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Abstract 

 

Background: Determinants of malnutrition across the lifecycle are complex. Beyond host 

characteristics and behavioral choices, the immediate environment and broader societal context 

remains a challenge to measure. The JiVitA-1 trial in rural northwest Bangladesh reveals 

intergenerational spatial patterns of malnutrition, based on mid-upper arm circumference 

(MUAC), that converge with age from early life onward, suggesting possible contextual 

influences. This dissertation explores these spatial patterns, and investigates interactions among 

biological, socioeconomic and contextual factors on trajectories of nutritional status from birth to 

adulthood in this typical rural South Asian population.  

Methods: Spatial analysis with multiple-linear regression was used to assess independent and 

synergistic effects of individual, household and community factors, added sequentially, on MUAC 

among mother-infant dyads. Explanatory improvements and spatial correlation accounted for by 

characteristics at each level was considered.  

Results: Multilevel regression models explained 13.2%, 14.5%, and 11.7% of variabilty in MUAC 

of infants at birth and six months and expectant mothers, respectively. Most variability in MUAC 

was explained by individual and household-level variables. Community influences accounted for 

0.3%, 0.4%, and 0.7% of the variability in MUAC at the two infant ages and among women, 

respecitvely.  Infant growth between birth and six months was guided by initial size (r² = 0.33), 

and modified further by household and community socioeconomic-status (SES) and maternal 

nutritional status. The full multilevel model accounted for 40% of the variance in growth rate, 1% 

of which was attributed to community context.  Including individual- and household-level 

variables provided modest reductions in residual spatial autocorrelation of MUAC, compared to 

reductions associated with contextual factors. Promising contextual variables included 

neighborhood economic structure, maternal education, elevation, population density, and travel-
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time to markets. Many contextual variables were correlated,  indicating that those living in 

wealthier neighborhoods enjoy healthier environments, which may reinforce benefits of greater 

household and neighborhood SES.  

Conclusions: A systems science approach revealed multi-level and age-specific influences on 

infant and maternal nutritional status in this rural Bangladesh setting.  Contextual variables 

explained differences in MUAC and reduced residual spatial autocorrelation more than individual 

and household variables combined. Correlations between contextual variables also indicated 

economically-driven population sorting in this typical rural setting.  
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Chapter 1 Introduction 

1.1 Rationale 

In 2010, approximately 7.6 million children worldwide never lived to see their fifth birthday [1], 

and nearly all of these deaths occurred in developing countries [2–4]. Poor nutritional status, 

defined as the lack of and/or faulty utilization of energy and nutrients required to meet metabolic 

needs, is a leading cause of under-five (“child”) mortality. Each year, 53% of children deaths 

(approximately 5.6 million) are either directly or indirectly attributable to undernutrition [5–8]. 

Malnutrition is also a major cause of under-five morbidity in the developing world, as 33% (144 

million) of global disability-adjusted life years (DALYs) in these regions are estimated to be a 

direct result of nutrition-related causes, which often coexist [9]. 

Children born to poorer families and malnourished mothers start life at a marked disadvantage, 

which continues impact health trajectories throughout life. As infants, they are more likely to be 

small for gestational age, low birthweight (LBW), and have smaller anthropometric measurements 

through infancy [10–19]. The nutritional status and diet of new mothers continues to impact child 

growth as nutrients are shared via breastmilk [14,15,20,21]. Poor growth in early childhood, 

especially in the first two years, can lead to irreversible damage and reduced human capital [22–

28]. Malnutrition in infancy is associated with increased risk of alcohol and drug use, elevated 

blood pressure [29–34], insulin resistance [31], stroke [35], and metabolic syndrome [36], as well 

as reduced mental development [27,37,38], future academic performance [28,39], fertility [39], 

and ultimately adult economic productivity [26]. Furthermore, the offspring of women who were 

malnourished as young children themselves experience higher risk of poor fetal growth[30] and of 

being LBW [22]. Therefore, early childhood nutritional status can act as a multi-factorial indicator 

for future health, productivity, and intergenerational success.  
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A child’s health can also be influenced by the socio-economic status of their parents. Children 

born to poorer families experience poorer health in childhood and reduced productivity and health 

as adults [40–42]. This effect may be exacerbated with prolonged poverty [19]. Additionally, 

children born to uneducated mothers tend to have reduced anthropometry [43] and are less likely 

to go to school [44], which is related to future economic productivity. Since malnutrition is so 

closely tied with poverty, and both malnutrition and poverty can be intergenerational, their 

combined effects further entrench offspring in desperate circumstance. 

Emanuel (1986) defined intergenerational influences as “conditions, exposures, and environments 

experienced by one generation that relate to the health, growth and development of the next 

generation.” These influences may become more pronounced when generations share similar 

circumstance. Substantial improvements in linear growth have been observed with change in 

circumstance related to child adoption, family migration, or swift national socio-economic 

development [18]. Children born to mothers who were malnourished as children can experience 

nearly normal growth when “profound improvements in health, nutrition and the environment take 

place before conception” [18]. Healthy growth in the first two years of life is particularly 

important. It is in this period where growth faltering is most pronounced [45–47], and recovery is 

increasingly difficult if improvements are not made [48]. If children are to break from the shackles 

of intergenerational malnutrition, it is imperative that we gain a better systemic understanding of 

the factors which influence this phenomenon, to better design effective interventions. 

The current nutritional literature is replete with studies exploring the impact of individual and 

household factors, while largely ignoring contextual influences beyond the home. This narrow 

perspective of health and nutritional status fails to consider the hierarchical amalgamation of 

causality. Several studies have noted that individuals of similar nutritional status are more likely to 

reside in close proximity to one another, even after controlling for relevant individual variables 

[49–52]. Nevertheless, the effects resulting in “clustering” remain unclear. Fenn et al. (2007), Balk 
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et al. (2005), and Morris (2000) suggest that this phenomenon simply results from individuals with 

similar individual and household characteristics clustering together [53,54]. Alternatively, some 

authors attribute this phenomenon to contextual influences from the environment [55–57], such as 

land use, topography, climate, and road access; or from neighbors [58–61], such as urbanicity, 

community-level educational attainment, social participation, and community employment.  

The current body of evidence suggests that individual nutritional status is a consequence of more 

than just individual or household factors. Rather, it is also a product of interactions between 

individual circumstance, local context, and intergenerational influences. A more complex 

analytical approach may be appropriate for the study of individual health and nutritional status. 

Systems biology, or systeomics, is a novel approach to understanding causes and effects in 

complex biological systems through integration of discovery and hypothesis-driven science 

[62,63]. The objective of discovery science is to uncover all of the elements in a system, while 

hypothesis-driven science aims to generate hypotheses and test them experimentally. These 

techniques are only recently being used in epidemiology [64], mostly in the study of obesity 

[65,66]. Approaching individual nutritional status as a system requires identification of the 

system’s multilevel elements and uncovering the network and relative direction of effects.  

Two primary hurdles have hindered the incorporation of spatially explicit effects from the 

environment and community in the analysis of nutritional status: sample size requirements and 

spatial data availability. Environmental and community effects are often much smaller in 

magnitude than those applied at the individual or household scale and, thus, require substantially 

larger samples. In addition, the availability and quality of spatial data from the developing world is 

currently lacking, despite the fact that in recent years, spatial data from developed countries has 

become far more available. 
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In light of these common obstacles, data collected from a cohort study conducted in northwest 

Bangladesh provides a rare opportunity to detect and evaluate the role of spatial effects in 

determining nutritional status. This large study population resides within a contiguous geographic 

area, and the dataset includes a rigorously collected set of geospatial data on the population and the 

context in which they live (see Figure 5 & Figure 6). Observations from this study have provided 

intriguing evidence for intergenerational malnutrition as an ecologic phenomenon. Across this 435 

square kilometer research site, a spatial trend in the anthropometry among expectant women was 

observed, with healthier women in the west, near the national highway, and thinner women in the 

east, near a frequently flood-prone river. This pattern mirrored a previously known gradient of 

socioeconomic status[67]. This pattern was, however, not manifested in the anthropometry of 

newborns, seemingly protected from the nutritional status of their mothers; however, by roughly 

six months, infant anthropometry mirrored that of their mothers relative to the respective means of 

that population. Thus, over the course of the first six months of life, near random spatial 

distribution of birth anthropometry rapidly take on the spatially distinctive character seen among 

adult women (see Figure 14). The objective of this doctoral research is to consider the spatial 

patterning of this intergenerational trend and investigate the interactions of biological, socio-

economic, and contextual forces at several levels to determine the underlying effects leading to the 

observed spatial patterning. 

The analyses implemented in this dissertation are loosely based on the constructs of systems 

biology, by considering nutritional status and growth trajectories as a cumulative result from  

effects and interactions at multiple scales. As global initiatives “pluck the lowest hanging fruits” to 

reduce malnutrition and mortality, particularly in mothers and children, we must improve our 

understanding to find more creative ways to achieve progress in breaking the cycle of 

intergenerational malnutrition. Identifying the degree to which characteristics of the individual, 

location, and context influence nutritional status in early life might unlock potential strategies to 
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disrupt this cycle. Historically, public health interventions with the greatest impact have involved 

making changes to components of the environment or context around individuals to effect changes 

in health outcomes at the individual level.  

1.1 Organization of the dissertation and study objectives 

The objective of this dissertation is to investigate the manner in which individual nutritional status 

is influenced by one’s location, as described by the characteristics of neighbors and environmental 

context, as two broad categories that enhance the individual-centered model of nutritional status. 

This thesis research project was designed to identify characteristics of community context which 

influence nutritional status and to evaluate their relative contributions and interactions after 

accounting for salient individual and household effects established in the literature. Age-specific 

effects at the individual, household, and contextual levels will be explored at three key time-

points: in expectant mothers, newborns, and infants at six months. This analysis also considers 

how nutritional status at each time-point relates to the others. 

This dissertation is organized into seven chapters. Chapter One provides the rationale behind this 

thesis research project and the study objectives. The available literature regarding the importance, 

epidemiology, assessment, and determinants of nutritional status, as well as influential frameworks 

and analytical hurdles directing research progress and understanding is reviewed in Chapter Two. 

Chapter Three discusses the data from the JiVitA project primarily used through this doctoral 

research. The specific research aims of this doctoral thesis are addressed in Chapter Four with a 

population of expectant mothers; in Chapter Five with populations of newborns and infants at 

roughly six months of age; and in Chapter Six with the growth trajectories of infants in their first 

six months of life. Each chapter introduces relevant background literature and motivation, 

describes study methodologies, presents and interprets findings, and discusses potential 

intervention implications. Chapter Seven synthesizes the findings, conclusions, and intervention 
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implications drawn from this thesis research. Recommendations for further examination will also 

be provided.  

The following are the specific aims for Chapters Four, Five and Six:   

1. Identify and evaluate individual, household, and community level determinants of 

maternal nutritional status, infant nutritional status at birth and six months, and infant 

growth trajectory in the first six months of life; 

2. Explore the relative contributions of and interplay between individual, household, and 

community-level determinants of maternal nutritional status, infant nutritional status at 

birth and six months, and infant growth trajectories in the first six months of life; 

3. Describe the extent to which factors at each level account for spatial correlation 

between observations of maternal nutritional status, infant nutritional status at birth 

and six months, and infant growth trajectories in the first six months of life. 
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Chapter 2 Literature Review 

2.1 Introduction 

This section provides background from the current literature drawing from the nutritional research 

followed by specific methods which may help elucidated the multilevel web of causality and 

spatial nature of undernutrition. Nutritional topics addressed include assessment methods, direct 

causes, relevant analytical frameworks, and determinants of nutritional status. The section 

covering determinants of nutritional status will discuss the individual, household, and contextual-

level factors impacting individual nutritional status. Methodological topics discussed include 

spatial clustering and correlation as they relate to nutritional status, as well as how systems biology 

may help provide a novel analytical approach to understand nutritional outcomes. 

2.2 Assessment of nutritional status 

Nutritional status is often assessed using anthropometry, which is the measurement of human 

dimensions or proportion of dimensions, often in conjunction with age. Anthropometric 

measurements are typically related to a standardized well-nourished reference population, 

expressed as a Z score. The standardized Z score facilitates cross-population comparisons and 

adjusts for differences in age and sex. Anthropometric measurements can include weight, height, 

head, chest and mid-upper arm circumference, body mass index, triceps and subscapular skin 

folds, and others, usually adjusted for by age and/or sex. Birthweight, determined by a 

combination of intrauterine growth and gestational age at birth, acts as a cross-sectional 

multifactorial indicator of public health, which encompasses long-term maternal nutrition, health, 

occupational stress, and obstetric healthcare.  

Anthropometric measurements each have their strengths and weaknesses. Many are highly 

correlated with each other and other physiologic conditions. Chest circumference, head 

circumference, and mid-upper arm circumference (MUAC) in newborns have been significantly 

correlated with each other [68] and with birthweight [13,68–71]. At birth, cut-offs for MUAC and 
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chest circumference provide simple, reliable, and highly correlated (r ≈ 0.81 - 0.87) field proxy 

indication of low-birthweight [68,69,71] and neonatal mortality [13,69] in emergency settings. 

MUAC at birth has also been reported as a valid estimate of gestational age (r = .961) [70]. Weight 

and height provide better estimates of lean mass versus fat mass [31]. Fat mass is better estimated 

with skin fold measurements, while MUAC predicts both lean and fat mass equally [31,72–74]. 

MUAC-for-age and growth velocity are reported to be sensitive to short-term changes in 

nutritional status [75,76].  

The primary outcome of interest in these analyses is mid-upper arm circumference (MUAC). 

MUAC was chosen over other anthropometric measurements for its ease of field administration 

and its relation to physiologic processes [73,77]. As noted above, MUAC is highly correlated with 

other anthropometric measurements [13,69,71,78], has demonstrated sensitivity to short term 

changes in nutrition [75,78–84], predicts lean and fat mass equally well [31], and has been used to 

indicate episodes of growth faltering [85]. Furthermore, maternal MUAC has been previously 

associated with infant MUAC [84] and birthweight [12,13,16,17]. 

 

2.3 Direct causes of malnutrition  

Direct causes of malnutrition are infection, insufficient dietary intake, or a combination of the two. 

A deleterious synergism exists between infection and undernutrition, each multiplicatively 

exacerbating the other. Infectious disease are chiefly responsible for mortality related to nutritional 

deficiency. When malnourished, mortality risk from infectious and chronic disease, as well as all-

cause mortality, is elevated [8,86]. From recent estimates of global child mortality, approximately 

64% is attributable to infectious causes [1], and roughly 53% are either directly or indirectly 

attributable to undernutrition [5–8,87,88]. Both acute and chronic infections impact nutritional 

status and linear growth, either through a systemic response or through sustained morbidity [89]. 
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Infections influence nutritional status through decreased food intake and nutrient absorption, direct 

nutrient loss, increased metabolic need or catabolic loss, and potentially impaired nutrient 

transport to target tissues [89]. Being malnourished can also increase susceptibility to infection 

through decreased immune function. Poor nutritional status leads to reduced production and/or 

attenuated functional ability of all cellular components of the immune system [90].  

2.3.1. Infection  

Gastro-intestinal and respiratory infections are primarily linked with nutritional deficiencies. 

Malnutrition associated with recurrent and severe cases of diarrhea impairs weight and height 

gains and can reduce “catch-up” growth, permanently effecting future stature [25]. Francis (2012) 

reported similar results associated with helminth infections [91]. The link between gastro-intestinal 

infection and undernutrition has been observed by many [5,7,8,25,48,85,90–99].  

Unlike diarrheal disease, respiratory infection is more a symptom and less a cause of malnutrition. 

Children deficient in vitamin A [100], iron and zinc [101], and others micronutrients [102] 

experience elevated incidence of respiratory infection. In addition to malnutrition, increased risk of 

respiratory infection is also associated with poor indoor air quality [103,104] and crowding [105].  

2.3.2. Dietary Intake 

In addition to infection, a diet lacking in sufficient protein, energy, and micronutrients is a 

dominant cause of malnutrition. Differences in nutritional status are largely attributable to 

differences in dietary intake [48,55,84,99,106–111]. Maternal diets balanced in protein and energy 

correspond with demonstrated improvements in fetal growth[109] and birthweight [84], and a 

decrease in stunting risk [110,112]. Protein energy malnutrition (PEM) is particularly problematic 

in Asia, which experiences the highest prevalence of stunting [112]. For young children, the 

quantity and quality of breastmilk as well as complimentary feeding practices are directly related 
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with child nutritional status which will be discussed later in detail. A diet poor in animal food 

products, which are rich with protein and micronutrients, is a risk factor for stunting. 

2.3.3. Micronutrient Malnutrition 

Micronutrient deficiency is another factor related to nutritional status and related morbidity and 

mortality. While this is not a focus of this doctoral research, it will be discussed here briefly. 

Reduced anthropometric growth has been primarily associated with deficiencies in Vitamin A 

[82,83,113–115], Zinc [116–120], Iodine [80], and Iron [99,121–123]. In 2004, Vitamin A, Zinc, 

Iron, and Iodine, deficiencies were respectively attributable to 6.5%, 4.4%, 0.2%, and 0.03% of 

deaths and 5.3%, 3.8%, 0.5%, and 0.6% of DALYs globally [108]. The disease burden is 

considerably larger for vitamin A and Zinc than for Iron and Iodine, indicating their relative 

biological importance. Other micronutrients have been reported to impact fetal and infant growth 

and include Vitamins B [124–126], C [125], D [81,127–130], E [115], Folate [131], Calcium 

[132], Copper [133], and Selenium [133]. These and others have been suggested, in a 2007 joint 

statement by the WHO, WFP and UNICEF, for multi-micronutrient (MM) supplementation [134]. 

MM supplementation has been reported to increase birth anthropometry [79,135] and growth in 

infants and children [79]. South Asia and sub-Saharan Africa experience especially high 

prevalence of MM deficiencies [108,116,120,124]. 

2.4 Analytical Framework 

While infection and dietary intake are fairly well-established direct causes of individual nutritional 

status and mortality, there is some disagreement regarding the pathways by which distal forces, 

such as neighborhood and environment, are asserted on nutrition. The oft-cited 1990 UNICEF 

causal framework (Figure 1) begins to peel back these layers, including more distal multisectoral 

influences [136]. This framework was left flexible, intending to generate relevant research 

questions and acknowledged multi-level causes originating in regional circumstance. Mosley and 

Chen (1984) proposed a “proximate determinants framework” (Figure 2), suggesting that the distal 
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influence of socioeconomic status dictates child survival through mediators at the individual, 

household, and community level [137]. Both of these seminal frameworks approach individual 

health holistically, recognizing the intricate web of direct, mediated, and modified multi-level 

effects. Moreover, they both consider nutritional status and mortality along the same spectrum 

indicating individual health. The association between nutritional status and increased risk of 

mortality has been noted by many [106,137,138] ; however this pattern of mortality risk is based 

on survivors and does not account for censored cohort members who did not survive long enough 

for their measurements to be included. 

