications

Based on the conceptual framework with which this paper
began, and the empirical evidence presented in the preceding two
sections, one can draw anumber of policy implications. Despite
the presence of considerable food surpluses in India, there has
been an entitlement failure on amassive scal e, so that widespread
hunger and malnutrition persists side by side with rotting food
in warehouses around the country. There has been state-induced
market-failure in this area. State producer subsidies for agricul-
tural products, together with state procurement of output at
inflated prices have ensured that market pricesfor foodgrain have
remained out of reach for the poor. This outcome is mainly
explained by strong farm lobbies (especially for wheat and rice).

Economic and Political Weekly March 11, 2006

At the same time, the public distribution system (PDS) for
foodgrain has remained inefficient, and riven by corruption, so
that the poor benefit little from it.

Hence both sides of the coin have to be addressed:
procurement prices and the PDS. A functional PDS can help
to mitigate the effects of such market failure, and can even
ensure that they do not trandlate into entitlement failure on a
mass scale.

The problem is that even when there might be no entitlement
failure at the household level, for a poor household, the intra-
household alocation of food may discriminate against women
and girls, thus having health and nutritional effects which last
alifetime. A gender-fair intra-household food allocation will be
determined in the long run by women’'s autonomy, which can
be enhanced by ensuring schooling for all, and further reinforced
by employment outsidethe home, particularly in non-agricultural
employment. Since employment in non-agricultural sector is a
function of schooling, the latter is a prerequisite for triggering
women’'s autonomy.

Meanwhile, given the fact that the state, even with the best
political will in the world, will be unable to intervene in the
household allocation of food, a second best solution must be
found. School-feeding programmesfor al children will not only
ensurethat all children, especially poor children, cometo school,
but it will ensure that a poor family is saved the cost of at least
one sguare mea for its children. Besides, since hungry children
learn lessthan children who arewell-fed, it makes senseto ensure
that a functional school-feeding programme is put in place in
every school in south Asia. In some of the least developed
countriesof south Asia(Afghanistan, Bangladesh, Nepal, Bhutan)
this might require some donor support, or perhaps acombination
of support from such UN agenciesas WFP and UNICEF. Clearly
this programme would be targeted at children of school-age, and
a least in terms of nutritional outcomes (as opposed to their
educational effects), can only have long-term effects—given that
malnutrition setsin in utero, and then gets compounded during
thefirst threeyears of achild’ slife, with life long consequences.
In other words, school feeding will have no effects on stunting
of girls, but may mitigate wasting and underwei ght, thusimprov-
ing their health status in the run up to pregnancy. Most Indian
states provide three kilogram ration of grains. However, this
needsto be substituted by acooked meal asthat has aready been
demonstrated to be more effective.

It is aso well known that feeding women during pregnancy
has very limited impact on low birth weight of the baby, barely
increasing the baby’ sbirth weight by amere 10-20 grams. Hence,
nothing but a life cycle approach to the problem can make a
serious dent in the problem. In other words, the focus of all
interventions has to be on improving the health status of women
generaly, and then as far as the infant is concerned, targeting
most interventions to the first three years of life. Nevertheless,
it isremarkable that until afew years ago, that was not the focus
of interventions. Thus, India has one of the world’s largest pre-
school feeding programmes —the Integrated Child Devel opment
Scheme —which has been in existence for aquarter of acentury.
Infact, it now coversalmost al districts of the country. However,
the programme was until recently focused on the 3-6 age group,
rather than the 0-3 age group. That emphasis hasindeed changed
inrecent years, but it will beyearsbeforetheimpact of thechange
will beginto befelt. Thepolicy implicationisthat all south Asian
countries need to have a programme with national coverage,

917



comparable to the ICDS in India, and naturally focused on the
0-3 age-group.

Even moreimportantly, our analysis suggested that ICDS-type
programmes must rely on continuous home visits into the first
year after the baby’ sbirth, in order to ensure that complementary
food isintroduced definitely by four months. Aswe saw earlier,
undernourished women may not be ableto breast-feed effectively
even during thefirst four months, soitiscritical that solid, mushy
foodsareintroduced by four months. Homevisitswill also ensure
that during the first four months after giving birth, the mother’s
health condition is also monitored, so that her ability to exclu-
sively breast feed her baby is continuously evaluated. Regular
home visits, however, require a functional primary health care
system, which provides complete reproductive health care ser-
vices. At least in the stateswith the highest fertility ratesin India,
such a functional primary care system is non-existent.

