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Chronic poverty although represents a range of duration, dimensions and levels of severity of poverty the tightest possible definition of it revolves around the inter-generationally transmitted (IGT) poverty as authors have posited (Moore, 2001; Hulme, Moore and Shephard, 2001). Given this understanding, women’s health possesses much significance in the context of chronic poverty particularly in developing countries where poverty is widespread and deep.


It is by now established that the absolute poverty implying lack of resources necessary for survival is associated with ill health. This, indeed, is the leading cause of ill health in less developed countries and poses a major threat to the health development as well which is broadly regarded a prerequisite for human development without which national economies cannot thrive.


For a variety of reasons representing social, cultural, economic, demographic etc., the women in developing countries often bear the greatest burden of poverty with associated inequalities in health and health prerequisites. The experience of household members across gender in a poverty situation thus may be quite different with that of women being much worse. The ill health of women while reduces women’s own wellbeing by perpetuating the cycle of ill health i.e. low productivity, low income, low health endowment also curtails women’s energy investment in improving the family health and wellbeing including that of the community. The malnutrition of mother also is often associated with low birth weight babies. These babies not only face increased risk of death but those who survive also often remain highly vulnerable to malnutrition and ill health predisposing them to poor school performance including drop out, learning ability, capacity to work, etc. All these help channeling the poverty from mother to children through low skill, low productivity job or perpetuation of it across generations. Poverty through women’s health thus, is able to affect the wellbeing of next generation in subtle manners, putting in place the case of chronic poverty.  


The broad aim of the paper is to examine women’s health and its relationship with the children’s health and wellbeing in Bangladesh. The data base used in the paper draws on DHS 1999-2000 and HIES 2000 rounds.

Some Empirical Findings:

· In Bangladesh, women’s health in general across all economic condition is worse than that of the male. Male morbidity rate for chronic illness in all income quintiles is higher than that of the female (Table 1). 

· The higher health risk of the women is concentrated particularly in the reproductive ages. The morbidity rate of the women in 15-44 ages is about 31 percent higher than that of the men followed by 16 per cent in the ages of 45-59 (Table 1).
· Women’s health varies across economic condition and also across empowerment indicators such as, women’s education, works status and decision-making role (Table 2).  It improves with the improvement in these conditions. However, women’s gainful employment is not an effective reflector of their increased domestic status, at least in case of Bangladesh. Working women are found to have worse health status in terms of average height and BMI than their non-working counterparts. This apparently contrary observation is related to the relatively impoverished background of the working women of Bangladesh.  Except for a few highly educated and better off women, working women of Bangladesh generally come from poorer households with a motive to assist family survival (Table 2). 

· Within an income or poverty group women’s empowerment matters for their health and wellbeing. Both average height and BMI in general increases with the increase in women’s education, and decision-making role. Also, proportion of women below critical height and body mass declines with the latter. Interestingly, women’ employment behaves differently in different income groups. It is associated with worse health status among poorer people (deficit households) and better one in the surplus category  (Tables 3 & 4). The differential characteristics of working women in these two economic classes may be responsible for this. 

· Household economic position--- the factor of income poverty has an independent effect on women’s wellbeing. Thus, within each education, work status, or domestic status category women’s health status is positively associated with improvement in household income position. It seems, therefore, women’s health receives an extra push when economic condition and women’s empowerment works together (Tables 3 and 4).