A blend of these frameworks was created (Figure 3) incorporating biologic causes from the child 

and mother, and interdependent causes occurring between community members. The cyclical 

intergenerational consequences have been highlighted as the long-term consequence of 

undernutrition feedback for later generations, as poor maternal nutritional status, and reduced 

economic productivity and social status. This conceptual framework will motivate our review of 

the proximate determinates of nutritional status.  

2.5 Determinants of nutritional status 

The investigation of various proximate determinants of nutritional status has resulted in a 

substantial body of literature, with some of the determinants more fully explored than others. The 

salient findings from this literature informed the variable selection used in this thesis and will be 

reviewed here. Determinants will be grouped as individual, household, and community effects 

following the recommendations of Mosley and Chen (1984) and UNICEF (1990). 

2.5.1. Individual 

Given the close bond between mother and child, particularly during neonatal and infant periods, 

determinants at the individual level may include characteristics of both the mother and child. They 
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are, however, subject to different biological processes, each applying both independent and 

interdependent effects. 

2.5.1.1. Child 

Individual characteristics of infants are substantial predictors of early childhood growth 

trajectories. Growth in early life is affected primarily by an infant’s parity, gender, age, and 

anthropometry at birth. Increased parity decreases low birthweight risk[12,139], while birth order 

has been associated with reduced anthropometry later in childhood [140,141]. Fetal development 

and gestational age at birth are directly related to anthropometry at birth and highly predictive of 

future longitudinal growth [12,70,142–144].  

Some previous work has entertained possible ethnic differences that could explain differences in 

nutritional trajectories in early life. For example, several studies describe a “thin-fat” phenotype in 

South Asian infants, referring to babies which are smaller, but have adiposity comparable to 

children from developed countries. These findings indicate that genetic factors may be related to 

differences in anthropometry [20,29,31,145–147]. However, this assertion has been refuted by 

several seminal studies that better control for differences in socio-economic and environmental 

conditions [148–150]. 

2.5.1.2. Mother 

Determinants of maternal nutritional status at the individual level operate through biological, 

behavioral, or productivity pathways. Biological factors such as age have been explored in 

numerous studies [77,151–153] which suggest that the association between maternal nutritional 

status and age changes throughout life, notably around ages 19 and 40. Birth anthropometry is also 

influenced by maternal age, potentially due to changes in physiology, maternal anthropometry, and 

fertility. Elevated risk of low birthweight has been associated with adolescent [17,154] as well as 

older mothers[16,17,21], indicating a non-linear relationship. 
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Biological Pathways 

Mothers act as a biological conduit by which many external factors must pass before influencing 

the child. This is particularly true in-utero, and continues through childhood, weakening with time 

after birth. Fetal development, birthweight, and infant growth are closely connected to maternal 

nutritional status. During gestation, nutrients available through the placenta, depending upon the 

mother’s metabolic and endocrine status, are partition nutrients to storage, use, and circulation. 

Uterine blood flow and the availability of circulating proteins are determined by the cardiovascular 

adaptations to pregnancy, such as increased blood plasma volume [155]. Such associations are 

supported by a 1994 study of adolescent mothers who were still growing themselves and 

experienced elevated risk of lower birth weight even when maternal weight gain during pregnancy 

had appeared sufficient. This finding was attributed to the reservation of nutrient stores for 

continued adolescent development rather than for fetal growth [154]. In post-adolescent women, 

however, maternal anthropometry and increases associated with pregnancy are consistently strong 

predictors of infant birthweight and birth MUAC [10–17,31,156]. Thame et al. (2004) found 

maternal weight gain in pregnancy to be associated with placental volume and rate of intrauterine 

growth [10]. Maternal nutritional status and diet continue to impact growth through infancy and 

into childhood [14,15,20,21,59].  

Behavioral Pathways 

Behaviors are linked to local traditions, norms, and attitudes and have been associated with 

nutritional status. Improved hygiene behaviors such as hand-washing have demonstrated 

reductions in disease [97,98,123,157–159] and are often accompanied with improvements in 

nutritional status [5,7,85,91–93,96,108,160]. Hygiene interventions are frequently paired with 

improvements in sanitation and drinking water, which will be discussed in the household section. 

Religious affiliation may similarly impact maternal anthropometry through behaviors such as food 
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preparation, diet restrictions, and fasting. Several studies have found significant anthropometric 

differences between religious groups [161,162], and compared to Muslims [151,152,163].  

Mothers’ infant feeding behaviors have significant implications for infant morbidity, mortality, 

and growth trajectory. Inadequate breastfeeding is linked to approximately 1.4 million deaths and 

44 million DALYs (10%) in children under five years of age [124]. The WHO and UNICEF 

recommend breastfeeding, initiated as early as possible, exclusively until 4-6 months (depending 

upon maternal nutritional status), and up to two years, paired with nutritional and hygienic locally-

available weaning foods thereafter [164,165]. Longer duration of exclusive breast feeding between 

birth and six months of age has been associated with decreased risk of diarrhea [166–170] and sick 

visits [171], which directly relate to child nutritional status [89] and increased infant growth 

[149,166,168,172]. Early introduction of complementary foods (< 3 months) while breastfeeding 

was associated with higher risk of respiratory infection and decreased anthropometry at 3, 6 and 9 

months of age [169]. The volume and composition of breast milk is minimally affected by 

maternal nutritional status, unless it is severe [124]. However, several studies have noted 

associations between maternal deficiency of select micronutrients and decreased concentrations of 

such micronutrients in breast milk [124,173]. Appropriate hygiene, such as hand-washing, is also 

important in this period to prevent episodes of diarrhea [174]. 

Productivity Pathways 

Individuals’ economic productivity may be related to their skills, health, and/or time [137]. Skills 

are typically measured by educational attainment and/or occupation, both of which are closely 

linked with economic productivity and, ultimately, health. A complex association between 

educational attainment and nutritional status has been observed in that, as education increases, the 

likelihood of being under- and overweight decreases [153,175,176]. Furthermore, highly educated 

mothers tend to have healthier and better nourished infants [4,17,21,50,144,174,177–183]. The 
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effect of maternal education on child growth may not be consistent at all ages: Sahn et al. (1997) 

found maternal education to have a greater positive influence on child growth at younger ages (< 2 

years) [179].  

Concomitant with maternal education, maternal autonomy, as measured by access to money and 

decision making, is also positively correlated with infant nutriture [178,184]. A mother’s ability to 

work outside the home for income, for example, can improve household income, increase skills, 

and strengthen female autonomy; however, the time working may limit the time allotted for other 

health-promoting behaviors, such as food preparation and child care. Depending on her 

employment, mothers may also be exposed to occupational hazards, such as agro-chemicals and 

pesticides, which have been shown to increase the risk of preterm birth, small-for gestational age, 

and perinatal mortality [185,186]. Given the importance of maternal nutritional status in regards to 

the health of their children, surprisingly very little research has focused on the effects that impact 

the nutritional status of mothers. 

2.5.2. Household 

Beyond characteristics of individuals, one of the most important factors related to child nutritional 

status is household economic status. The effects of household economic status are systemic, 

influencing diet, food security, maternal and paternal nutritional status, water, sanitation, hygiene, 

environmental health, educational attainment, and healthcare access. Increases in economic status 

have been associated with improvements in nutritional status [11,21,59,78,108,179,187–191], 

growth [31,148] and birthweight [16,17] , and decreased risk of infection [192]. Economic status is 

an underlying condition that is difficult to measure directly; however, several indicators have been 

used successfully, such as asset-based indices [81,177,193–197], wealth/affluence[198–200], and 

deprivation/poverty[201–203]. These indicators can either be measured absolutely or 

interdependently, relative to peers. Interdependent economic measures will be discussed in a later 

section.  
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Health effects associated with socioeconomic status (SES) are typically mediated through 

hazardous exposures (e.g., poor sanitation/water quality or agricultural soil) or limited access to 

resources (e.g., cook stove or healthy food). Under this premise, economic status, as it relates to 

health effects, can be conceptualized as an latent variable indicated by ownership or utility of types 

of assets [204]. Asset-based estimates of SES are commonly used in the developing world context 

[81,177,193–197] and have been associated with other indicators of health and wealth, such as 

school attendance, improved welfare, improved health, and protection from flooding 

[182,196,197,204–207]. Proximate determinants at the household level include various assets and 

characteristics of the household closely associated with wealth. Household characteristics that 

impact the health and nutrition of its members include the type of roof, type of floor, method of 

sanitation [94,97,157,159,208,209], availability of drinking water [209,210], availability of 

electricity, indoor air quality [85,209], cooking fuel/location [104,139,177,209,211], number of 

rooms [54,108,192,209,212] , and the number of people living in the household [108,163,209]. 

Ownership of modes of transportation improves access to medical facilities, markets for goods and 

food, and employment, which in turn can improve health status. Assets such as radios, televisions, 

and other sources of information can provide households with knowledge of nutrition, hygiene, 

and other healthy behaviors. Other assets such as soap, cleaning supplies, a wash basin [174], and 

bed nets are preventative assets that may impact health status. These assets and characteristics are 

closely linked with economic status and are often elements of an index that may help measure 

latent living conditions [81,177,193–197,204].  

2.5.3. Context 

Aspects of the community that act as proximate determinants of health and nutritional status, 

suggested by Mosley and Chen (1984), include the ecological setting, the political economy, the 

health system, and degree of urbanicity. These aspects are associated with the wealth and potential 

productivity of a community. The ecological setting consists of climate seasonality (temperature 
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and precipitation patterns), soil, and elevation. Seasonal changes in precipitation and temperature 

can assert direct effects on health through changes in disease transmission as well as indirect 

effects through agricultural production and other economic activity. Flooding, for example, may 

impact disease transmission and result in loss of assets and earnings. Seasonal fluctuations in 

diarrhea incidence and pathogen prevalence in conjunction with increases in precipitation and/or 

changes in temperature have been observed in several studies [213–222]. Drought and average 

daily rainfall have also been associated with child growth [55], malnutrition [57] , and mortality 

[223]. There is general consensus regarding seasonal differences in food intake and nutritional 

status [55,75,224–226].  

Agricultural production, which impacts food security, quality, and price, is dictated by seasonal 

variations in climate and soil type. Length of growing season and farming system, for example, 

have been related to global variation in mortality rates [223]. Variables related to soil fertility have 

demonstrated associations with underweight status [56,57,227,228]. Furthermore, health may be 

impacted by soil-transmitted parasites. Elevation has also been reported to have an effect on 

anthropometry [15,49,55]. This association with health status may be a result of several pathways, 

such as exposure to flooding [90,229–231] or malaria [55,223]. Iannotti (2009) reported that 

infants of mothers who previously resided in high-altitude regions had significantly larger chest 

circumference and greater length compared to mothers who did not [15]. Increased relief has also 

been observed to negatively affect infant anthropometry. This may be due to the remoteness of 

these regions or the strenuous lifestyles required [55]. 

The political economy includes characteristics of the public institutions associated with the 

production of goods, physical infrastructure, and political institutions. Health determinants related 

to political economy include access to public goods such as infrastructure (railroads, roads, 

electricity, communications, water, and sewage), and institutions such as production organization, 

schools, health centers, law enforcement, public administration, and popular associations such as 
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labor unions, cooperatives, and political parties [137]. Leventhal et al. (2000) specifically cites 

institutional resources and social organization/collective efficacy as important influences on child 

development [232]. Health status improvements have been observed with increased access to 

markets[233–235] and public goods such as schools, health services [21,23,60,99,195,232,236–

239], electricity [139,236], paved roads [57,210,240], and piped water [57,60,94,229,236,241]. 

Several community interventions have demonstrated that improvements in water and sanitation 

facilities decrease incidence of diarrheal disease [94,209,213,242–244] and improve nutritional 

status [94,95].  

The health system is composed of institutional actions, such as disease-control measures for 

prevention, healthcare subsidies for treatment and public information/education, and motivation 

for both prevention and treatment. These proximate determinants of health predominantly stem 

from public policy. Since the data used in this thesis were not from a multi-site study and since 

public policies should, in theory, be similar across the study site, these variables will not be 

included in this analysis. 

2.5.3.1. Rural-Urban Effects 

Differences in nutritional status between rural and urban populations have been reported by many 

[91,94,180,181,192,245,246]. These differences may be a cumulative result of the previously 

discussed community components. Several studies found that the rural-urban nutritional gradient 

would disappear after accounting for differences in individual economic status [245,246]. Others 

have found differences in sanitation or rates of infection to be chiefly responsible after accounting 

for economic status and other confounders [91,94,177,192]. Urban centers may provide better 

health and education services as well as economic activity and consumer goods. Distance from 

urban centers may act as an indicator of isolation from public goods and services, which has been 

associated with child nutritional status [99] and mortality [223]. The effect of isolation may be 

mediated by increased food insecurity in remote areas [107]. In addition to decreased access to 
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public infrastructure and services, distance from urban centers may also be associated with 

decreased population density. Often the distinction of urban versus rural context is made based on 

differences in population density. A relation between increasing population density and increasing 

infection transmission rates [193,247] and increased risk of stunting [59] have been suggested by 

others. Distance to institutional resources, however, may not best describe access. For example, in 

a study of growth and nutritional status in Bolivian tribal children, access to education was better 

measured by the number of teachers in a village instead of by distance [99].  

2.5.3.2. Neighbor Effects  

An element not included or discussed in the Mosley and Chen framework is the potential 

contextual effects from other community members. The research interest in these types of effects 

is increasing as studies observe notable and significant interdependent contextual effects. This may 

be due to synergy related to the concentration of particular characteristics, or social interactions, 

support, and cohesion. Community economic structure has demonstrated an independent 

association with child nutritional status [21,177,180,190,191,248], birth outcomes [180,249–252], 

and mortality [253]. The effect of community economic status on nutrition has also shown 

interactions with race/ethnicity [181,248,251,252]. Interdependent economic measures account for 

the structured difference between individuals’ economic status. Inequality estimated by the Gini 

Coefficient, for example, is a measure of disparity of resource distribution among a population; 

details of its calculation can be found elsewhere [254]. Using the Gini coefficient, inequality has 

been associated with greater food poverty [235] and stunting[190]. Relative measures of income, 

initially proposed by Duesenberry [255], and deprivation, as proposed by Deaton [256] , have been 

suggested as alternate interdependent measures accounting for individual status. Relative 

deprivation has helped explain differences in nutritional intake in children living in China [257], 

intrauterine growth restriction in the US [19] , and anthropometry of British children [258]. 
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Average neighborhood education, though lesser studied, has also emerged in the research as a 

strong predictor of nutritional status [58,141,176]. 

These individual-community interactions may be related to elements of social capital such as trust, 

reciprocity, and social cohesion, which are reported to substantially affect health [200,232,259], 

child outcomes [4], and birthweight [248,251,260]. Stress from lack of community social order, 

control, and collective efficacy has been associated with negative mental and physical health 

outcomes [200,232,259–262]. Others have also observed interactions between individual and area-

level characteristics influencing child nutrition [21,49,110,250]. Peer support has demonstrated 

positive effects on maternal and child health [11,232,248,263], and community instability and 

disorder has negative effects [232,248,260].  

2.6 Spatial Autocorrelation 

Linear regression techniques, which are often used in epidemiological analyses, have four basic 

assumptions: a linear relationship, normality, equal variance, and independence of errors. 

Statistical errors are the difference between observed values and the unobservable true function 

value. The differences between observed values and an estimated function values are called 

residuals. Residuals differ from statistical errors in that residuals are deviations between a sample 

of observed values and those estimated from a function, which may not be complete or correct. 

Therefore, residuals are comprised of two components: random/statistical error and bias. Bias 

reflects systematic errors such as missing variables/confounders or correlation between 

observations which were not accounted for by the estimated function.  

Correlation between observations, which changes with differences in time and/or space, is called 

autocorrelation. The presence of autocorrelation creates an information paradox that 

simultaneously reduces and increases available information. When observations are highly 

correlated, less information is provided, reducing the effective sample size compared with 
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observations that are truly independent [264–268]. Assuming independences, when autocorrelation 

exists, may yield inaccurate coefficients, standard errors, and significance statistics, which could 

lead to incorrect inference. On the other hand, spatial autocorrelation between observations may 

provide additional information contained in the structure of model residuals. Residual error is 

often seen as a nuisance parameter, with mean zero, among independent observations in linear 

regression, or treated with study design or mixed modeling techniques. To simply control for 

autocorrelation potentially ignores informative shrouded in the residuals which may illuminate 

other key effects.  

Analysis of the spatial distribution of health and disease has long been a tool of surveillance and 

hypothesis-generation since the early part of the 18th century [269–271]. Early maps, such as John 

Snow’s spatial mapping of cholera cases around the Broad-street pump, indicated an 

understanding of the spatially heterogeneous distribution of disease, often implicating 

environmental origins. Spatial heterogeneity or “clustering” of similar observations is often 

indicative of spatial autocorrelation. With recent technological and methodological advances, 

epidemiological research increasingly includes the use of spatial autocorrelation to illuminate 

broader causal frameworks in many health-related fields such as substance abuse [272,273], 

infectious disease [215,216,274–277], risk and mortality estimation [278–281], and nutrition [282–

284]. For the purposes of this review, discussion will focus on research pertaining to maternal and 

child nutrition and related mortality. 

Globally, the majority of cases of malnutrition and related mortality are clustered within Africa 

and Asia, more specifically within sub-Saharan Africa and South Asia [4]. Black et al. [3] reports 

that over 50% of the world’s deaths of children under-five years are concentrated in six countries. 

These figures are reviewed, again, in a later analysis which indicates that “within those six 

countries, 55.9% of their deaths are concentrated within 10.0% of the land area, holding 34.4% of 

the combined population” [285]. Geographic clustering in mortality and nutritional status has been 
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observed by many others [3,49–52,55–57,60,61,160,223,240,285]. Nevertheless, the underlying 

mechanisms resulting in spatial patterning remain unclear. 