We aso saw that barely half of al women in south Asia
exclusively breast feed their baby in thefirst four to six months.
A system of home visits would ensure that information and
knowledge about breast-feeding spreads. There is perhaps need
for further research on knowledge, attitude and practices on the
reasons why only half of al mothersin south Asia breast feed
their babies, so that appropriate action can be designed.

Finally, rapid action is needed so that accessto safe water and
sanitation is extended to the entire population. In a region
characterised by a high density of population, the health of the
entire population, especially mothers and children, is heavily
dependent upon their access to water and sanitation. South Asia
is characterised by one of the lowest coverage ratesin the world
for safe sanitation. [l

Email: santosh.mehrotra@undp.org

Notes

1 In fact, when analysts feed al these determinants — immediate as well
as underlying ones — into a regression equation, in order to understand
theeffectsof variousfactorson childnutritional indicators, it underestimates
the impact and statistical significance of determinants lying at deeper
levels of causality. See, e g, Smith and Haddad (2000), discussed later.

2 Yet women do not have ownership rights over land. This is especially,
but not only true in south Asia. For an analysis, see Agarwala (1999).

3 Zimbabwe has suffered serious social constraints on account of avariety
of factors in the 1990s: repeated drought, the spread of HIV/AIDS,
structural adjustment and political turmoil. Botswanasocial infrastructure
has been ravaged in the 1990s by the HIV/AIDS epidemic.

4 Osmani (1997) attempted to explain this“ Asian enigma’, asto why south
Asid schild malnutrition rate is much higher than SSA’s, despite almost
equal poverty rates, higher food availability in south Asia, and what he
calls “comparable levels of public provision of health and sanitation
services’ (athough the latter is questionable, as Ramalingaswami et a
(1996) had already pointed out). Thestudy used OL Sregressionto explore
the determinants of child stunting for 66 devel oping countriesin the early
1990s. The initial explanatory variables were per capita GDP ($PPP),
health services(proxiedby popul ation per physician), extent of urbanisation,
and the female literacy rate. All are found to be significant determinants
of stunting. A south Asian dummy variableis significant, suggesting (as
we are doing as well) that additional variables underlie south Asia's
extremely high rates of stunting. In fact, low birth weight, and factors
influencing it (especially women's low status in south Asia), are found
to be strong determinants of stunting. But LBW is endogenous in the
model, and as Smith and Haddad say, hencethe OL S estimateis probably
biased. Given the several levels of determinants of malnutrition, we have
confined our analysis of determinants to a conceptual level.

5 The mother’s health status affects not just the child's nutritional status,
but the prospects for survival of the child. Thus, in India, 60 per cent
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of the infant mortality rate is accounted for by neonatal mortality (i e,
death within 28 days of birth). In fact, while vaccine preventable causes
of infant mortality have reduced IMR in India in the 1990s, neo-natal
mortality has remained constant. Neonatal mortality is highly correlated
with low birth weight. Personal communication from Vinod Paul, All
India Institute of Medical Sciences, New Delhi.

6 Haemoglobinisessentia for transporting oxygen from the lungs to other
tissuesand organs of the body. Anaemiaresultsfrom adeficiency of iron,
folate, vitamin B12, or some other nutrients.

7 Gender discrimination should matter not merely for thereasonthat mothers
are care-givers, but for the sake of the well-being and capabilities of the
woman herself. For a detailed philosophical discussion of thisissue, see
Nussbaum (2000).

8 The ratio is highest in CEE/CIS countries on account of excess mae
mortality after the transition began. Hencethe proper comparator isreally
the ratio for industrialised countries.

9 These authors also suggest that while in Africa, the greatest obligation
onawomanistolook after her husband’ schildren, insouth Asia, tradition
requires a woman to make her husband and mother-in-law the focus of
her responsibilities.

10 See, e g, the numbers in Table 6 in UNDP (2002).

11 Forty-one per cent reported that they make the decision on their own,
and 28 per cent reported that they make the decision together with their
husbands or someone else in the household.
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