· Women’s empowerment and improved household economic condition both are favourably related to child health (Table 5). But within an income or empowerment category mother’s health is strongly related to child’s health (Tables 6 & 7). Child health- as measured by standard anthropometry gets noticeably better for those mothers who have good health (normal height or a BMI above cut-off point) than those with worse health condition (short or thin below a critical level). Every indicators of child health have demonstrated this relationship. The key message here is that even under similar socio-economic condition mother’s health is able to contribute significantly towards child’s health. Alternatively, a worse health condition of the mother can depress child’s health status by a significant extent in otherwise similar circumstances (Tables 6-8). 
·  At aggregate level women’s quantity access to health care is not worse than that of the male. But this equity in access does not hold good among poor people, particularly among poorest ones (bottom 20%). Among them women’s access to health care is systematically worse than male in all ages (see results for first quintile) (Table 9). Again, within an income category women’s empowerment matter for their access to health care viz., under similar condition empowerment of women enables them to manage higher access to health care. This ability of women’s empowerment is noted even among the poorest category (first quintile). Utilization of health care by the highly educated women of poor category is much higher than that of the uneducated women (Table 10). Women’s work, however, seems to remain inoperative in enhancing the health care access in income-poor households while it does so among income rich (surplus category) (Table 10).
·  It is interesting to note that the rural-urban dichotomy is at present less sharp for women’s health and, rather surprisingly, except for top 20-40% urban women fare worse healthwise than the rural women (Table 11). More importantly, among poorest 20 percent such difference is largest, indicating that the health situation may be worst among the urban poor women. The poorest urban women again may be more deprived compared to their rural counterparts for when it comes to health care access. 
Table 1

Morbidity rate for chronic illness by age, sex and income quintile: National, HIES-2000

	
	Income quintile

	
	1 
	2
	3
	4
	5
	Total

	All ages 
	
	
	
	
	
	

	Male 
	13.3
	14.9
	14.7
	15.7
	15.3
	14.8

	Female
	13.0
	15.5
	16.1
	19.2
	19.1
	16.5

	0-4
	
	
	
	
	
	

	Male 
	2.8
	6.4
	4.6
	4.7
	3.4
	4.4

	Female
	4.2
	3.5
	2.6
	3.5
	3.9
	3.6

	5-14 
	
	
	
	
	
	

	Male 
	3.6
	4.8
	5.1
	7.0
	4.2
	4.9

	Female
	2.9
	3.3
	4.1
	4.8
	6.4
	4.1

	15-44 
	
	
	
	
	
	

	Male 
	16.5
	15.7
	15.0
	13.3
	10.9
	14.0

	Female
	17.3
	19.0
	18.2
	20.2
	16.6
	18.3

	45-59
	
	
	
	
	
	

	Male 
	33.2
	37.3
	32.2
	34.6
	36.9
	34.9

	Female
	29.3
	41.7
	41.0
	42.7
	44.8
	40.6

	60+ 
	
	
	
	
	
	

	Male 
	44.4
	47.9
	46.4
	44.1
	47.2
	46.0

	Female
	39.9
	46.7
	47.9
	48.2
	46.8
	45.6


Table 2

Women’s * nutritional status by household consumption level and empowerment indicators: DHS-2000  

	Consumption level/residence background
	Mother’s height (in cm)
	Mothers BMI @

	
	Average height
	% below 145cm
	Average BMI
	% below 18.5 BMI

	Consumption level 
	
	
	
	

	Always deficit
	150.1
	15.7
	18.6
	52.9

	Sometimes deficit
	150.2
	12.2
	19.1
	45.9

	Neither deficit nor surplus 
	150.6
	11.4
	20.0
	35.3

	Surplus
	151.7
	5.4
	21.0
	27.6

	Women’s education
	
	
	
	

	No education 
	149.7
	14.2
	18.8
	49.1

	Class I-V
	150.3
	12.4
	19.2
	44.3

	VI +
	151.8
	7.2
	20.8
	27.1

	Work -status 
	
	
	
	

	Working 
	150.3
	12.1
	19.3
	44.9

	Not working
	150.5
	11.6
	19.5
	40.9

	Decision –making role #
	
	
	
	

	Low 
	150.3
	11.9
	19.2
	43.9

	High 
	150.7
	11.4
	19.8
	39.1

	
	
	
	
	

	All
	150.5
	11.7
	19.5
	41.5


* currently married women aged 10-49

@  BMI, the body mass index is defined as weight in kilogram divided by the square of height in meters (kg/m2). For the BMI a cut-off point of 18.5 is recommended for defining thinness, or acute malnutrition. 