Fenn et al. (2007), Balk et al. (2005), and Morris (2000) suggest that this phenomenon is simply a 

result of individuals with similar individual and household characteristics clustering together 

[53,54,56]. Alternatively, some authors attribute this phenomenon to characteristics of the 

environment [55–57], such as land use, topography, climate, and road access; or to the influence of 

others in the community [58–61], such as urbanicity, community-level educational attainment, 

social participation, and community employment. These exogenous effects have largely been 

ignored in the nutritional literature. Previous research has favored reductionist methodologies 

which focus on individuals and households instead of attempting to understand the greater context. 

Individuals with similar characteristics often do reside within close proximity. This effect is 

referred to as population sorting, which is driven by economic and social processes [286]. If 

individual and household characteristics alone were driving observed spatial variation, simply 

accounting for their independent effects should remove observable spatial clustering. This, 

however, is not the case [223,260]. 

Population sorting frequently marginalizes the most economically disadvantaged households into 

the least desirable locales, which are often associated with elevated environmental risks. Studies 

have observed that those of lower SES residing closer to polluting facilities [287] have greater 

difficulty relocating from regions prone to natural hazards [288], and have a modified acute effect 

from exposure to black smoke pollution [289]. Several analyses have considered area-based 

environmental health hazard exposure from multiple dimensions such as air pollution, climate, 

industrial facilities, UV radiation, and green space, as they related to proximate household 

economic status. These analyses have found multiple environment deprivation to be associated 

with economic status in the UK[290,291] and New Zealand[292]. On the other hand, populations 
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of higher socio-economic status are drawn to areas with improved infrastructure and green-space 

[293,294]. 

Proximate determinates of nutritional status, such as infectious disease and available nutrients, 

may also vary across space. Transmission of many infectious agents is often tied to environmental 

exposure or interpersonal contact. Clustering of diseases such as pneumonia [105,295–297], SARS 

[298], diarrheal disease [299–303], cholera[274], chryptosporidiosis [275], malaria [299,304], 

West Nile virus [305] , and “fever” [302,303] have been observed, potentially indicating 

exogenous factors. When infection was a result of a vector such as a mosquito, clustering was 

attributable to factors favorable to the vector [299,304,305]. Spatial variability in helminth 

infection is largely related to geographic factors such as temperature, elevation, and distance to 

large water bodies [306]. 

Differences in dietary intake can help explain geographic/spatial variation in nutritional status. 

Mueller and Smith (1999) found healthier child growth in regions of Papua New Guinea that 

subsisted on cassava and sweet potato as staples, compared with those subsisting on banana, sago, 

and taro. This difference in diet accounted for between 25% and 50% of the geographical variation 

in growth [55].Spatial variation in micronutrient status has also been observed [282,307–309]. 

These variations have been associated with geographic factors such as surface temperature [282], 

vegetation indices [282], elevation [282], and sunlight [309]. Spatial variation of malnutrition and 

parasitic infections are also reported as substantial contributing to micronutrient deficiency 

[307,308]. Several studies have associated spatial heterogeneity of soil type/composition with the 

nutrient density in agricultural crops [310–312] , even in 1000 meter sampling grids. Soil 

micronutrient composition may have a significant effect on rural populations practicing 

subsistence agriculture. 
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2.7 Systems biology and ecology 

As suggested by Mosley and Chen (1984), UNICEF (1990) and many others [56,191,223,285,313] 

, and corroborated by the literature discussed, a holistic approach is appropriate if we are to 

untangle the web of causality determining individual health status. Conventional epidemiological 

methods typically focus on the health of individuals, while tending to overlook the health of the 

individual’s circumstance or context, which may be the ultimate cause. This is to say: the Titanic 

sank because it had a hole in it, not because it hit an iceberg. Biology and ecology may provide the 

field of epidemiology with some methodological perspective. Biology tends to look inward, 

treating cells as the basic units of life, which interact with each other and create tissues, which 

comprise organs, many of which create an organism; each level contributing to the health of the 

organism. Ecology tends to look outward, treating organisms as the basic units, wherein similar 

organisms create populations of species, which interact with other species of plants and animals, 

all of which comprise ecosystems; each part determining the health of the ecosystem. 

Epidemiology has tended to focus on characteristics of the individual and, perhaps, household, 

while often treating effects of the greater context as a nuisance instead of a source of influence.  

Systems biology, or systeomics, is a novel approach to understanding complex biological systems 

and genetics through integration of discovery and hypothesis-driven science [62,63]. The objective 

of discovery science is to uncover all of the elements in a system, while hypothesis-driven science 

aims to generate hypotheses and test them experimentally. The systems science process of 

component identification and hypothesis testing is depicted in Figure 4, taken from Sauer et al. 

(2007) [63]. These techniques are only recently being used in epidemiology [64], mostly in the 

study of obesity (see Figure 5) [65,66,314]. Ideker et al. (2001) outlines several important features 

of biological information which are applicable in epidemiological research: “(1) it operates on 

multiple hierarchical levels of organization; (2) it is processed in complex networks; (3) these 

information networks are typically robust, such that many single perturbations will not greatly 
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affect them;(4) there are key nodes in the network where perturbations may have profound effects; 

these offer powerful targets for understanding and manipulation of the system” [62]. 

Understanding the full system of effects is useful for decision support services and policy planning 

– to observe the upstream and downstream ramifications when just one part of the system is 

modified or perturbed. 

Approaching individual nutritional status as a system requires identifying the system’s elements 

and uncovering the network and relative direction of effects. Since much of the previous literature 

has predominantly focused on individual and household unidirectional effects, much of the system 

is unknown. Epidemiological research should give considerable attention to understanding these 

interrelated effects, given the close ties between disease, nutrition, and health status. A more 

comprehensive understanding could provide more creative and potentially more effective 

interventions, improving the health of populations instead of focusing on individuals.  
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2.8 Figures 

 

Figure 1: The UNICEF conceptual framework  

This conceptual framework was taken from the UNICEF 2013 report titled IMPROVING CHILD 
NUTRITION: The achievable imperative for global progress [315], and was adapted from the 
1990 conceptual framework published in the UNICEF POLICY REVIEW [136]. This figure 
depicts the multi-level and cyclical causation of maternal and child undernutrition, however fails 
to consider interdependent effects, biological causes or incorporate how population density may 
related to available resources and disease transmission.  
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Figure 2: The Mosley and Chen Proximate Determinants Framework 

This figure depicts the framework proposed by Mosley and Chen (1984) [137] , which shows how 
these five groups of  “proximate determinants” operate on the health dynamics of a population. 
They include factors of personal illness control, which accounts for both rates of illness (through 
prevention) and rates of recovery (through treatment).This model does not provide definition of 
effects from higher levels of context and interdependent neighbors.  
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Figure 3: Proposed Conceptual Framework 

This figure depicts a conceptual framework derived from both the UNICEF framework and that 
proposed by Mosley and Chen (1984), adapted to suit the analytic approach being undertaken in 
this dissertation. This framework includes biologic and multilevel causes of nutritional status as 
well as intergenerational feedback effects.  
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Figure 4: A systems roadmap from Sauer et al., Science, 2007 

This figure depicts the iterative processes of systems science.
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Figure 5: Levels of determinants and sectors of society implicated in the complex systems of obesity 
from Huang et al., Preventing Chronic Disease, 2009 

This figure depicts the complex and hierarchical system of influences leading to obesity in 
individuals. 
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Chapter 3 The JiVitA dataset 

Data used for this analysis were collected as part of the JiVitA trial which has been described in 

great detail elsewhere [67,316]. In brief, the study site is a contiguous rural area of approximately 

435 sq. km located in northwest rural Bangladesh (Figure 5). The site was selected to reflect vital, 

health, and nutritional risks of the rural Bangladeshi population [67]. It encompasses 19 rural 

unions within the Gaibandha and Rangpur Districts. The study area was divided into 596 sub-

areas, called “sectors,” for the purposes of labor management and treatment randomization, each 

containing approximately 250 households. The site is situated to the west of the Jamuna river and 

experiences considerable seasonal flooding. The site is also characterized by its remoteness and 

agrarian nature and is similar in context to many areas of south Asia.  

The study population is a sample from a prospective cohort that was enrolled in a double-masked, 

cluster-randomized, dual-intervention, placebo-controlled trial conducted by the JiVitA project. 

The primary goal of the study was to establish the efficacy of weekly vitamin A (VA) or beta-

carotene supplementation in early pregnancy through 3-mo post-partum in reducing pregnancy-

related, all-cause mortality in women. Secondary aims included impacts on fetal loss, infant (< 3 

mo) mortality, maternal obstetric and infectious morbidity, infant infectious morbidity, maternal 

and infant micronutrient status, fetal and infant growth and prematurity, gross external birth 

defects, and infant growth to six months of age.  

The study identified women eligible to participate in the supplementation trial beginning in July 

2001. Eligible women were of reproductive age (13-44 years), married, not sterilized or 

menopausal, living with their husbands who were not sterilized, and consenting to be enlisted into 

a 5-weekly, home-based, pregnancy surveillance system. Women currently pregnant or post-

partum and lactationally amenorrheic were placed on a “waiting list” for future eligibility once 

menstruation resumed. Eligible women in the surveillance system who were detected as being 

pregnant were enrolled between August 2001 and October 2006. At enrollment, household and 
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maternal data regarding socio-economic status, pregnancy history, recent morbidity, diet, 

anthropometry, alcohol and tobacco use, and household logistics were collected.  

Study randomization was performed at the cluster/sector level, and participants were allocated to 

one of three study groups: placebo, VA (7000 μg retinol equivalents or 23,300 IU VA palmitate), 

or beta-carotene (42 mg all-trans beta-carotene). Vital status was assessed at weekly 

supplementation visits from 9 weeks gestation for mothers and from birth for infants, until 12 

weeks post-partum and monthly thereafter. Data regarding breast and complementary feeding, 

vaccination, antenatal and post-partum care, maternal and infant morbidity and infant 

anthropometry were assessed at roughly three and six months post-partum. Gestational age was 

estimated using the interval between the dates of birth and the mother’s last menstrual period. 

Since nutritional status was one of the primary outcomes of interest, anthropometry was 

meticulously measured in triplicate. Of the roughly 125,257 women eligible to participate in the 

trial, approximately 59,666 were detected as pregnant and enrolled. Data were subsequently 

collected from 42,185 infants with additional measurements from a subset of 18,157 as newborns 

(see Figure 7: Study population flow chart).  

For the purposes of identification, enrollment, and tracking of study participants, the JiVitA 

Geographic Information System was established as a method of rural addressing. The system 

includes 236,681 landmarks, 149,402 of which are households, study and political boundaries, 

local roads and paths, and hydrologic features (Figure 6). Many of these data were digitized and 

merged from 1:3960-scale cadastral maps produced by the British Survey of India in the 1930s. 

The system was maintained and updated throughout the JiVitA – 1 study period. The details of the 

JiVitA Geographic Information System can be found elsewhere[317]. 
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3.1 Figures 

 

Figure 6: JiVitA study site reference map 

Reference image depicts the approximately 435 sq. km JiVitA study site which is located in the 
Gaibandha and Rangpur districts, west of the convergence of the Teesta and Jamuna Rivers in 
Northwest Bangladesh. 



34 
 

 

Figure 7: JiVitA Geographic Information System 

Image depicts some of the geographic data created as part of the JiVitA study 
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Figure 8: Study population flow chart 

This flow chart describes the creation of the study populations for each of the three analyses 
conducted as part of this dissertation. 
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Chapter 4 Exploring nutritional status of expectant mothers in northwest 
Bangladesh: A systems approach 

4.1 Abstract 

Maternal nutritional status has substantial importance for a healthy pregnancy and thriving 

children, however, surprisingly very little research has focused on the effects that impact the 

nutriture of mothers. Furthermore, many have noted nutritional status to cluster spatially for which 

the causes are uncertain. This analysis explores the determinants of maternal nutritional status at 

the individual, household and contextual level and attempts to explain observed spatial patterning. 

Data were obtained from the JiVitA-1 vitamin A supplementation trial in northwest Bangladesh. 

Determinants were grouped by level and added sequentially to a linear regression model after 

adjusting for seasonal, secular and spatial error effects. Residual spatial correlation from each 

sequential model was observed with correlograms and interpolated maps. Determinants at the 

individual, household and contextual level accounted for 7.7%, 3.0%, and 1.0% of the variance, 

respectively. The full model accounted for a total of 11.6% of the variance. Contextual variables 

accounted for substantially more spatial correlation than individual or household variables. The 

strongest determinants were measures of SES such as maternal education, household economic 

status, the average and distribution of neighborhood wealth and average neighborhood maternal 

education. Other promising contextual variables include population density, elevation, and travel-

time to permanent bazaar and paved road. The findings from this analysis support previous 

research suggesting the relevance of location and community for understanding the system of 

influences on individual health outcomes. Contextual variables were interrelated with one another 

as well as with variables at other levels, providing independent and modified associations. Public 

health programing should encompass multilevel interventions targeting not only at-risk 

individuals, but also at-risk communities.  
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4.1 Introduction 

Maternal nutritional status has substantial importance for a healthy pregnancy and thriving 

children. Maternal anthropometry before and during pregnancy is correlated with the 

anthropometry of their children at birth and beyond [10–17,31,156]. Malnutrition during 

pregnancy can also impact offspring later in life through increased risk of hypertension [30], lung 

cancer [318] and insulin resistance [319]. The nutritional status and diet of new mothers continue 

to impact child growth as nutrients are shared via breastmilk [14,15,20,21]. These effects in 

infancy can lead to irreversible damage and reduced human capital later in life [22–28]. In addition 

to the consequences for the child, maternal malnutrition can also put the mother’s life at risk: 

decreased nutritional status in mothers at delivery is attributable for at least 20% of maternal 

mortality, based on a 2008 estimate[124]. Given the importance of maternal nutritional status in 

regards to the health of their children, surprisingly very little research has focused on the effects 

that impact the nutritional status of mothers. 

The current body of nutritional literature has primarily centered around the impact of individual 

and household factors, while generally overlooking the community context. This narrow 

perspective of health and nutritional status fails to consider the hierarchical amalgamation of 

causality motivating our analysis and depicted in the conceptual framework presented in Figure 3.  

Several studies have noted that individuals of similar nutritional status are more likely to reside in 

close proximity to one another, even after controlling for relevant individual variables [49–52]. 

Nevertheless, the effects which result in “clustering” remain unclear. Fenn et al. (2007) and Morris 

(2000) suggest that this phenomenon is simply a result of individuals with similar individual and 

household characteristics clustering together [53,54]. Alternatively, some authors attribute this 

phenomenon to characteristics of the environment [55–57], such as land use, topography, climate, 

and road access; or to the influence of others in the community [58–61], such as urbanicity, 

community-level educational attainment, social participation, and community employment. These 
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findings, when taken together, complement our framework and should be considered fully. There 

have been relatively few studies that include community effects, which are predominantly 

explored in childhood.  

Two primary hurdles have hindered the incorporation of spatially explicit effects from the 

environment and community in the analysis of nutritional status: sample size requirements and 

spatial data availability. Environmental and community effects are often much smaller in 

magnitude than those applied at the individual or household scale and, thus, require substantially 

larger samples. In addition, the availability and quality of spatial data from the developing world is 

currently lacking, despite the fact that in recent years, spatial data from developed countries has 

become far more available. 

In light of these common obstacles, data collected from a cohort study conducted in northwest 

Bangladesh provides a rare opportunity to detect and evaluate the role of spatial effects in 

determining maternal health, as indicated by nutritional status. The large study population resides 

within a contiguous study area, and the data includes a rigorously collected geospatial information 

system. The incorporation of spatial analysis with multiple linear regression techniques allows for 

an assessment of the independent as well as synergistic effects of factors at the individual, 

household, and community levels. For this analysis, community characteristics will include 

spatially explicit effects of location, relative to community assets and the characteristics of 

neighbors. Findings from this analysis may improve understanding of the complex effects 

contributing to maternal malnutrition, and could inform intervention efforts taking a multi-level 

approach to address at-risk populations. 
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4.2 Subjects and Methods 

4.2.1. Study Population and Data 

Data used for this analysis were collected as part of the JiVitA trial. The study population has been 

described in great detail elsewhere [67]. In brief, the study site is a contiguous rural area of 

approximately 435 sq km located in northwest rural Bangladesh (Figure 5) situated to the west of 

the Jamuna river. The site is characterized by its remoteness and agrarian nature and was selected 

to reflect vital, health, and nutritional risks of many rural south Asian populations [67]. For the 

purposes of identification, enrollment, and tracking of study participants, the JiVitA Geographic 

Information System was established as a method of rural addressing (Figure 6). The details of the 

JiVitA Geographic Information System can be found elsewhere[317]. 

4.2.2. Sample Selection 

The JiVitA study identified women eligible to participate in the supplementation trial beginning in 

July 2001. Eligible women were of reproductive age (13-44 years), married, not sterilized or 

menopausal, living with their husbands who were not sterilized, and consenting to be enlisted into 

a 5-weekly, home-based, pregnancy surveillance system. Women currently pregnant or post-

partum and lactationally amenorrheic were placed on a “waiting list” for future eligibility once 

menstruation resumed. Eligible women in the surveillance system who were detected as being 

pregnant were enrolled between August 2001 and October 2006. At enrollment, household and 

maternal data regarding socio-economic status, pregnancy history, recent morbidity, diet, 

anthropometry, alcohol and tobacco use, and household logistics were collected. Since nutritional 

status was one of the primary outcomes of interest, anthropometry was meticulously measured. Of 

the roughly 125,257 women eligible to participate in the trial, approximately 59,666 were detected 

as pregnant and subsequently enrolled.  
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4.2.3. Dependent Variable 

The primary outcome of interest is mid-upper arm circumference (MUAC) among mothers at nine 

weeks gestation (assumed to be nearly equivalent to pre-pregnancy nutritional status). MUAC will 

be treated as a continuous variable. MUAC measurements were performed in triplicate by JiVitA 

field staff trained and standardized in anthropometry and then averaged. MUAC, as stated in 

Chapter 2, was chosen over other anthropometric measurements for its ease of field 

administration, its relation to physiologic processes [73,77], and demonstrated sensitivity to short 

term changes in nutrition [75,78–84]. Maternal MUAC is also associated with infant MUAC [84] 

and birthweight [12,13,16,17]. Maternal MUAC was not standardized to the international 

reference population, because this analysis is restricted to those residing within the study area. 

4.2.4. Independent Variables 

For this analysis of maternal nutritional status, effects were considered at the individual, household 

and community levels. Variables of interest were identified through an extensive literature review 

and discussed in greater detail in Chapter 2. Individual variables previously associated with adult 

nutritional status and included in this analysis were maternal age[77,151–153], years of 

education[153,175,176], hygiene behavior[5,7,85,91–93,96,108,160], employment[178,184], and 

religion[161,162] [151,152,163]. Hygiene behavior includes washing hands before eating and after 

defecation. Household variables noted in the literature and included are presence of improved 

sanitation facilities[94,97,157,159,208,209], ownership of non-laundry soap[5,7,85,91–

93,96,108,157,160], household size[108,163,209], crowding[54,108,192,209,212], and an assets-

index of household living standards[81,177,193–197,204]. Since there are fewer studies which that 

have examined community variables, with conflicting results, several community variables were 

considered for inclusion in the regression analysis. Community variables discussed in the literature 

and considered were the neighborhood average household economic 

status[21,177,180,190,191,248], neighborhood economic inequality[21,235], neighborhood 
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average educational attainment[58,141,176], population density[59,193,247], elevation[15,49,55], 

travel time to market/bazaar[233–235], travel time to a paved road[57,210,240], travel time to a 

healthcare service provider (HSP) [21,23,60,99,195,232,236–239], and the proportion of neighbors 

who had unimproved sanitation facilities, own a bar of soap not for cloths washing, and who wash 

their hands after defecation/before eating[5,7,85,91–93,96,108,157,160].  

4.2.5. Data Analysis  

Statistical analysis was conducted using R Statistical Software (Version 3.0.2)[320]. MUAC 

measurements will be standardized and centered at mean zero so within study population 

comparisons could be made. Exploratory data analysis (EDA) was conducted to evaluate data 

distribution and potential collinearity and confirm regression assumptions. A variogram was 

created from observed MUAC data to observe the degree of spatial dependence with distance and 

to determine the diameter of individuals’ “neighborhood.” A variogram is a function describing 

spatial dependence through the variance of difference between pairs of observed values, in regards 

to distance between the pairs. Neighborhood was defined as the distance when increase in variance 

observed in the variogram becomes negligible in conjunction with field knowledge.  

Linear Regression techniques were employed to evaluate statistical associations. To explore 

possible mediation and confounding, simple linear regression was use to provide variable 

coefficients for comparison against coefficients in multivariate linear regression models. Five 

multivariate models were estimated and are described below: 

Model 1: Control Model – The Control Model adjusted for seasonality and secular effects. Model 

1 included a variable indicated if the mother was enrolled the week after Ramadan, and dummy 

variables for the twelve months in a year and for each year mothers were enrolled into the study 

(2001 – 2006). Given the period of fasting which occurs during Ramadan, there were expected 

decreases in nutritional status. Significant seasonal variations were also expected, as the region of 
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the study area experiences substantial seasonal changes in precipitation and temperature and 

associated growing seasons and, therefore, changes in labor and income. There were also 

numerous NGOs operating in the area, with much work in the region striving to improve various 

aspects of maternal and child health during the period this study was underway; therefore, a 

secular improvement in health was expected. These background temporal changes were controlled 

for.  

Model 2: Mother Model – In addition to the Control Model variables, the Mother Model included 

characteristics of the mother including her age, education, hygiene behavior, religion, and 

employment status. The effect of maternal age was assumed to be non-linear based on the 

previously discussed literature, with changes in growth velocity at ages 19 and 40. These changes 

were confirmed through EDA and incorporated using linear-spline coefficients. The association 

between educational attainment and maternal MUAC, in this analysis, was assumed to be linear 

and was confirmed in EDA. Hygiene behavior, such as washing hands with soap before eating and 

after defecation, was adjusted for, using binary indicator variables.  

Model 3: Household Model – This model built upon the Mother Model by including proximate 

characteristics of the household. Variables included presence of unimproved sanitation, ownership 

of a bar of soap not used for laundry, the number of household members alone and adjusted by the 

number of rooms (crowding), and a living standards index (LSI), a measure of household assets. 

Binary variables were used to indicate presence of unimproved sanitation and bar soap ownership. 

The effect of household size and crowding was assumed to be linear and confirmed using EDA. 

The assets-based living standards index (LSI) is a proxy for economic status, which is consistently 

related to nutritional status [108,153,175,321]. The use of an assets-based index is a well-

recognized method to approximate the underlying household economic status in developing 

settings [81,177,193–197,204]. The LSI used in this analysis was created by Gunsteinsson et al. 
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(2010) using principal component analysis (PCA), which is regularly used in this application 

[196].  

Model 4: Community Model – The Community Model added characteristics of the household 

location and the characteristics of the proximal neighbors to the Household Model. Variables 

included the neighborhood average LSI, neighborhood economic inequality (GINI), neighborhood 

average education, population density, elevation, and the travel times to the nearest paved road and 

bazaar. Neighborhood was defined the variogram calculated for spatial autocorrelation of maternal 

MUAC and field knowledge. Neighbors were households who were also enrolled in the study and 

within the “neighborhood” of a given household. Estimates were calculated based on the neighbors 

of a given household with the values of the given household removed. Estimates were made in this 

manner for all study households to calculate average LSI, neighborhood GINI coefficient (based 

on LSI), and average education.  

Population density was calculated for the study area using a kernel smoothed intensity function 

from the household locations which were weighted by household size and with values extracted 

for each household location. This data is not derived from a 100% population sample, so will act 

as the best proxy for true population density. Household elevation values were estimated from 

Shuttle Radar Topography Mission (SRTM) data [322]. In this analysis, travel-time estimates were 

calculated from a road network with attributes noting road quality. Travel velocities were based on 

those chosen by Entwisle et al. (1997)[323] and by Tanasescu et al. (2002)[324] for regions of 

similar context. Average velocities chosen were 40 mph for paved national highway, 20 mph on 

paved and 10 mph on non-paved roads, 5 mph on gravel paths, and an assumed walking speed of 2 

mph for all non-road/path areas. Velocities were then converted to meters/second. Map surfaces 

were calculated with cumulative increasing travel time from a destination of interest (bazaar, 

paved road, etc.). Household travel times were extracted from the map surface based on household 

location.  
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Model 5: Spatial Error Correction – This model re-estimated the Community Model using spatial 

regression techniques. Given the potential spatial auto-correlation of the outcome and parameter 

variables, Model 5 adjusted coefficient confidence intervals to account for the reduced effective 

sample size. The Lagrange multiplier diagnostics for spatial dependence was used to determine if a 

spatial errors model or a spatial lag model was more appropriate to adjust for the residual spatial 

dependence resulting from the compete community model.  

To observe how characteristics from each level account for spatial correlation, correlograms were 

created from the residuals of each sequential model. Correlograms were chosen over semi-

variograms, which are generally more common in spatial statistics, to retain a common scale of 

reference (-1:1) so clear comparisons could be made. Correlograms, semi-variograms and 

covariograms all essentially have similar calculations and are used to evaluate spatial auto-

correlation. 

4.3 Results 

A total of 59,854 expectant mothers completed the pregnancy enrollment form; however, due to 

duplicate locations and missing and incomplete data, 14,066 women were excluded from this 

analysis (see Figure 7: Study population flow chart). Expectant mothers were required to have 

complete and unique location data within the designated study boundary at the time of enrollment, 

as well as complete anthropometric assessment. Inclusion in the analysis also required complete 

covariate information. Analysis was conducted using the remaining 45,788 participants after 

exclusions were made. There were no statistical differences in anthropometry between expectant 

mothers with complete or missing data. Mothers had a mean MUAC of 22.79 cm, 23 years of age, 

and 3.592 years of education and about 16% are paid to work. The area was, by a vast majority, 

Muslim (92%). Distribution information can be found in Table 1 for all variables considered.  
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After inspection of the variogram (Figure 8 & Figure 9) for maternal MUAC and discussions with 

field staff, two neighborhood radii were selected: 200 meters and 2000 meters. Neighborhood 

variables were created for both radii and tested. Given the sample size (N= 45788), most pair-wise 

variable correlations were significant regardless of the magnitude of the correlation. Several 

variables are worth noting for potential collinearity. Living Standards Index (LSI), for example, 

had substantial and significant positive correlations with maternal education, household size, 

hygiene behavior, and improved sanitation and negatively correlated with crowding. The 

correlations between LSI and neighborhood variables were stronger for those at 200 meters 

compared to those at 2000 meters. Population density had notable collinearity with measures of 

education, wealth, inequality, and, unsurprisingly, isolation. 

Table 2 presents the simple linear regression results. The simple linear regressions provided 

univariate estimates for the associations between MUAC and relevant variables. Taken generally, 

SES, sanitation and hygiene variables at all levels provided notable bivariate associations. Several 

community variables had promising associations. The proportion of neighbors who own bars of 

non-laundry soap, hand-wash before eating and after defecation, and have improved sanitary 

facilities as well as elevation had significant positive associations with maternal MUAC. 

Increasing population density and flood risk had significant negative bivariate associations. 

Mother and household variables tended to provide more explanatory ability and were chosen to be 

included over several promising community variables in cases when issues of multi-collinearity 

were presented. Variables such as neighborhood proportion without improved sanitation, and 

neighborhood proportion that wash their hands after defecation, for example, were collinear with 

several other individual and exogenous variables and, while they demonstrated favorable 

associations with the outcome, were removed from the multiple linear regression analysis to 

maintain statistical stability. The results from the multiple linear regression analysis are displayed 

in Table 3 and described below. 
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Model 1 - Control: To account for the substantial seasonal weather and flooding differences in the 

study area, monthly dummy variables were included. Seasonal dummy variables provided 

substantial reductions in AIC over more basic Sine/Cosine adjustment. The only months to provide 

significant coefficients were February–April, which were in the positive direction. The year 

dummy variables were all significant and increasing in magnitude with time. The indicator 

variable for measurements made the week after Ramadan was also significant and negative. 

Model 2 - Mother: Addition of the Mother variables increased the significance and magnitude of 

the monthly control variables and decreased the significance and magnitude of the year control 

variables, particularly the 2002 and 2003 dummy variables, which lost significance at a .05 level. 

Maternal age was modeled using a linear spline to adjust for the non-linear effects of age. All 

maternal age spline coefficients were significant and indicated increasing MUAC until age 18 

when the rate of increase decreased until approximately age 40 when MUAC begins to decrease 

with age. Maternal educational attainment had a linear increasing relationship with maternal 

MUAC. Maternal hygiene behaviors, measured by washing hands after defecation and before 

eating, were both found to be positively associated with maternal MUAC. Those mothers who 

reported as Muslim had significantly lower MUAC compared to those who did not report as 

Muslim.  

Model 3 – Household: Addition of the household variables further increased the monthly and 

decreased the yearly control variables’ magnitude and significance. Household variables also 

increased the magnitude and significance of maternal age, but decreased the effects of maternal 

education and hygiene behavior. Unimproved sanitation, housing size, and crowding generally 

reduced maternal MUAC, while owning a bar of soap and having greater living standards (LSI) 

increased MUAC. LSI demonstrated the greatest effect on maternal MUAC.  
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Model 4 – Community Model – The Community model added characteristics of the household 

location and the characteristics of the proximal neighbors to Model 3. Community variables did 

not have any notable impact on the control variables beyond that of the household and maternal 

variables. There were also subtle reductions in the maternal and household effects, with the 

exception of small increases in the coefficients for mothers who washed their hands with soap after 

defecation and those who owned a bar of soap.  

Variables calculated for a 200-meter neighborhood provided greater explanatory ability than those 

calculated for the 2000 meter neighborhood, with the exception of the neighborhood GINI 

coefficient. Since the range of the observed local GINI coefficients ranged from 34.09 to 34.34, it 

was mean-centered to make regression intercepts more interpretable. Maternal MUAC had a 

positive and significant association with increasing average neighborhood educational attainment 

with no notable change to the individual-level maternal education variable. Population density 

demonstrated a non-linear association with maternal MUAC. Decreases in maternal MUAC were 

observed with increasing population density until approximately 650 people per sq. km when 

maternal MUAC began to increase. Elevation had a positive and significant association with 

maternal MUAC. Arm circumferences appeared to decrease with increasing distance to bazaars 

and decrease with increasing distance from a paved road. Average neighborhood LSI had a minor, 

non-significant effect; however, when treated as an effect modifier, the interaction term was 

significant and positive. 

Model 5 – Community Spatial Regression Model - Results from the Lagrange multiplier 

diagnostics for spatial dependence indicated a spatial errors regression model would better adjust 

for the residual spatial dependence found in our complete community model compared to a spatial 

lag model based on their significance values, < 2.2 ∗ 10−16  versus 0.0104 respectively. 

Coefficient values and significance levels for control, mother, and household variables 

experienced very little change after adjusting for residual spatial dependence. Coefficient values 
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for the community variables experienced very little change; however, the significance values 

experienced some reductions. Coefficients for elevation and travel time to bazaar became non-

significant at an alpha level of 0.05. 

4.3.1. Residual Spatial Correlation 

Residual spatial correlation for each model was observed using correlograms. Figure 10 illustrates 

the change of residual spatial correlation with the addition of variables at each level in this 

population of expectant mothers. The observed outcomes and residuals from the control model 

exhibit similar patterns of spatial correlation. Characteristics of the mother and household 

provided notable decreases in spatial correlation. Community variables, by and large, provided the 

greatest reduction of spatial correlation. 

4.4 Discussion 

The findings from this analysis support previous research suggesting the relevance of location and 

community for understanding the system of influences on individual health outcomes. Contextual 

variables were correlated with one another as well as with variables at other levels, providing 

independent and modified associations. Spatial dependence can be treated as a statistical nuisance, 

and adjusted for using spatial errors regression. However, this method discards spatial information 

and does not provide any insight into the complicated causal pathways leading to malnutrition. 

Community variables, while elucidating a greater system of influences on individual nutritional 

status, also notably reduced spatial correlation between residuals. 

One of our key findings involves the synergy that exists between household SES and the average 

SES of the surrounding neighborhood. The mother and household level effects behaved as 

expected, consistent with current literature. Household socio-economic status (SES), as measured 

by the LSI, explained much of the variation in mothers’ MUAC, however, its influence was 

modified by the neighborhood context. Individuals of a given household SES will, on average, not 
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only have better nutritional status when living in neighborhoods with higher average SES, but also 

appreciate greater increases in nutritional status with each incremental increase in household SES. 

For example, the wealthiest mother had an estimated MUAC which was 2.27 cm greater than the 

poorest mother were they to reside in the same neighborhood. However, were the wealthiest 

mother to live in the wealthiest neighborhood, she would have a MUAC which was 5.48 cm 

greater than the poorest mother residing in the poorest neighborhood, on average. These findings 

provide further evidence indicating the importance of the neighborhood SES structure to explain 

individual nutritional differences. 

In addition, this analysis demonstrates the importance of addressing economic inequality, such 

that, as neighborhood inequality decreases, maternal MUAC improves. Neighborhood inequality 

was the strongest community variable and one of the strongest variables overall, with those 

mothers living in neighborhoods with the greatest economic inequality measuring 0.5 cm thinner 

MUAC than those in the most equal, on average. In similar analyses exploring the deleterious 

effects of greater inequality, associations with greater food poverty [235], higher risk of 

stunting[190], and higher preventable and immediate death rates [325] were reported. Greater local 

inequality may impact health through reduced quality of infrastructure and public resources, or 

potentially through increased psychological stress, and weaker social ties and interpersonal support 

systems [326]. 

 The neighborhood GINI coefficient performed better when neighborhoods were defined as 2000-

meter compared to a smaller 200-meter neighborhood. The GINI coefficient is a measure of 

dispersion and may require a larger sample to create the needed variation to detect differences. 

Larrea and Kawachi (2005) and Reinbold (2011) also found the GINI coefficient to be more 

informative with calculations from larger areas [21,190].  
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Educational attainment, at both the individual and neighborhood levels, was also associated with 

improved nutritional status. While controlling for all other variables, mothers could enjoy nearly 

identical nutritional improvements, were they, or their neighborhood average, to improve 

educational attainment by one year. The nutritional benefits of greater maternal education at the 

individual and neighborhood level may be more directly mediated by improved nutritional 

knowledge [23,108]. Interventions in rural areas, which improve nutritional knowledge, in even a 

small number of individuals, have been shown to benefit the overall neighborhood nutritional 

status as information disseminates through the community [327]. The benefits of increasing 

average community knowledge is appreciably larger than that of an individual in isolation[327], 

and may follow social contact networks [328]. 

This analysis also considered nutritional effects associated with isolation from infrastructure and 

resources, such as the nearest bazaar, paved road or health service provider. Our findings indicate 

that, after controlling for relevant confounders, mothers who spend more time traveling to the 

nearest permanent bazaar had smaller MUAC than those residing closer, which was anticipated. 

This finding builds on the sparse and inconsistent body of prior nutritional research exploring the 

effect of isolation from food markets[234,329–332]. The conflicting reports appear to largely fall 

between developed and developing contexts. Previous work in the region by Ahmad et al. (2005) 

found that pregnant Bangladeshi women had lower dietary diversity if they lived greater than 0.5 

km from a local bazaar[234], which could help explain the differences observed. 

Of particular interests was the positive association between travel time to a paved road and 

nutritional status that was observed in both the simple and multivariate regression models. This 

finding diverges from those in the literature and may indicate other factors at play in this 

association. For example, the region has not eliminated lead-based fuel. Lead exposure has been 

shown to hinder growth in adolescence and children[333–335], which can lead to reduced adult 
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anthropometry. Distance from road was also correlated with several other confounding variables 

that could be more directly related to maternal nutriture. 

Establishing a relationship between the outcome and distance to a health service provider was 

difficult due to complexities in the health system. For example, an analysis by Sikder et al. (2011) 

noted many expectant women in this study area would turn to village doctors and other non-

certified providers as “first-line providers” of which data were not available. Furthermore, certified 

basic care was available within a close proximity nearly anywhere in the study area. More 

sophisticated care required substantial travel for many residing in the study area; however, this 

was less associated with nutritional status in the study area, particularly after accounting for 

isolation from other resources such as bazaars and paved roads.  