#  Women’s decision-making role is assessed on 6 items i.e. on (1) own health care (2) child’s health care (3) about large household purchases (4) about household purchases of daily needs (5) visits to family, friends and (6) what food should be cooked everyday. In order to assess women’s overall decision-making role covering all 6 items responses of the women were assigned values as follows: decision by woman alone=3, decision taken by the woman jointly with her husband or with someone else=2, decision taken by husband alone or by someone else=1. Then individual scores on all item were added together to get a single score for a woman which ranges between 6 to 18 to represent their overall decision-making role. Women with low decision-making role scored between 6-11 and those with high decision-making power scored 12 or more. 

Table 3

Average height of the women and proportion of women below the critical height of 145cm 

 by empowerment indicators and household consumption level: DHS--2000 

	Empowerment indicator
	Consumption level

	
	Always deficit
	Sometimes deficit
	Neither deficit nor surplus
	surplus
	All

	
	Average height 

	Women’s education 
	
	
	
	
	

	No education
	149.7
	149.8
	149.9
	150.6
	149.8

	I-V
	149.7
	150.4
	150.0
	149.5
	150.1

	VI+
	151.2
	151.2
	151.7
	152.4
	151.7

	Work status
	
	
	
	
	

	Working 
	149.4
	150.2
	150.7
	152.2
	150.4

	Non-working 
	150.0
	150.2
	150.6
	151.4
	150.5

	decision-making role 
	
	
	
	
	

	Low 
	149.9
	150.2
	150.4
	151.3
	150.3

	High
	149.8
	150.3
	150.8
	151.7
	150.6

	
	Per cent women < 145 cm

	Women’s education 
	
	
	
	
	

	No education
	15.7
	13.3
	13.1
	12.3
	13.9

	I-V
	15.0
	11.9
	12.5
	8.8
	12.2

	VI+
	13.2
	9.7
	8.5
	2.8
	7.4

	Work status
	
	
	
	
	

	Working 
	17.5
	11.9
	8.7
	8.0
	12.0

	Non-working 
	14.7
	12.3
	11.4
	4.9
	11.5

	decision-making role 
	
	
	
	
	

	Low 
	17.2
	11.8
	10.6
	5.5
	11.7

	High
	13.4
	12.6
	11.6
	5.3
	11.4


Table 4

Average BMI* and proportion of women below the cut-off value of BMI (18.5)

by empowerment indicator and consumption level : DHS-2000

	Empowerment indicator
	Consumption level

	
	Always deficit
	Sometimes deficit
	Neither deficit nor surplus
	surplus
	All

	
	Average BMI

	Women’s education 
	
	
	
	
	

	No education
	18.6
	18.8
	19.1
	19.3
	18.8

	I-V
	18.7
	18.9
	19.3
	19.9
	19.1

	VI+
	18.7
	20.0
	21.1
	21.8
	20.9

	Work status
	
	
	
	
	

	Working 
	18.5
	19.0
	19.9
	21.0
	19.3

	Non-working 
	18.7
	19.1
	20.0
	21.0
	19.5

	Women’s decision-making role 
	
	
	
	
	

	Low 
	18.5
	18.9
	19.7
	20.7
	19.2

	High
	18.8
	19.3
	20.2
	21.2
	19.8

	
	Per cent women below 18.5 BMI

	Women’s education 
	
	
	
	
	

	No education
	53.3
	49.6
	43.9
	47.7
	49.3

	I-V
	50.9
	47.4
	41.7
	33.6
	44.7

	VI+
	47.2
	32.6
	24.2
	22.1
	26.6

	Work status
	
	
	
	
	

	Working 
	53.8
	49.7
	33.7
	25.3
	44.0

	Non-working 
	51.8
	45.3
	35.6
	28.4
	41.1

	Women’s decision-making role 
	
	
	
	
	

	Low 
	52.6
	47.8
	39.7
	29.2
	44.3

	High
	51.9
	44.0
	31.5
	27.2
	38.8


* BMI, the body mass index is defined as weight in kilogram divided by the square of height in meters (kg/m2). For the BMI a cut-off point of 18.5 is recommended for defining thinness, or acute malnutrition. 

Table 5

Per cent children malnourished (<2SD) by income quintile and mother’s empowerment : DHS-2000

	
	Per cent children 

	
	Underweight (weight for age <2SD)
	Wasted (weight for height <2SD)
	Stunted (height for age <2SD)

	All
	47.0
	10.5
	43.8

	Household consumption level 
	
	
	

	Always deficit
	59.2
	12.8
	54.8

	Sometimes deficit 
	49.8
	10.6
	46.7

	Neither deficit nor surplus
	40.9
	10.0
	39.5

	Surplus 
	34.8
	7.8
	28.9

	Mother’s Education
	
	
	

	No education 
	55.4
	12.2
	52.6

	I-V
	49.0
	10.2
	46.1

	VI +
	30.9
	7.8
	26.9

	Work-status
	
	
	

	Working 
	51.3
	11.0
	47.7

	Non-working
	46.2
	10.7
	43.1


Table 6

Per cent children malnourished (<2SD) by mother’s nutrition and household consumption level: DHS-2000 

	
	Mother’s height
	Mother’s BMI

	
	Short
	Above critical height 
	Low 
	Above critical BMI 

	Household consumption level 
	underweight (weight for age)

	Always deficit
	70.7
	57.1
	64.6
	53.3

	Sometimes deficit 
	59.5
	48.4
	59.0
	41.7

	Neither deficit nor surplus
	58.6
	38.7
	55.7
	32.6

	Surplus 
	60.0
	33.2
	48.8
	29.1

	
	 wasted (weight for height) 

	Always deficit
	15.0
	12.4
	15.0
	10.3

	Sometimes deficit 
	13.1
	10.3
	12.8
	8.7

	Neither deficit nor surplus
	14.4
	9.4
	15.2
	7.0

	Surplus 
	5.7*
	7.9
	13.5
	5.5

	
	stunted (height for age) 

	Always deficit
	75.0
	51.1
	56.4
	53.1

	Sometimes deficit 
	62.3
	44.5
	51.9
	42.1

	Neither deficit nor surplus
	62.1
	36.7
	45.9
	35.9

	Surplus 
	57.1
	27.1
	37.6
	25.3


Table 7

Per cent children severely malnourished (<2SD) by mother’s nutrition and household consumption level: DHS-2000 

	
	Mother’s height
	Mother’s BMI

	
	Short
	Above critical height 
	Low 
	Above critical level 

	Household consumption level 
	severely underweight (weight for age)

	Always deficit
	23.6
	19.2
	24.4
	15.1

	Sometimes deficit 
	20.6
	13.5
	19.8
	9.7

	Neither deficit nor surplus
	19.5
	7.8
	13.8
	6.5

	Surplus 
	17.1
	5.1
	10.0
	4.1

	
	severely wasted (weight for height) 

	Always deficit
	1.4*
	1.6
	2.1
	0.9

	Sometimes deficit 
	0.8* 
	1.0
	1.4
	0.6

	Neither deficit nor surplus
	0.6*
	1.0
	1.8
	0.5

	Surplus 
	-
	1.1
	1.8
	0.7

	
	severely stunted (height for age) 

	Always deficit
	39.3
	24.1
	28.6
	24.0

	Sometimes deficit 
	29.8
	18.0
	23.1
	16.2

	Neither deficit nor surplus
	23.6
	12.4
	17.5
	11.4

	Surplus 
	37.1
	8.5
	13.5
	8.8


Table 8

Per cent children malnourished (<2SD) by mothers’ nutrition and empowerment level: DHS-2000 

	Mother’s education/work-status
	Mother’s BMI
	Mother’s height

	
	Low
	normal
	short
	normal

	Mother’s education
	 underweight (weight for age)

	No education
	62.1
	48.8
	64.6
	53.9

	I-V
	58.1
	41.3
	64.8
	46.9

	VI+
	48.4
	24.7
	48.5
	29.5

	Mother’s work-status
	
	
	
	

	Working 
	62.2
	42.5
	70.9
	48.5

	Not working 
	57.8
	37.8
	60.0
	44.4

	
	wasted (weight for height)

	No education
	14.4
	10.2
	14.9
	11.8

	I-V
	14.1
	6.8
	11.9
	9.9

	VI+
	12.4
	6.2
	11.7
	7.5

	
	
	
	