Population density also demonstrated an interesting association with nutritional status. Average 

MUAC was positively associated with population density until population density reached 

approximately 300 people/sq km, at which point the association became negative, as MUAC 

decreased particularly sharply from 450-650 people/sq. km. It then decreased less sharply from 

650+ people/sq km in an unadjusted association. After adjusting for other model parameters, 

MUAC displayed a steady decrease to approximately 650 people /sq. km at which point MUAC 

increased sharply. This may be an indication of the ‘Urban’ effect affiliated with access to 

infrastructure or resources. As Bulk (2004) noted, approximately 650 people/sq. km may be a 

relevant cut-off to designate urban areas in the developing world, as opposed 1000 people/sq. km, 

which is conventionally used in developed countries . Differences in nutritional status between 

rural and urban populations have been reported by many [91,94,180,181,192,245,246]. Rural-

urban differences in child nutritional status may be related to differences in occupation, behaviors, 

income, social collectiveness, isolation, or a combination of these. Several studies found the rural-

urban nutritional gradient would disappear after accounting for differences in individual economic 

status [245,246]. 
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Secular and seasonal variables responded as variables were added at each level. Decreases in 

significance of yearly dummy variables and increases in significance of monthly dummy variables 

may be related to the adjustment for secular changes in asset ownership and education which 

experienced increases during the course of the study. Other variables considered for secular 

changes included household size, crowding, and age when pregnancy was detected, none of which 

had any notable observed changes during the course of the study. After adjusting for factors of the 

mother, household, and community, the magnitude of significant seasonal protective effects, in the 

early part of the year (February – April) and summer (July and August), and negative effects in 

December, increased. These effects may be related to local agricultural systems, annual economic 

oscillations, seasonal climate, and/or potentially flooding.  

Several variables were omitted completely from the multivariate linear regression. The source of 

drinking water, which is often included in analyses of this type, was not included as nearly the 

entire study population (99.51%) received water from a tube well/irrigation pump. Variables 

related to public infrastructure, such as electricity, piped water, and sewer, were omitted, as these 

amenities were not provided publicly in the region. Any existing infrastructure improvements had 

been purchased at the household level, and were thus incorporated in the LSI.  

Due to issues of collinearity with stronger individual- and household-level variables, many 

community-level variables were dropped from the multiple regression models to maintain 

statistical stability and improve AIC. The proportion of neighborhood households without 

improved sanitation, for example, exhibited a strong negative bivariate relation with maternal 

MUAC, yet was also highly collinear with measures of wealth, education, and unimproved 

sanitation at the household-level and was therefore omitted from the Community model. Similar 

issues were related to data on the proportion of neighbors who washed their hands after defecation. 

After adjusting for confounders, these associations either reversed direction or became non-linear.  
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The collinear relationships between community-level variables also help describe the 

multifactorial conditions of neighborhood wealth. Wealthier neighborhoods had higher maternal 

educational attainment, were more economically homogenous, were closer to health service 

providers, permanent bazaars, and paved roads, and were in areas of higher elevation and reduced 

flood risk. People in wealthier neighborhoods were more likely to own a non-laundry bar of soap, 

have improved sanitary facilities, and wash their hands before eating and after defecating. Those 

living in wealthier neighborhoods typically enjoy holistically healthier environments which may 

reinforce the benefits of greater household and neighborhood SES. The findings of this analysis 

suggest a systems approach would be appropriate in nutritional and health status analyses. 

Furthermore, our analysis adds to the literature on maternal nutritional status by demonstrating the 

importance of various spatially explicit variables.  

4.4.1. Limitations 

This analysis could have been limited in several ways. First, the variables examined in our analysis 

represent a sample of the most salient variables indicated in the literature, and thus do not include 

all known and unknown effects at each level. As a result, the proportion of the variance accounted 

for by each level is only a result of the respective variable samples. Nevertheless, data collected as 

part of the JiVitA trial was comprehensive given available literature and compared to similar 

studies in developing settings at the time of this analysis. While this exploration has provided 

valuable insight into the associations between individual- and community-level SES and maternal 

nutritional status, the establishment of a causal pathway would be facilitated by a more exhaustive 

set of data. As examples of information missing from the present analysis, neighborhood economic 

structure may be indicative of local elements of social capital such as trust, reciprocity, and social 

cohesion, which are reported to substantially affect individual health [200,232,259]. Lack of social 

order in communities has been associated with negative mental and physical health outcomes 

[200,232,259–262]. Furthermore, peer support has demonstrated positive effects on maternal and 
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child health [11,232,248,263]. Qualitative research in these areas could potentially help elucidate 

the causal pathways between neighborhood economic structure and individual health outcomes in 

developing settings. 

Second, the location information collected for this study is limited to the household location and 

does not account for full daily environmental exposure from places of employment, 

relatives’/friends’ residences, and commutes. Some studies have suggested that GPS tracking of 

individual daily movement patterns provides greater precision in estimating environmental 

exposures [336,337]. Additional research should consider individuals’ geospatial, familial and 

social networks as they pertain to child wellness, as this approach may help to tease out these 

systemic causal pathways. 

4.4.2. Intervention Implications 

This analysis confirms that, in addition to characteristics of the individual and household, maternal 

nutritional status is influenced by attributes of the community context. A systems approach to 

nutritional research improves our comprehensive understanding of individual outcomes while also 

explaining the factors that lead to clustering. Our results demonstrate how neighborhood wealth 

modifies the effects of household SES on nutritional status as well as the multifactorial health 

benefits of living in wealthier communities. These findings suggest interventions should not only 

target individuals and households with elevated nutritional risk, but also features of the 

communities where they live. 

While improving average neighborhood SES may not be directly in the scope of many health 

interventions, the health-related characteristics of wealthier neighborhoods might be. Our findings 

suggest that improving neighborhood maternal education, hygiene behaviors, sanitary facilities, 

transportation infrastructure, and decrease exposure to environmental hazards such as flooding, 

could potentially improve the nutritional status of expectant mothers as well as others. Programs 
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intending to improve the nutritional status of “at risk” mothers should take a holistic, or systemic, 

approach by providing individual, environmental and structural modifications. The urban planning 

concept of intergenerational communities, for example, engages individuals, neighborhoods, and 

political bodies to meet the resource needs of both the young and the old through community 

organization and municipal land use policies [338]. Intergenerational community programs may 

promote mentoring, tutoring, education, and physical fitness. Furthermore, educational 

interventions which take a greater community focus may, directly and indirectly, improve the 

health of expecting and new mothers as well as other community members due to knowledge 

shared through social networks[327,328]. Multi-level interventions hold great promise for 

improving overall community health behaviors and nutritional status; however, additional research 

is needed to better understand the ecologic mechanisms which apply varying influence on maternal 

nutritional status in developing settings. Interventions of this type may, however, be more 

challenging to measure in terms of impact and coverage compared to having discrete outcomes, 

which are preferred in program evaluation and budgeting.  

4.5 Conclusion 

This analysis demonstrated the analytical merits of treating maternal nutrition from a more 

comprehensive ecological framework by identifying several ways in which the attributes of the 

community influence maternal anthropometry and help to explain observed spatial patterning of 

individuals with similar nutritional status. These findings may be generalized to most of rural 

southern Asia, and possibly, more broadly to other developing contexts. Future studies, 

particularly in developing settings, should collect data ecologically, including attributes of 

location, community/neighbors, and infrastructure, in addition to the canon of routine individual 

and household factors. These attributes help evaluate and account for systemic effects and spatially 

dependent observations. Considering the multi-level causality of health outcomes can elucidate 
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greater understanding and generate more creative, and potentially more effective, intervention 

initiatives.  

4.6 Tables 
 

Table 1: Descriptive Statistics of the JiVitA -1 population of expectant women between 2001 and 2007 

Mother variables Mean SE 
Maternal MUAC (cm) 22.79 2.02 
Maternal age (years) 23.17 6.59 
Education (years) 3.59 5.41 
Mother paid for work (%) 15.85% 
Non-Muslim (%) 7.90% 
Week after Ramadan (%) 6.75% 
Handwashing before eating (%) 14.65% 
Handwashing after defecation (%) 41.26% 

Household variables     
Unimproved sanitation (%) 57.63% 
Crowding 3.20 1.27 
Household size   4.49 2.08 
Own non-laundry barsoap (%) 80.19% 
LSI*  -0.01 1.00 

Context variables     
Average LSI*† -0.04 0.35 
Gini Coef‡§ 0.00 0.05 
Average Education† 3.42 1.24 
Pop. Density (100pp/sq. km) 5.47 1.30 
Elevation (m) 25.47 1.88 
Travel Time to Bazaar (hr) 2.34 1.36 
Travel Time to Paved Rd. (hr) 3.80 2.88 
Own barsoap ¶† 0.41 0.13 
Without improved sanitation ¶† 0.58 0.18 
Handwash before eating ¶† 0.15 0.11 
Handwash after defecation ¶† 0.41 0.13 
Weeks of observed flooding 4.30 7.40 

Characteristics of the JiVitA-1 population of 47,753 expectant mothers and 
their respective households and communities 
* Living Standards Index     
† Includes neighbors within a 200 meter radius     
‡ Includes neighbors within a 2000 meter radius   
§ Mean Centered      
¶ Proportion     

.   
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Table 2: Simple linear regression coefficients estimating scaled and mean centered maternal MUAC 

Mother variables Est.  SE t-value R² 
Maternal age (years) 0.0080674 0.0007341 10.99 0.003 
Education (years) 0.050896 0.001139 44.69 0.042 
Mother paid for work 21.06% 0.012886 16.341 0.006 
Non-Muslim 11.00% 0.017159 6.412 0.001 
Week after Ramadan  -15.12% 0.017621 -8.582 0.002 
Handwashing before eating 20.12% 0.012576 15.998 0.006 

Handwashing after defecation 23.18% 0.009284 24.97 0.013 
Household variables         

Unimproved sanitation -42.56% 0.009219 -46.17 0.044 
Crowding -0.078275 0.003716 -21.07 0.010 
Household size   0.035734 0.002216 16.13 0.006 
Own non-laundry barsoap 31.51% 0.01166 27.01 0.016 

LSI* 0.282401 0.004483 62.995 0.080 
Context variables         

Average LSI*† 0.45077 0.0131 34.418 0.025 
Gini Coef‡§ -4.180769 0.193767 -21.58 0.010 
Average Education† 0.11786 0.00372 31.68 0.021 
Pop. Density (100pp/sqkm) -0.048347 3.57E-03 -13.55 0.004 
Elevation (m) 0.02788 0.00247 11.29 0.003 
Travel Time to Bazzar (hr) 0.0114 6.88E-03 -4.903 0.000 
Travel Time to Paved Rd. (hr) -0.03375 3.27E-03 3.487 0.001 
Own barsoap ¶† 0.64538 0.03898 16.56 0.006 
Without improved sanitation ¶† -0.71479 0.02594 -27.56 0.016 
Handwash before eating ¶† 0.33816 0.043515 5.633 0.002 
Handwash after defecation ¶† 0.24511 0.03449 9.804 0.001 
Weeks of observed flooding -0.002525 0.000624 -4.047 0.000 

Coefficient values are changes in standard deviation in scaled and centered MUAC from the JiVitA-1 
population of 47,753 expectant women 
* Living Standards Index         
† Includes neighbors within a 200 meter radius         
‡ Includes neighbors within a 2000 meter radius       
§ Mean Centered          
¶ Proportion         
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Table 3: Multivariate regression coefficients estimating scaled and mean centered maternal MUAC 

  
Mother Model Mother + Household 

Model 
Mother + Household + 

Context Model 

n = 45788 Est. SE t-value Est. SE t-value Est. SE t-value 

Intercept -0.99 0.08 -12.48 -0.66 0.08 -8.14 -0.85 0.11 -7.62 

Mother variables                   

Maternal age (years) 0.03 0.00 6.74 0.03 0.00 7.39 0.03 0.00 7.20 

(age > 19 years) -0.01 0.00 -2.39 -0.02 0.00 -3.24 -0.02 0.00 -3.18 

(age > 40 years) -0.09 0.02 -4.96 -0.09 0.02 -5.38 -0.09 0.02 -5.20 

Education (years) 0.05 0.00 43.21 0.02 0.00 12.74 0.02 0.00 10.59 

Handwashing after defecation 0.10 0.01 10.17 0.03 0.01 3.26 0.04 0.01 3.86 

Handwashing before eating 0.03 0.01 2.55 0.01 0.01 1.01 0.01 0.01 0.85 

Mother paid for work 0.07 0.01 5.73 0.07 0.01 5.58 0.05 0.01 4.18 

Non-Muslim 0.10 0.02 5.77 0.08 0.02 4.82 0.05 0.02 3.26 

Household variables                   

Unimproved sanitation       -0.03 0.01 -2.21 -0.02 0.01 -1.86 

Crowding       0.04 0.01 3.36 0.05 0.01 3.85 

Household size         -0.03 0.00 -9.18 -0.02 0.00 -7.96 

Own non-laundry barsoap       -0.02 0.00 -4.00 -0.02 0.00 -3.48 

LSI       0.23 0.01 26.61 0.21 0.01 23.80 

Community variables                   

Average LSI*†             0.04 0.02 1.72 

Gini Coef‡§             -1.00 0.12 -8.19 

Average Education †             0.02 0.01 4.05 

Pop. Density (100pp/sq. km)             -0.02 0.00 -3.55 

                            (>650pp/sq. km)             0.09 0.02 5.23 

Elevation (m)             0.01 0.00 2.59 

Travel Time to Bazzar (hr)             -0.01 0.00 -2.67 

Travel Time to Paved Rd. (hr)             0.01 0.00 5.54 

LSI x Average LSI*             0.07 0.01 5.90 

R² 0.07707 0.109 0.1159 
AIC 126425.9 124816.5 124464.7 
Seasonal and secular effects have been adjusted for in all models; coefficient values are changes in standard deviation in scaled and centered 
MUAC from the  JiVitA-1 population of 47,753 expectant women 
* Living Standards Index                   
† includes neighbors within a 200 meter radius                 
‡ includes neighbors within a 2000 meter radius                 
§ Mean Centered                            
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4.7 Figures 
 

 

Figure 9: Variogram of Maternal MUAC 

This figure depicts the change in semivariance, on the y-axis, between observations of maternal 
MUAC with increasing distance, in meters, on the x-axis. Semivariance was calculated for 
distances between zero and 15,000 meters divided into 20 bins. 
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Figure 10: Variogram of Maternal MUAC 

This figure depicts the change in semivariance, on the y-axis, between observations of maternal 
MUAC with increasing distance, in meters, on the x-axis. Semivariance was calculated for 
distances between zero and 3,000 meters divided into 13 bins. 
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Figure 11: Correlograms of maternal MUAC and explanatory model residuals 

Depicts spatial correlation between observations and explanatory models in the mothers; 
MOM MUAC (black) = Unadjusted Maternal MUAC; M1(red) = Control Model; M2 (blue) = 
Mother Model; M3 (green) = Household Model; M4 (purple) = Community Model. The dashed 
line indicates the point of zero correlation. Correlation is on the y-axis and distance, in 
meters, is on the x-axis. 
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Chapter 5 Understanding Age-specific Effects on Nutritional Status in Early 
Infancy: A Systems Approach 

5.1 Abstract 

Poor nutritional status in infancy can lead to premature mortality and reduced productivity later in 

life. Children of similar nutritional status have been known to cluster spatially, indicating potential 

contextual effects. Little research has explored contextual influences, after accounting for 

determinants of the individual and household, and particularly how these influences may change in 

the first few months of life. This analysis investigates how the influence of individual, household 

and contextual determinants change with regard to infant nutritional status at birth compared to 

those aged six months. This analysis also intends to explore how determinants at each level 

account for residual spatial correlation. With data from the JiVitA-1&2 trials in northwest 

Bangladesh, determinants were grouped by level then added sequentially to a linear regression 

model accounting for seasonal, secular and spatial error effects. Residual spatial correlation from 

each sequential model was observed with correlograms and interpolated maps. Determinants of 

infant nutritional status at the child, mother, household and contextual levels accounted for 8.5%, 

4.0%, 0.5% and .3% of the respective variance at birth, and 7.6%, 5.7%, 0.8%, and 0.4% at 

roughly six months. The full models accounted for a total of 13.2% and 14.5% of the variance at 

birth and six months respectively. Contextual variables accounted for substantially more spatial 

correlation than individual or household variables in both groups, however, there was limited 

spatial correlation in the group of newborns. The strongest determinants were related to 

socioeconomic status (SES) such as maternal education, household economic status, the average 

and distribution of neighborhood wealth and average neighborhood maternal education. SES 

variables such as maternal education and household economic status applied a nearly constant 

effect in both groups, while the effect of those associated with disease transmission, such as soap 

ownership and household size increased with age. The findings from this analysis suggest the 

increasing nutritional influence of location and community with age as well as accounting for 
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spatial clustering. Many of the nutritional differences in both age groups were explained by 

characteristics of the child and the mother. Public health programing needs to target healthy 

mothers and pregnancies to give children a healthy starting point as well as role of the 

environment and community as it becomes increasingly important with age. 

5.1 Introduction 

Poor nutritional status in infancy can lead to irreversible damage later in life and reduced human 

capital [22–28]. Inadequate nutrition in early childhood hinders mental and motor development 

[27,37,38], which may negatively affect future academic performance and intelligence [28,39], 

adult economic productivity [26], and future health status[29–36,143].  

The body of research exploring factors related to malnutrition has focused primarily on the 

individual and household levels, while tending to neglect the community context. This 

overemphasis on individual characteristics has failed to acknowledge nutritional status as a 

systemic condition that results, in large part, from community influences. Several studies have 

identified spatial heterogeneity, or clustering, of malnutrition[49,50], in that, those who have 

similar nutritional status tend to live in close proximity to one other. Spatial clustering may 

indicate shared influence between observations, associated with their relative location; and 

decreased effective sample size resulting from spatial dependence. Understanding the origins of 

spatial clustering provides an opportunity to have a greater understanding of the etiologies and 

determinants of malnutrition. Some authors have attempted to explore this phenomenon, 

suggesting that nutritional status of young children may be influenced by environmental factors 

[55–57] such as land use, climate, topography, and road access, as well as contextual effects [58–

61] such as urbanicity, population density, community-level education, social participation, 

community employment, and access to health facilities.  
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There is a paucity of studies that have considered how location-specific influences may change 

during the first few months of life as infants develop and have greater interaction with their 

surroundings. It is in this period that growth faltering is most pronounced, [45–47] and recovery is 

increasingly difficult if improvements are not made [48]. Several factors have impeded the 

analyses of community characteristics like these. Spatially explicit data, such as elevation, 

individual locations, agricultural variables, and distance to resources, are often of poor quality or 

non-existent. It may also be challenging to merge these data with individual data. Furthermore, 

community effects are often weaker than those at the individual or household levels, and thus 

require larger sample sizes to detect significant differences. 

In this analysis, the relative contributions of and interplay between determinants of child 

nutritional status at the individual, household, and community levels are explored, drawing from 

the conceptual framework detailed in Figure 3.  Our primary objectives were to assess (1) how 

these determinants and their health impacts change between the early neonatal period and roughly 

six months of age, and (2) the extent to which contextual factors at the community level account 

for spatial correlation between observations. 

5.2 Methods 

5.2.1. Study Population and Data 

Data used for this analysis were collected as part of the JiVitA trial, a prospective cohort, enrolled 

in a double-masked, cluster-randomized, dual-intervention, placebo-controlled trial conducted by 

the JiVitA project. The study population has been described in great detail elsewhere [67]. Eligible 

expectant women were enrolled between August 2001 and October 2006. At enrollment, 

household and maternal data regarding socio-economic status, pregnancy history, recent 

morbidity, diet, anthropometry, alcohol and tobacco use, and household logistics were collected. 

Data regarding breast and complementary feeding, vaccination, antenatal and post-partum care, 
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maternal and infant morbidity and infant anthropometry were assessed at roughly three and six 

months post-partum. Gestational age was estimated using the interval between the dates of birth 

and the mother’s last menstrual period. Since nutritional status was one of the primary outcomes of 

interest, anthropometry was meticulously measured in triplicate. 

Of the roughly 125,257 women eligible to participate in the trial, approximately 59,666 were 

detected as pregnant and subsequently enrolled. Data were collected from 42,185 infants with 

measurements from a subset of 18,157 as newborns. For the purposes of identification, enrollment, 

and tracking of study participants, the JiVitA Geographic Information System was established in 

2003 as a method of population enumeration. The system includes 236,681landmarks, 149,402 of 

which are households, study and political boundaries, local roads and paths, and hydrologic 

features. Many of these data were digitized and merged from 1:3960-scale cadastral maps 

produced by the British Survey of India in the 1930s. The system was maintained and updated 

throughout the JiVitA – 1 study period. The details of the JiVitA Geographic Information System 

can be found elsewhere [317]. 

5.2.2. Dependent Variable 

The primary outcome of interest for this analysis is mid-upper arm circumference (MUAC) among 

infants at birth and mid-infancy. Mid-infancy is defined as roughly six months of age (between 

150 and 210 days since birth). MUAC is treated as a continuous variable. As was discussed in 

detail in Chapter 2 and Chapter 3, MUAC measurements were performed in triplicate by JiVitA 

field staff trained and standardized in anthropometry and the mean was used. MUAC was chosen 

over other anthropometric measurements for its ease of field administration and its relation to 

physiologic processes [73,77] and demonstrated sensitivity to short term changes in nutrition 

[75,78–84]. Infant MUAC has been suggested as a strong proxy for birthweight [13,68–

71,78,339,340] and gestational age[70,339].  
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5.2.3. Independent Variables 

The last several decades have generated an extensive body of knowledge related to the 

determinants of nutritional status in early childhood. For this analysis of nutritional status in 

infancy, effects at the child, mother, household and community level will be considered, both at 

birth and mid-infancy. The salient findings from this literature, previously discussed in Chapter 2, 

aided in the variable selection for this analysis and will be briefly reviewed here. Child variables 

associated with nutritional status and included will be parity[12,139–141], gestational 

age[12,70,142–144], gender[72,148,149,341], and in the case of mid-infancy, age in days since 

birth[72,148,149,341]. Mother variables included will be age in years[16,17,21,154], MUAC[10–

17,31,156], years of schooling[4,17,21,50,144,174,177–183], still breastfeeding the infant at the 

time of measurement[149,166,168,172], hand washing with soap after defecation and before 

eating[5,7,85,91–93,96,108,160], employment status[178,184] and being Muslim[151,152,163]. 

Household variables which will be included are having unimproved 

sanitation[94,97,157,159,208,209], non-laundry bar of soap, number of household 

members[108,163,209], and an asset-based living standards index (LSI) [81,177,193–197,204]. 

Community aspects included are the average LSI[21,177,180,190,191,248], local Gini 

coefficient[21,235], average years of education for mothers[58,141,176], population 

density[59,193,247], elevation[15,49,55], and travel time to the nearest permanent bazaar[233–

235] and paved road[57,210,240]. Criteria for inclusion require observations to have unique 

locations within the study boundary and complete variable information at each analytical level. 

Additionally, for the mid-infancy population, only infants for which anthropometric measurements 

were made between 150 and 210 days from birth were included. 

5.2.4. Data Analysis 

The samples at birth and mid-infancy will be treated as two cross-sectional population analyses. 

MUAC measurements will be standardized and centered at mean zero for each sample so 
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equivalent comparisons can be made. Statistical analysis was accomplished using R Statistical 

Software. Exploratory data analysis was conducted to evaluate data distribution and potential 

collinearity and confirm regression assumptions.  

To evaluate statistical associations, linear regression techniques were employed. Coefficients from 

both simple and multivariate regressions were compared to determine possible mediation and 

confounding. Effects at each level were added sequentially to observe associated explanatory 

gains. Six multivariate models were developed, each building upon the prior, and are described 

below. 

Model 1: Control Model – The Control Model adjusted for seasonality and secular effects. Model 

1 includes dummy variables for each of the twelve months in a year and for each year data were 

collected (2001 – 2006). The study area experiences substantial seasonal changes in precipitation, 

temperature and associated growing seasons, which is tied to labor and income. Significant 

seasonal variations are expected. There were also numerous NGOs and government programs 

operating in the region working to improve various aspects of maternal and child health during the 

period this study was underway; therefore, a secular improvement in health was expected. The 

dummy variables contained in this control model will attempt to control for these background 

temporal changes.  

Model 2: Child Model – Building on the control model variables, Model 2 includes characteristics 

of the child. These variables are parity, gestational age, and gender. Age, in days since birth, was 

added for the mid-infancy population to adjust for differences in growth. Parity and gestational age 

were assumed to have linear associations with MUAC at both time-points. A binary indicator 

variable for gender was also included. 

Model 3: Mother Model – In addition to the control and child variables, characteristics of the 

mother and her infant care behaviors were included in the mother model. These characteristics are 
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age, education, breastfeeding, hygiene behavior, employment status and religion. Age and 

education were treated as continuous variables. A binary variable was used to indicate if the child 

was still breastfed at the time of the anthropometry measurement. Hygiene behavior was indicated 

with binary variables for hand washing after defecation and before eating. Binary variables were 

also used indicate if a mother was non-Muslim or received money for her work.  

Model 4: Household Model – Model 4 built upon the Mother Model by including proximate 

characteristics of the household. Variables included presence of unimproved sanitation, ownership 

of a bar of soap not used for laundry, the number of household members and a living standards 

index (LSI), a measure of household assets. Binary variables were used to indicate presence of 

unimproved sanitation and bar soap ownership. The effect of household size was assumed to be 

linear and confirmed using EDA. The assets-based living standards index (LSI) is a proxy for 

economic status. which is consistently related to nutritional status [108,153,175,321]. The use of 

an assets-based index is a well-recognized method to approximate the underlying household 

economic status in developing settings [81,177,193–197,204]. The LSI used in this analysis was 

created by Gunsteinsson (2010) using principal component analysis (PCA) [196].  

Model 5: Community Model – Model 5 built upon the household model by adding characteristics 

of household location and characteristics of proximal neighbors. Added variables are the 

neighborhood average LSI, local economic inequality (Gini coefficient), neighborhood average 

years of maternal education, population density, elevation and the travel times to the nearest paved 

road, and bazaar. Neighborhood was defined as 200 meters for all variables except for the local 

Gini coefficient estimates, which was defined as 2000 meters. These distances were established 

from a previous study of maternal nutritional status (cite paper 1), through analysis of spatial auto-

correlation and field knowledge. The values were calculated for a given household location from 

the values of other enrolled mothers within either 200 or 2000 meters, excluding the values from 

the given household. 
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Population density was calculated for the study area using a kernel smoothed intensity function 

from household locations weighted by household. These data are not derived from a 100% 

population sample, so will act as the best proxy for true neighborhood values and population 

density. Household elevation values were estimated from Shuttle Radar Topography Mission 

(SRTM) data[322]. In this analysis, travel time estimates were calculated from a road network and 

accounting for road quality. Travel velocities were based on those chosen by Entwisle et al. 

(1997)[323] and by Tanasescu et al. (2002)[324] in regions with similar context. Average 

velocities chosen were 40 mph for paved national highway, 20 mph on paved and 10 mph on non-

paved roads, 5 mph on gravel paths, and an assumed walking speed of 2 mph for all non-road/path 

areas. Velocities were then converted to meters/second. Map surfaces were calculated with 

cumulative increasing travel time from a destination of interest (bazaar, paved road, etc.). 

Household travel times were extracted from the map surface based on household location. 

Model 6: Spatial Error Correction – This model re-estimated the Community Model using spatial 

regression techniques. Given the potential spatial auto-correlation of the outcome and parameter 

variables, Model 6 adjusted coefficient confidence intervals to account for the reduced effective 

sample size. The Lagrange multiplier diagnostics for spatial dependence was used to determine if a 

spatial errors model or a spatial lag model was more appropriate to adjust for the residual spatial 

dependence resulting from the compete exogenous model.  

To observe how characteristics from each level account for spatial correlation, correlograms were 

created from the residuals of each sequential model at both time-points. Correlograms were chosen 

over semi-variograms, which are generally more common in spatial statistics, to retain a common 

scale of reference (-1:1) so clear comparisons could be made. Correlograms, semi-variograms and 

covariograms all essentially have similar calculations and evaluate spatial auto-correlation. 
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5.3 Results 

5.3.1. Early Neonatal Period 

Anthropometric measurements were taken as soon as possible after birth (median: 18 hours of age 

[IQR: 9-36 hours])[316]. Of the 17,116 live infants born to consenting mothers, only 15,508 met 

analysis inclusion criteria (see Figure 7: Study population flow chart). Infants had a mean MUAC 

of 9.47 cm, 51% were male. Infants were born at 38 weeks gestation, on average. This was the first 

birth for 44.8% of mothers. Mothers, on average, were about 21 years of age, had a MUAC of 23 

cm and 4 years of education. They tended to be Muslim (91.7%), unemployed (77.6%), breastfeed 

their infant after birth (69%), and wash their hands with soap after defecation (55%), but tended 

not to wash hands with soap before eating (76%). The majority of households had a non-laundry 

bar of soap (84%), and roughly half of the households didn’t have improved sanitation. The 

average household had four members (IQR: 3-5). The study site had an average local Gini 

coefficient (based on household LSI) of 34 which coincides well with the World Bank 2005 

national estimate of 33.2 [342]. The average elevation for the study site was 25 meters (range: 18-

32 meters) above sea-level and population density of 547 people per square kilometer (range: 104-

857ppl/sqkm). Household members must travel, on average, 2.4 hours to the nearest permanent 

bazaar and 3.8 hours to the nearest paved road. Distribution information for the early-neonatal 

variables can be found in Table 4. 

5.3.2. Mid-Infancy Period 

Of the 47,091 live infants for which data were collected, only data from 24,016 infants were 

included for analysis (see Figure 7: Study population flow chart). Anthropometry was assessed at 

approximately 6 months (median: 171 days after birth [IQR: 168 – 177 days]). Infants in this 

sample, on average, had a MUAC of 13 cm and were born at 38 weeks gestation, half of which 

were male (50.2%). This was the first birth for the majority of mothers (39%). Mothers, on 

average, were 22 years old, had a MUAC of 22.84 cm, and 3.8 years of schooling. Most women 
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were still breastfeeding their infant (99%), were Muslim (91.6%), unemployed (82%), and didn’t 

wash their hands with soap before eating (81%) or after defecation (51%). Households typically 

had four members (IQR:3-5), owned a non-laundry bar of soap (82%), and didn’t have improved 

sanitation (56%). The community characteristics for this sample (Gini coefficients, elevation, 

population density and travel times) were identical to those of the neonatal sample. Variable 

distribution information for the mid-infancy sample can be found in Table 4. 

5.3.3. Collinearity 

Collinearity was tested using a correlation matrix for the variables of interest. Given the sample 

size, nearly all Pearson’s correlations were significant (α < 0.05). Several collinear relations may 

exist and values were nearly identical for both samples. LSI, for example, had notable positive 

correlations with maternal education (R = 0.61), neighborhood average LSI (R = 0.38) and 

education (R = 0.30), household size (R = 0.5), improved sanitation (R = 0.6), non-laundry bar of 

soap (R= 0.37) and other hygiene related variables. LSI was negatively correlated with parity (R = 

-0.25). All variables associated with isolation (travel times and population density) had weaker, 

but consistently negative correlations with LSI, education, and elevation. Maternal age was 

positively correlated with parity and employment, and negatively correlated with education, LSI, 

and other variables associated with economic status. 

5.3.4. Exploratory Data Analysis 

To confirm regression assumptions, variable data distributions and associations were evaluated. 

For variables which were considered continuous, many had generally normal distribution and 

near-linear associations. Maternal age and parity were two notable exceptions. Maternal age was 

observed to have a non-linear association with child MUAC. Average child MUAC appeared to 

increase until, approximately, the maternal age of 21, when average child MUAC would begin to 

decrease. This non-linear association was observable in both age groups and adjusted for as a 

linear spline with a knot at the maternal age of 21in the regression models for both groups. The 
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effect of parity appeared to have the greatest effect between nulliparous and primiparous women in 

the neonatal group, while the association was clearly linear and negative in the mid-infancy group. 

The parity distributions were also right skewed. Log-linear transformation was considered for 

parity and other slightly skewed variables, however, did not substantially change associations in 

the simple or multivariate regression models and would make interpretation more abstruse.  

5.3.5. Regressions 

Table 5 presents the simple linear regression results. The simple linear regressions provided 

univariate estimates for the associations between MUAC and relevant variables at the two age 

periods. Maternal age, having un-improved sanitation, hand washing after defecation, LSI, and 

both individual and neighborhood maternal education variables all had univariate coefficients 

which were similar at the two age periods. Gestational age, household size, religion and longer 

travel time to a permanent bazaar were associated with larger effects in the early neonatal period 

than in the mid-infancy period. Variables which had larger effects in mid-infancy were being 

breastfed, parity, gender, maternal nutritional status, maternal employment, hand washing before 

eating, owning non-laundry soap, neighborhood average LSI, local inequality (Gini), elevation and 

population density. 

Table 6 displays the results for the multivariate regression analysis. As additional variables were 

added to the multivariate model many of the variable coefficients experienced some decrease in 

magnitude and significance compared to the simple regression estimates. This is related to possible 

mediation and confounding from other variables. Figure 11 displays increases in the proportion of 

variance accounted for with the addition of each level of variables. 

Seasonality and secular trends explained a greater proportion of the variance, based on R², in the 

early neonatal period (1.33%), compared to mid-infancy (0.38%). With the addition of descriptive 

model variables, seasonal effects became more pronounced in the early months of the year for the 
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early neonatal period (February – June) and in mid-infancy (February – March). Annual control 

variables provided some puzzling results. In the early neonatal period, the influence of 2005 

became increasingly negative and significant, while the positive influence of 2006 decreased and 

lost significance with the addition of descriptive variables. There are only seven neonatal 

observations which occurred in 2007. This small sample could explain the consistent and 

significant coefficient. In the mid-infancy period, the annual dummy coefficients became 

increasingly negative and significant as descriptive variables were added to the model.  

The addition of child-level variables provided significant explanatory improvements over the 

control variables, slightly more-so in mid-infancy compared to the early-neonatal period(R² 

increased by 5.4% in neonates vs. 6.2% in mid-infants). The effect of gender became greater with 

the addition of other child characteristics compared to the simple regression. Gender coefficients 

did not change much with the addition of variables at other levels. Gender has a more substantial 

impact on child MUAC in mid-infancy compared to the early-neonatal period. Results from the 

full community model indicate the female arm circumference is approximately 0.44 standard 

deviations (SD) thinner than that of males in mid-infancy compared to the early-neonatal period 

when female MUAC is only 0.06 SD thinner than males. Coefficients for gestational age in both 

groups decreased slightly from the simple regression and after adding other child and mother-level 

variables, but were not affected when household or community variables were added. The effect of 

gestational age also remained highly significant in all regression models, although, less 

pronounced in mid-infancy. Parity became positive and significant in the early neonatal period and 

remained negative and significant for mid-infancy once added to the multivariate model compared 

to the simple regression. The parity effect increased in the neonatal and decreased in the mid-

infancy periods with the addition of maternal variables, but didn’t change after adding household 

or community variables. Results also indicate child MUAC increases by approximately 0.07 SD 

per month of age in the mid-infancy sample.  
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Characteristics of the mother also provide considerable explanatory power for both age groups, 

however, slightly more so in mid-infancy (R² increased by 4.7% in neonates vs. 6.6% in mid-

infants). Maternal age had similar effects in the simple and multivariate regressions in both age 

groups. Child MUAC in both groups tended to increase by 0.03 SD with each year of maternal 

age, until mothers were 21, when child MUAC would begin to decrease by 0.004 SD per year of 

maternal age. The coefficients for maternal education decreased from the simple regression 

estimates in the multivariate model for both age groups, however, remained relatively constant and 

highly significant when other variable levels were added. With each additional year of maternal 

education was associated with 0.018 SD and 0.011 SD greater MUAC in the early-neonatal and 

mid-infancy periods, respectively. The effect of breastfeeding experienced subtle decreases in the 

multivariate estimates for both age groups compared those from the simple regressions; however, 

the effects did not change and remained highly significant when household and community 

variables were added. Infants, who were still breast fed at the time of assessment, had MUAC 

measurements which were 0.11 SD and 1.06 SD larger than those who were not in the early 

neonatal and mid-infancy period, respectively, based on the full model. The hand washing 

variables appeared to be confounded by other maternal factors, such as education, and became 

non-significant in the multivariate models. The effect of maternal employment became significant 

and increased in magnitude in the early neonatal period, but decreased in magnitude and lost 

significance in the mid-infancy period, compared to the simple regression estimates. The 

coefficients for being non-Muslim slightly decrease in magnitude when included in the 

multivariate models, compared to the simple regression estimates, and continue to decrease with 

the addition of household and community-level variables. The children of non-Muslim mothers 

had an average MUAC which was 0.14 SD larger in the early-neonatal period and 0.08 in mid-

infancy compared to their Muslim counterparts. 
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The addition of household-level variables provided modest explanatory increases for both age 

groups, with slightly higher gains in mid-infancy as compared to the early neonatal period (R² 

increased by 0.6% in neonates vs. 0.8% in mid-infants). The effect of LSI had a subtle decrease in 

magnitude from the simple regression estimate, when added to the multivariate model; however 

changed very little when community-level variables were added. LSI applied a comparable effect, 

increasing MUAC by about 0.1 SD in both age groups with each unit integer increase in LSI. The 

coefficient for household size changed sign to become negative for both age groups, once added to 

the multivariate model, and was only significant in mid-infancy. With each additional household 

member, child MUAC would decrease by 0.02 SD in mid-infancy. This change in sign was 

associated with the addition of LSI indicating confounding. The effect of non-laundry bar soap 

also only remained significant in the mid-infancy period once adjusting for other variables of 

interest. Coefficients for both household size and bar soap decreased in magnitude for both age 

groups, compared with the univariate estimates. Having unimproved sanitary facilities no longer 

applied a significant influence after accounting for other variables, such as LSI and maternal 

education, which confound the association. 