	

	working 
	16.8
	8.4
	20.4
	11.0

	Not working 
	13.4
	7.8
	12.0
	9.9

	
	stunted (height for age)

	No education
	54.6
	50.6
	70.5
	49.6

	I-V
	50.1
	42.8
	65.9
	43.5

	VI+
	36.5
	23.4
	45.6
	25.3

	
	
	
	
	

	working 
	53.8
	42.8
	70.9
	44.4

	Not working 
	49.4
	38.6
	63.7
	40.5


Table 9

Treatment rate by age, sex and income quintile: National, HIES-2000

	
	Income quintile

	
	1
	2
	3
	4
	5

	All ages
	
	
	
	
	

	Male 
	78.3
	76.5
	75.0
	79.4
	84.0

	female
	71.7
	75.3
	75.8
	80.5
	85.2

	0-4
	
	
	
	
	

	Male 
	77.8
	81.6
	80.6
	79.9
	88.2

	female
	77.6
	79.8
	77.6
	78.0
	88.1

	5-14
	
	
	
	
	

	Male 
	76.8
	69.7
	68.6
	74.6
	86.2

	female
	64.8
	73.6
	77.7
	76.9
	80.7

	15-44
	
	
	
	
	

	Male 
	78.8
	77.8
	74.2
	79.8
	85.3

	Female
	74.0
	72.5
	74.7
	79.7
	85.2

	45-59
	
	
	
	
	

	Male 
	82.4
	73.4
	77.9
	86.7
	76.0

	Female
	70.3
	80.6
	63.1
	87.2
	89.7

	60+
	
	
	
	
	

	Male 
	78.7
	82.5
	77.4
	78.0
	78.9

	female
	65.6
	77.8
	63.1
	88.0
	81.8


Table 10

Treatment rate for acute illness and per cent of women received ANC* by education, 

Work- status and Income  quintile: HIES-2000

	
	Income quintile

	
	1
	2
	3
	4
	5

	
	Treatment rate per 100

	Education
	
	
	
	
	

	No education 
	73.0
	73.5
	76.0
	80.8
	87.6

	I-V
	76.7
	78.4
	76.6
	82.5
	87.5

	VI+
	87.5
	69.2
	78.6
	84.6
	85.2

	Work – status
	
	
	
	
	

	Working 
	68.8
	78.3
	66.7
	75.0
	84.2

	Not working
	75.9
	73.2
	77.0
	82.6
	86.5

	
	
	
	
	
	

	
	Per cent received ANC

	Education
	
	
	
	
	

	No education 
	44.5
	43.7
	44.5
	40.3
	36.9

	I-V
	57.3
	54.3
	52.3
	55.8
	54.3

	VI+
	61.6
	65.9
	65.3
	68.4
	73.3

	Work - status
	
	
	
	
	

	Working 
	45.9
	45.5
	50.0
	50.7
	70.0

	Not working
	47.4
	47.6
	49.2
	51.8
	58.7


· relates to last pregnancy

Table 11

Morbidity rate for rural and urban women by education, income quintile

	
	Rural 
	Urban

	
	Morbidity rate for acute illness

	All
	20.4
	20.2

	Income quintile
	
	

	1 
	19.0
	20.5

	2
	20.3
	24.4

	3
	18.9
	20.7

	4
	21.1
	18.9

	5
	22.8
	16.9

	Education of women
	
	

	No education 
	20.3
	23.5

	Class I-V
	21.0
	20.6

	VI +
	20.3
	16.3

	
	
	

	
	Treatment rate for acute illness

	All
	78.3
	81.3

	Income quintile
	
	

	1 
	79.9
	72.9

	2
	77.8
	87.2

	3
	79.7
	77.8

	4
	76.8
	84.9

	5
	87.5
	91.1

	Education of women
	
	

	No education 
	76.2
	78.1

	Class I-V
	82.0
	80.5

	VI +
	82.5
	82.6

	
	Per cent received ANC

	All
	49.1
	55.0

	Income quintile Income quintile
	
	

	1
	48.4
	44.4

	2
	45.9
	50.8

	3
	47.4
	53.1

	4
	48.8
	57.8

	5
	55.3
	67.8
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