The inclusion of community-level variables produced some minor explanatory improvements in 

both groups (R² increased by 0.3% in neonates vs. 0.5% in mid-infants).The coefficients for 

neighborhood economic and education variables decreased slightly after adjusting for other levels 

of descriptive variables however provided the most stable community effects in both age groups. 

The community economic structure appeared to have a stronger influence in mid-infancy, while 

maternal education in the community was more important in the early neonatal period. MUAC in 

mid-infancy had a significant positive association with neighborhood average LSI and significant 

negative association with increasing local inequality (Gini). The effect of neighborhood average 

maternal education was positive and significant for early neonates. The interaction coefficient for 

LSI and neighborhood average LSI was only significant for the early neonatal group. 
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The observations in this analysis occur within close proximity of each other and contain some 

spatial auto-correlation which required adjustment. The Lagrange multiplier diagnostics for spatial 

dependence indicated a spatial errors model was more appropriate compared to a spatial lag model. 

Spatial error adjustment resulted in negligible changes to control, child, mother and household 

coefficients and significant values. Many community variables, including population density, 

elevation, and travel time became non-significant. Estimates for neighborhood average LSI 

remained unchanged and strongly significant, but only in mid-infancy. The effects of local 

inequality, in mid-infancy, and neighborhood average maternal education, in the neonatal period, 

decreased in magnitude and significance, but remained significant at an alpha level of 0.05.  

5.3.6. Residual Spatial Correlation 

Residual spatial correlation for each model at both time-points was observed using correlograms. 

Figure 12 and Figure 13 illustrates the change of residual spatial correlation with the addition of 

variables at each level and after adjusting for spatially correlated errors in the early neonatal and 

mid-infancy periods, respectively. Observations in mid-infancy are noticeably more correlated 

than those made near birth. The observed outcomes and residuals from the control model exhibit 

similar spatial correlation in both age groups. Child-level variables slightly increase spatial 

correlation in the neonate group, and only slight reduction at mid-infancy. Mother variables 

provide notable decreases in spatial correlation for both groups. Household variables, when added 

to the models, did not reduce spatial correlation in the neonatal group, however had observable 

decrease in the mid-infancy group. Community variables, by and large, provided the greatest 

reduction of spatial correlation in both groups. The residual spatial correlation from the spatial 

error models disappeared, as expected, in both groups.  

5.4 Discussion 

These findings suggest that child and mother variables have a much stronger effect on MUAC 

during the first six months of life, compared to household and community variables. Seasonality 
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and secular trends had more influence in the early-neonatal period than in mid-infancy. 

Household- and community-level variables played a greater role in explaining differences in 

nutritional status in mid-infancy than in the early neonatal period. Infants displayed greater spatial 

dependence with age. Spatial dependence, as a statistical nuisance, can be adjusted for using 

spatial errors regression; however, this method does not provide any insight into the complicated 

causal pathways leading to malnutrition. Community variables, while elucidating a greater system 

of influences on individual nutritional status, also notably reduced spatial correlation between 

residuals.  

Generally, the individual- and household-level variables behaved as expected based on the body of 

nutrition literature. The effects of LSI and maternal age were nearly constant between the age 

groups. Many variables demonstrated significant importance in both age groups; however, the 

magnitude differed between the age groups indicating either diminishing or enhancing influence 

with time. Increases in parity, for example, are associated with larger MUAC in neonates, 

however, smaller MUAC later in infancy. This change in effect may be related to parity acting as 

birth-order in mid-infancy which others have also associated with decreased nutritional status 

[140,141]. The effect of gestational age is significant in both age groups; however, the magnitude 

diminishes in mid-infancy. This change is expected and most likely a result of early catch-up 

growth in premature infants [343–345].  

The role of religion, particularly Islam, in explaining differences in child anthropometry has been 

noted in several studies [163,183,346]. Islamic doctrine has strong recommendations on diet, the 

practice of consumption and times of fast and feast which may impact the nutriture of a mother 

and developing fetus. Muslim children are typically not required to fast until they reach puberty. 

These practices may explain the greater religion effect in newborns which wanes by mid-infancy. 
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Employment status may indicate increased maternal autonomy[347–350], which has been 

associated with improved child health status [50,141,178,184]. This positive effect was not 

apparent in this analysis in either age group after adjusting for other descriptive variables. 

Maternal employment status was, however, associated with decreased MUAC in the early neonatal 

period which could be related to occupational hazards[351] or less time spent at home with the 

child[137].  

The effects of biological variables, such as maternal MUAC, breastfeeding, gender and maternal 

age, while significant in both age groups, were enhanced in the mid-infancy period. These findings 

corroborate the reams of studies resounding the importance of maternal nutriture and breastfeeding 

to improve infant growth trajectories and breaking intergenerational malnutrition. 

Household size and owning non-laundry soap were only significant in mid-infancy which may be 

related to infectious transmission in the local environment to which infants are increasingly 

exposed with age. The negative effect of increasing household size could also be related to 

increasing division of resources or crowding. These findings demonstrate the dynamic process 

which occurs early in life as infants increasingly interact and are exposed to the household 

environment and ultimately influence nutriture.  

Maternal education and household economic status (LSI) are strongly inter-related; however the 

manner in which they influence child nutritional status is complex. The results from our analysis 

indicate the influences change over the course of the first few months of life. Maternal education 

was more important in the early neonatal period, compared to mid-infancy; an effect which 

became more pronounced at the community level. The community economic structure, while only 

slightly modified the household effect for newborns, explained much of the difference in mid-

infancy nutriture. Similar age-specific effects were found in a population of young children in 

Maputo, Mozambique. The study reported maternal education having a greater influence on child 
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anthropometry in the first two years of life compared to household economic status which applies 

a greater influence after a child’s second birthday [179]. These observed community effects may 

be related to the exchange of knowledge and resources between neighbors, as indicated by the 

variable, and/or aspects of the neighborhoods which wealthier, better educated households tend to 

reside. 

Increasing community average SES was closely related greater equality and community maternal 

education, all of which may apply multifactorial neighborhood health effects. They were positively 

correlated with other health related community variables such as proportion of neighbors 

practicing hand-washing behaviors, having improved sanitation facilities, and owning non-laundry 

soap as well as elevation, population density, and shorter travel times to closest bazaar and paved 

road. Living in a wealthier neighborhood not only indicated having wealthier neighbors, but also 

living in a healthier environment. Many community-level variables were considered and dropped 

in this analysis in favor of greater model stability, as they exhibited collinearity with significantly 

stronger variables. 

Other variables which are regularly included in similar studies, such as source of, and distance to 

drinking water, piped sewer, and presence of electricity, were also explored but excluded from the 

analysis. Nearly 100% of the samples receive their drinking water from wells which are nearly 

ubiquitous. Furthermore, these and other similar variables were also included in the creation of the 

LSI.  

Seasonality coefficients, while not a focus of this analysis, provided some interesting results. 

Patterning of monthly coefficients exhibited two notable “seasons”: a long season from February 

through July, and a short season from September through November. These seasons had very 

different effects, on average, for the early neonatal compared to the mid-infancy group. The long 

season had a beneficial effect for those in the early neonatal period and a detrimental effect for 
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those in mid-infancy and vis-versa for the short season. These anthropometric patterns may be 

associated with the Aman (November -mid-December) rice harvest and the smaller Aus (June-

August) and Boro (April-May) harvests and related nutritional and economic response experienced 

by the mother. Household liquid capital could fluctuate with these harvests, creating this seasonal 

pattern in infant nutriture or maternal nutriture during gestation. Unfortunately, data were not 

collected for changes in household liquid income. This temporal pattern in anthropometry, and 

relation to the fetal development cycle, is quite involved. Further investigation would be required 

to tease out any clear relationship or causality. 

5.4.1. Limitations 

The analysis could have been limited by the following. First, anthropometric data for this analysis 

were only collected at two time points in the first months of life. Some observations were also 

dropped because anthropometric measurements were not made within the mid-infancy window 

(150 – 210 days). A longer observation period with more regular measurement points could have 

provided more robust results regarding the effect of the community with increasing age.  

Second, the variables examined in our analysis represent a sample of the most salient variables 

indicated in the literature, and thus do not include all known and unknown effects at each level. As 

a result, the proportion of the variance accounted for by each level is only a result of the respective 

variable samples. Nevertheless, data collected as part of the JiVitA trial was comprehensive given 

available literature and compared to similar studies in developing settings at the time the trial was 

conducted. While this analysis has provided valuable insight into the associations between 

individual and community level SES and child nutritional status, the establishment of a causal 

pathway would be facilitated by a more exhaustive analysis.  

Third, the location information collected for this analysis is limited to the household location and 

does not account for full daily environmental exposure from places of employment, 
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relatives’/friends’ residences, and commutes. Some studies have suggested that GPS tracking of 

individual daily movement patterns provides greater precision in estimating environmental 

exposures [336,337]. Additional research should consider individuals’ geospatial, familial and 

social networks as they pertain to child wellness, as this approach may help to tease out these 

systemic causal pathways. 

5.4.2. Implications for nutritional interventions 

This analysis confirms that, in addition to characteristics of the child and mother, attributes of the 

household and community provide modest, yet notable, influence to child nutriture, which appears 

to increase with infant age. In particular, community variables afford insight into the system of 

effects leading to malnourishment while also largely reducing residual spatial correlation. Several 

individual features, such as maternal anthropometry, maternal age, breastfeeding, and child 

gender, also appear to have increasing effect with age during infancy. These findings demonstrate 

the systemic and changing influences of individual, household and community characteristics 

throughout the first six months of life. Interventions targeting characteristics with increasing effect 

with age may provide exponentially beneficial effects for childhood nutritional status.  

Through increased understanding of the complex system of influences resulting in maternal and 

child undernutrition, public health programming can further corroborate current initiatives for 

continued progress. Interventions intending to promote healthy child growth, which only target 

individuals, disregard the increasing influence of the environment and community with age. 

Interventions need to take an ecological approach, combining the successes of individual programs 

with structural and environmental components. Structural components include laws, policies and 

standard operational procedures [352]. Environmental components include living conditions, 

resources, social pressure, and opportunities available to individuals [352]. 
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While initiatives to radically improve economic circumstance are often challenging and long-term 

in scope, energy could be spent to improve the factors, often tied with economic circumstance, 

which exist in the health pathway. In the case of this analysis, efforts to promote better education, 

hygiene and sanitation throughout communities, which were correlated with wealthier 

neighborhoods, may produce similar health improvements as improving wealth itself and be, 

perhaps, a little less arduous. As examples, environmental/structural approach could stigmatize 

poor hand-washing behavior, promote family planning around seasonal nutritional fluctuations 

associated with harvests, or encourage the transmission of healthy information at a societal scale. 

5.5 Conclusion 

These findings are generalizable for most of rural southern Asia, and potentially, more broadly in 

other developing contexts. This analysis has demonstrated the analytical merits of treating infant 

nutrition from a more comprehensive ecological framework and elastically through time. Future 

studies should collect data holistically, including attributes of location, community/neighbors, and 

infrastructure, in addition to the canon of routine individual and household factors. Considering 

multi-level causality of health outcomes can elucidate greater understanding and generate more 

creative, and potentially more effective, intervention initiatives.  
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5.6 Tables 
 

Table 4: Descriptive Statistics of the JiVitA -1 population of Infants as newborns and rough six 
months of age assessed between 2001 and 2007 

  Newborns Infants 
N 15508 24016 
Child Mean SD Mean SD 

MUAC (cm) 9.47 1.08 13.03 1.05 
Parity 1.13 1.40 1.28 1.50 
Gestational Age (weeks) 37.82 2.88 37.67 2.95 
Sex (% Female) 49.33% 49.82% 
Age (Days)     173.8 9.66 

Mother         
Age (Years) 21.84 5.74 22.06 5.72 
MUAC (cm) 23.01 2.01 22.84 2.00 
Education (Years) 4.14 4.03 3.78 4.04 
Breastfed (%) 68.81% 99.32% 
Wash hands after Defecation (%) 54.99% 48.84% 
Wash hands before eating (%) 24.20% 18.95% 
Paid for work (%) 22.42% 17.56% 
Non-Muslim (%) 8.26% 8.34% 

Household         
Unimproved sanitation (%) 49.27% 55.87% 
Barsoap ownership (%) 84.20% 82.09% 
Household size 4.33 2.07 4.3 2.02 
LSI 0.14 1.00 0.01 0.99 

Community         
Average LSI (200m) -0.03 0.35 -0.04 0.35 
GINI (2000m) 34.18 0.05 34.18 0.05 
Average Education (Years) 3.44 1.24 3.43 1.24 
Population Density (100 ppl/sqkm) 5.47 1.29 5.48 1.28 
Elevation (m) 25.46 1.89 25.47 1.88 
Travel time to bazaar (Hours) 2.36 1.37 2.34 1.35 
Travel time to paved road (Hours) 3.81 2.87 3.82 2.90 

Characteristics of the JiVitA-1 population of newborns and infants at six months and their 
respective mothers, households and communities  
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Table 5: Simple linear regression results 

  Newborns Infants 
N 15508 24016 
Child Coef. SE t-value R² Coef. SE t-value R² 

Parity 0.00 0.01 -0.81 0.000 -0.06 0.00 -13.39 0.007 
Gestational Age (weeks) 0.08 0.00 30.36 0.056 0.03 0.00 12.73 0.007 
Female -0.05 0.02 -2.99 0.001 -0.43 0.01 -34.21 0.046 
Age (Days)         0.00 0.00 4.11 0.001 

Mother                 
Age 0.04 0.00 8.65 0.005 0.03 0.00 8.99 0.005 
Age  > 21 -0.05 0.01 -7.87   -0.05 0.00 -10.48   
MUAC 0.08 0.00 20.71 0.027 0.11 0.00 34.70 0.048 
Education 0.04 0.00 20.22 0.026 0.04 0.00 24.35 0.024 
Breastfed 0.17 0.02 9.93 0.006 0.93 0.08 11.93 0.006 
Wash hands after Defecation 0.09 0.02 5.61 0.002 0.09 0.01 6.92 0.002 
Wash hands before eating 0.03 0.02 1.49 0.000 0.06 0.02 3.63 0.001 
Paid for work -0.02 0.02 -1.02 0.000 0.05 0.02 3.07 0.000 
Non-Muslim 0.21 0.03 7.40 0.003 0.19 0.02 7.99 0.003 

Household                 
Unimproved sanitation -0.22 0.02 -14.23 0.013 -0.25 0.01 -19.69 0.016 
Barsoap ownership 0.16 0.02 7.43 0.003 0.26 0.02 15.47 0.010 
Household size 0.04 0.00 10.49 0.007 0.01 0.00 4.05 0.001 
LSI* 0.18 0.01 23.20 0.033 0.18 0.01 27.65 0.031 

Context                 
Average LSI*† 0.30 0.02 13.29 0.011 0.38 0.02 20.69 0.017 
GINI Coef‡§ -1.06 0.17 -6.41 0.003 -2.23 0.13 -16.71 0.011 
Average Education† 0.09 0.01 14.57 0.013 0.09 0.01 18.37 0.014 
Pop. Density (100 ppl/sq. km) -0.03 0.01 -5.16 0.002 -0.04 0.00 -8.81 0.003 
Elevation (m) 0.01 0.00 2.02 0.000 0.02 0.00 6.21 0.002 
Travel time to bazaar (Hr) -0.03 0.01 -4.39 0.001 -0.02 0.00 -3.51 0.000 
Travel time to paved road (Hr) 0.00 0.00 -0.54 0.000 0.00 0.00 -1.14 0.000 

Coefficient values are changes in standard deviation in scaled and centered  MUAC from the respective study populations of newborns and 
infants 
* Living Standards Index         
† Includes neighbors within a 200 meter radius         
‡ Includes neighbors within a 2000 meter radius       
§ Mean Centered 
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Table 6: Multivariate regression coefficients estimating scaled and mean centered newborn and infant 
MUAC 
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5.7 Figures 
 

 

Figure 12: Variance accounted for with addition of each level of variables 

This graph depicts, on the y-axis, the variance accounted for (R²) with the addition of each level of 
variables on the x-axis. Note a greater proportion of variance is accounted for by mother, 
household and community variables in the infant group, compared to the neonate group. 
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Figure 13: Correlograms for growth model residuals in the neonatal group 

Correlograms depicting spatial correlation between observations and explanatory models in the 
newborn group. Neo MUAC (black) = Unadjusted Neonatal MUAC; M1(red) = Control Model; 
M2 (blue) = Child Model; M3 (green) = Mother Model; M4 (purple) = Household Model; M5 
(orange) = Community Model; M6 (yellow) = Spatial Errors Community Model. The dashed line 
indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is 
on the x-axis. 
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Figure 14: Correlograms for growth model residuals in the mid-infancy group 

Correlograms depicting spatial correlation between observations and explanatory models in the 
mid-infancy group. Inf MUAC (black) = Unadjusted Infant MUAC; M1(red) = Control Model; 
M2 (blue) = Child Model; M3 (green) = Mother Model; M4 (purple) = Household Model; M5 
(orange) = Community Model; M6 (yellow) = Spatial Errors Community Model. The dashed line 
indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is 
on the x-axis. 
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Chapter 6 Ending intergenerational malnutrition: A systems approach to explain 
heterogeneity in infant growth trajectories 

6.1 Abstract 

The effects of poor growth early in life can resonate well into adulthood. The body of nutritional 

literature has noted those of similar nutritional status to cluster spatially, indicating possible 

contextual influences. Previous research investigating differences in growth trajectories has 

primarily focused on characteristics of the pregnancy, the mother, and the child at birth, while 

predominantly ignoring context. This analysis considers the role of context in determining 

differences in growth trajectories, and accounting for spatial correlation, after adjusting for 

relevant characteristics of the child, mother and household. Using data from the JiVitA-1&2 trials 

in northwest Bangladesh, determinants were grouped by level then added sequentially to a linear 

regression model accounting for seasonal, secular and spatial error effects. Residual spatial 

correlation from each sequential model was observed with correlograms and interpolated maps. 

Determinants of infant growth at the child, mother, household and contextual levels explained 

35.9%, 2.1%, 0.8% and 1.3% of the respective variance. Contextual variables accounted for more 

spatial correlation than any other group of variables and explained more of the variance than 

household-level variables. MUAC at birth alone attributed 32.7% of the variance. Determinants 

related to socioeconomic status (SES), such as maternal education, household economic status, the 

average and distribution of neighborhood wealth and average neighborhood maternal education 

also provided notable influence. The findings from this analysis suggest, after accounting for child 

and mother-level covariates, context better explains differences in growth trajectories than 

household characteristics and modifies effects at lower levels. Public health programing needs to 

target adolescent girls, mothers and pregnancies as early as possible to give children a healthy 

starting point as well as role of the environment and community as they modify child and mother 

effects. 
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6.1 Introduction 

Children born to poorer families and malnourished mothers start life at a marked disadvantage, 

which continues to reverberate throughout life. Those born to malnourished mothers are more 

likely to be small for gestational age, low birth weight, and have smaller anthropometric 

measurements through infancy [10–19]. Poor growth in early childhood, especially in the first two 

years, can lead to irreversible damage and reduced human capital [22–28]. Nutritional status in 

infancy is associated with mental development [27,37,38], future academic performance [28,39], 

alcohol and drug use, fertility [39], blood pressure [29–34], insulin resistance [31], risk of stroke 

[35], metabolic syndrome [36] and ultimately adult economic productivity [26]. Therefore, early 

childhood nutritional status can act as a multi-factorial indicator for future health and productivity.  

A child’s health can also be influenced by the socio-economic status of their parents. Children 

born to poorer families experience poorer health in childhood and reduced productivity and health 

as adults [40–42]. This effect may be exacerbated with prolonged poverty [19]. Additionally, 

children born to uneducated mothers tend to have reduced anthropometry [43] and are less likely 

to go to school [44], which is related future economic productivity. Since malnutrition is so closely 

tied with poverty, and both malnutrition and poverty can be intergenerational, these effects further 

entrench offspring into desperate circumstance.  

Generally speaking, individual nutritional status is determined through two primary pathways: 

biology and socio-economy. Biological factors include age, gender, parental anthropometry, fetal 

development[12,70,142–144], anthropometry at birth[22], infection [5,7,85,89,91,92,96,160], 

among others. Socio-economic factors are considered to be one of the basic causes of ill health and 

poor nutritional status in individuals, as mediated through hazardous exposures (e.g., suboptimal 

sanitation, drinking water quality, hygiene) as well as limited access to health-promoting resources 

(e.g., high-quality food, healthcare, electricity, health insurance) [136,137]. A household’s 

economic status is closely linked to education, each enhancing the other, and higher academic 



91 
 

attainment is associated with greater earning potential and greater economic standing. Education is 

also related to knowledge of healthy behaviors[23,108]. These pathways substantially influence 

health in both adults and their children, and have been explored at length during the past several 

decades of research. While such explanatory models have provided considerable implications for 

intergenerational malnutrition, they have not accounted for all of the differences in individual 

nutritional status.  

Several authors have reported spatial patterning, or clustering, of malnourished populations [3,49–

52,56,57,60,160,223,240,285]. This phenomenon suggests that malnutrition may be subject to 

contextual influences. Others have considered this issue, reporting external influences from 

agricultural factors [56,57,227,228], elevation [15,49,55], rural-urban differences 

[91,94,180,181,192,245,246], distance from urban centers [99], population density [59], 

community economic structure [21,177,180,190,191,248], average neighborhood educational 

attainment [43,58,141,176],  individual-community interactions[21,49,110,250], community 

stability [232,248,260], and increased access to public goods such as schools, health services 

[21,23,60,99,195,232,236–239], electricity [139,236], paved roads [57,210,240], and piped water 

[57,60,94,229,236,241]. Until recently, spatially explicit data, such as that which was used in these 

types of studies, has been difficult to acquire in conjunction with study time, scale and location. 

Data sources were often not available, of poor quality, or did not match the study period or 

geographic scale. Most of the analyses referenced above required data from many external sources, 

potentially impacting validity, as opposed to being collected holistically as part of a 

comprehensive dataset.  

Much of the nutrition literature has focused on individual and household determinants and has 

failed to consider how contextual factors, discussed previously, may be transmitted between 

generations and, ultimately, impact longitudinal growth trajectories in infancy. Emanuel (1986) 

defined intergenerational influences as “conditions, exposures, and environments experienced by 
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one generation that relate to the health, growth and development of the next generation.” These 

influences may become more pronounced when generations share similar circumstance. 

Substantial improvements in linear growth have been observed with change in circumstance 

related to child adoption, family migration, or swift national socio-economic development [18]. 

Children born to mothers who were malnourished as children can experience nearly normal growth 

when “profound improvements in health, nutrition and the environment take place before 

conception” [18]. Healthy growth in the first two years of life is particularly important. It is in this 

period which growth faltering is most pronounced  [45–47] and recovery is increasingly difficult if 

improvements are not made [48]. If children are to break from the shackles of intergenerational 

malnutrition, it is imperative that we gain a better understanding of the system of influences so as 

to design interventions to be as effective as possible.  

The current body of evidence upholds the premise that individual nutritional status is a 

consequence of more than just individual or household factors. Rather, it is a product of an 

interaction between individual circumstance, local context and intergenerational influences. A 

more complex analytical approach may be appropriate for the analysis of individual health and 

nutritional status. Systems biology, or systeomics, is an approach typically used in genetics 

research to observe complex interactions between the causes and effects in biological systems 

[63]. In the case of nutritional epidemiology, using this type of approach, individuals may be 

considered as cells, their households and families as tissue, and their neighborhoods as organs, 

such that individuals are interconnected to the system as a whole, applying positive, negative, and 

interactive effects. 

The present analysis explores infant growth trajectories as an ecological product resulting from an 

interaction of biological, socio-economic and contextual forces. Data from a comprehensive cohort 

study in north-west Bangladesh has provided intriguing evidence for intergenerational malnutrition 

as an ecologic phenomenon. From these data, a spatial trend is observed in anthropometry of 
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expectant mothers across the study area, with healthier women in the west and thinner women in 

the east. This pattern was not well manifested in the anthropometry of their newborns, seemingly 

protected from the status of their mothers; however, by roughly six months, infant anthropometry 

mirrored that of their mothers relative to the respective means. Thus, over the course of the first six 

months of life, the near random distribution of birth anthropometry rapidly take on the spatially 

distinctive character of their mothers (see Figure 14). The objective of this analysis is to consider 

the spatial patterning of this intergenerational trend and investigate the interactions of biological, 

socio-economic, and contextual forces at several levels to determine the underlying effects leading 

to the observed spatial patterning. The analysis implemented in this analysis is loosely based on 

the constructs of systems biology.   

6.2 Subjects and Methods 

6.2.1. Study Population and Data 

Data used for this analysis were collected as part of a sample from a prospective mother-infant 

dyad cohort that was enrolled in a double-masked, cluster-randomized, dual-intervention, placebo-

controlled trial conducted by the JiVitA project. The study population has been described in detail 

elsewhere [67]. In brief, the study site is a contiguous rural flood prone area of approximately 435 

sq km located to the west of the Jamuna river, in northwest Bangladesh (Figure 5). The site was 

selected to reflect vital, health, and nutritional risks of the rural Bangladeshi population [67]. The 

site is also characterized by its remoteness and agrarian nature and is similar in context to many 

areas of south Asia.  

Of the 125,257 women eligible to participate in the trial, 59,666 were detected as pregnant and 

subsequently enrolled between August 2001 and October 2006. From those enrolled, data were 

collected for 42,185 of their infants, 18,157 of these infants had additional measurements as 
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newborns. Since nutritional status was one of the primary outcomes of interest, anthropometry was 

meticulously measured in triplicate.  

For the purposes of identification, enrollment, and tracking of study participants, the JiVitA 

Geographic Information System was established as a method of rural addressing (Figure 6). The 

system includes 236,681 landmarks, 149,402 of which are households, study and political 

boundaries, local roads and paths, and hydrologic features. The system was maintained and 

updated throughout the JiVitA – 1 study period (2001-2007). The details of the JiVitA Geographic 

Information System can be found elsewhere [317]. 

6.2.2. Variables of interest 

The primary outcome of interest is the average daily change in mid-upper arm circumference 

(MUAC) among children at birth and mid-infancy (between 5-7 months since birth). Change in 

MUAC was treated as a continuous variable. Values were mean centered and scaled based on the 

sample distribution such that the primary outcome was standard deviation from mean zero. This 

adjustment was meant to provide outcome values relative to the study population. MUAC 

measurements were performed by JiVitA field staff trained and standardized in anthropometry. 

Triplicate measurements were taken for precision and then averaged. As discussed in Chapter 2, 

MUAC was chosen over other anthropometric measurements for its ease of field administration 

and its relation to physiologic processes [73,77]. MUAC is highly correlated with other 

anthropometric measurements [13,69,71,78], has demonstrated sensitivity to short term changes in 

nutrition [75,78–84], predicts lean and fat mass equally well [31] and has been used to indicate 

episodes of growth faltering [85].  

To explore the manner in which the observed spatial patterning relates to interacting biological, 

socioeconomic, and contextual forces, this analysis will consider effects at several levels which 

were discussed in Chapter 2. Biological forces will include child gender and MUAC at birth, and 
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maternal MUAC, age and breastfeeding behavior. Anthropometry at birth is closely related to 

maternal anthropometry and both are associated with fetal development/gestational age at birth, 

maternal age, and socioeconomic status. Socioeconomic forces will include maternal education 

and a household living standards index. Contextual forces considered are the neighborhood 

average LSI and maternal educational attainment, local inequality (Gini), population density, 

elevation, and travel time to the nearest bazaar and paved road.  

6.2.3. Data Analysis 

Statistical analysis was accomplished using R Statistical Software (Version 3.1.1)[353]. 

Exploratory data analysis (EDA) was conducted to evaluate data distribution and potential 

collinearity and confirm regression assumptions. Neighborhood was defined through both field 

knowledge and observation of spatial dependence in outcome measurements, using a correlogram. 

Correlograms were used to compare spatial auto-correlation between observation locations for all 

variables of interest. Correlograms were chosen over semi-variograms, which are generally more 

common in spatial statistics, to retain a common scale of reference (-1:1) so clear comparisons 

could be made. Correlograms, semi-variograms and covariograms all essentially have similar 

calculations and evaluate spatial auto-correlation.  

To evaluate statistical associations, linear regression techniques were employed. Coefficients from 

both simple and multivariate regressions were compared to determine possible mediation and 

confounding. Dummy variables for month and year of birth were added to all multivariate 

regressions to adjust for seasonality and secular trends. Effects at each level were added 

sequentially to observe associated explanatory gains. Five multivariate models were estimated and 

are described below. 

Model 1: Child Model – The child model adjusts for child gender and MUAC at birth. Gestational 

age and parity were not included since they are closely related with anthropometry at birth. These 
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variables adjust for the primary biological pathways at the child level which are associated with 

growth rate. 

Model 2: Mother Model – The mother model adjust for maternal age and MUAC. This model 

builds on the child model by adjusting for variables of primary biological influence on child 

growth rate. Maternal MUAC also partially mediates the effects of maternal socioeconomic status.  

Model 3: Socioeconomic Model – The socioeconomic model adjusts for maternal education and 

household living standards. This model builds on the mother model, which accounts for biological 

factors associated with child growth at the child and mother level, and adds variables associated 

with circumstance which may influence child growth either directly or indirectly.  

Model 4: Context Model – The context model builds on the socioeconomic model and explores the 

effects applied from an individual’s location and community. Variables considered are elevation, 

population density, travel time to the nearest permanent bazaar and paved road, neighborhood 

economic structure (average living standards and local Gini coefficient), and neighborhood 

average maternal education.  

Model 5: Context Model with Interactions – Interactions between individual socioeconomic 

variables and context variables were also considered. Contextual variables and interactions were 

then selected based on variable coefficient significance and improvements to overall model fit.   

Residual spatial auto-correlation from each model was evaluated using correlograms. Model 

residuals were also exported from R and imported into ArcGIS 10.2.2 where they were 

interpolated using ordinary kriging and mapped for visual inspection. 

6.3 Results 

Data were available from 59,854 expectant mothers, and 47,091 children, however, only a subset 

of 18,157 had measurements as newborns which were made as close to birth as possible (median: 
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18 hours of age [IQR: 9-36 hours])[316]. After exclusions, data from 17,244 children were 

included (see Figure 7: Study population flow chart). Table 7 depicts the dependent and 

independent variable distributions. The children, on average, had a MUAC of 9.46cm at birth and 

13.00cm in mid-infancy, and gained 0.02 cm in MUAC per day in between. They were born at a 

median of 38 weeks gestation and roughly half (48.33%) were female. They were born to 

generally uneducated and malnourished mothers (mean MUAC: 22.97) with nearly half falling 

below the 23cm cut-off for “low MUAC” [354]. The study population was reasonably isolate, 

most needing to travel over two hours to the nearest permanent bazaar and three hours to the 

nearest paved road. Distribution of resources was fairly equitable (mean Gini: 34.18) and 

comparable to the World Bank’s 2005 national estimate of 33.2[342].  

6.3.1. Neighborhood Determination 

After considering observed spatial dependence and field knowledge, neighborhood was defined as 

those living within 200m and 2000m. Both radii were evaluated for context variable calculations. 

With the exception of the local Gini calculation, variables were more influential when calculated 

with the 200m radius. The local Gini variable was more influential when neighbors within the 

2000m radius were included, most likely related to Gini being an estimate of dispersion.  

6.3.2. Collinearity 

Potential collinearity between variables of interest was assessed with pair-wise Pearson’s 

correlation calculations. Due to the sample size, most of the correlation coefficients were 

significant, regardless of magnitude. Early Neonatal MUAC was correlated with gestational age (R 

= 0.22), maternal MUAC (R = 0.17), LSI (R = 0.19), maternal education (R = 0.16) and the 

neighborhood averages for LSI (R = 0.11) and maternal education (R= 0 .11). These variables 

were also closely correlated to each other. Maternal education was closely associated with LSI 

both at the individual (R = 0.60) and neighborhood (R = 0.76) level. Context variables were also 

correlated with each other with R values generally ranging between +/- 0.1 to +/- 0.53. 
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6.3.3. Regression Analysis 

Table 8 displays the results of the simple linear regressions. Generally, much of the difference in 

growth rate was explained through biological variables at the child-level. MUAC at birth was 

negatively associated with child growth rate and accounted for the greatest portion of variance (R² 

= 0.327). Female gender and gestational age were also negatively associated with growth rate and 

accounted for 2.6% and 1.3% of the respective variance. Biological variables at the mother-level 

demonstrated non-linear associations with child growth. Infant growth rate was positively 

associated with maternal age and maternal MUAC until 21 years of age and 26cm, respectively, 

when the slope of association would change. This non-linear association was observed graphically 

and statistical for both maternal variables. Addition of the mother-level biological variables 

improved the fit, based on R², of the child-model from 0.359 to 0.38 and decreased AIC by 865.94. 

Interestingly, the socioeconomic variables were non-significant in the simple linear regressions, 

however, became significant (p < 0.0001) after adjusting for the biological variables at the child 

and mother level. Maternal educational attainment and household living standards are both 

positively associated with child MUAC growth rate. The addition of socioeconomic variables 

provided modest improvements in model fit, increasing R² from 0.38 to 0.39 and decreased AIC 

by 220.04 from the mother-model.  

The model fit improvements associated with the contextual variables were comparable to those of 

the household variables, increasing R² from 0.39 to 0.40. Contextual and interaction variables 

decreased AIC by 390.87, which is nearly twice the reduction found when household variables 

were added to the model. Economic inequality (Gini) was one of the strongest contextual 

variables. Many of the economic context variables exhibited convoluted non-linear associations 

with residuals from the previously discussed more basic models. Exploratory data analysis 

suggested these observed non-linear associations may be the result of variable interaction. Many 

significant interactions were found, however, interactions between MUAC at birth and LSI and 
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between gestational age and average neighborhood LSI were conceptually plausible and provided 

the greatest improvements in model fit. These interactions depicted an interesting phenomenon. 

The growth of infants who were born early and/or smaller, to wealthier households was notably 

faster than their poorer counterparts, while infants who were born later in gestation and/or larger to 

wealthier households grew more slowly than those of poorer circumstance. Elevation was 

significant and positively associated with anthropometric growth when added to the household 

model, however, became non-significant when economic context variables were added and was 

excluded from the full model. Population density was significant and positively associated with 

growth, even after adjusting for other relevant context variables. Results from the multivariate 

regression analysis can be seen in Table 9.   

6.3.4. Spatial Correlation 

Spatial auto-correlation of the variables of interest was explored using correlograms. Figure 15 

displays correlograms for our study population of mothers and their children at birth and roughly 

six months of age. The correlation between early neonates appears to be present and similar to 

mothers at closer distances (<2000m), however, disappears quickly at approximately 4000m. 

Correlation between infants within closer proximity (<2000m) was much higher than early 

neonates and mothers, however, weakened rapidly and remained until roughly 8000m. The 

correlation between mothers was lower than infants, but similar to neonates in close proximity 

(<2000m) and waned slowly with distance until about 12000m. The correlograms created for 

select explanatory variables can be seen in Figure 16 - Figure 18. Correlograms indicated some 

spatial auto-correlation of LSI and maternal education between observations. The biological 

effects of maternal age, gestational age and child gender occurred nearly randomly across space, as 

expected. This was further corroborated when these variables were included into regression 

models and residual auto-correlation was observed. After adjusting for these biological effects at 

the child level, model residual spatial correlation increased. Addition of mother and SES variables 
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only slightly decreased residual spatial correlation. Context variables, however, provided 

substantial decreases in correlated residuals. Local inequality (Gini) accounted for considerably 

more of the residual spatial correlation than any other explanatory variable. Reductions in residual 

spatial correlation accounted for by each multivariate regression can be seen in Figure 19 and 

Figure 20.  

6.4 Discussion 

The findings from this analysis have provided supporting evidence for the relevance of location 

and community in determining infant health and nutritional status. Biological factors of the mother 

and child were important in explaining differences in infant growth trajectories. Infants enjoy 

protective effects from higher economic status both at the household and community levels, which 

interact with characteristics of newborns resulting in differing growth trajectories. Birth size, 

gestational age, and infant gender were generally dispersed randomly across the study site. After 

accounting for these variables, model residuals became substantially more spatially correlated. 

Community economic structure, inequality, in particular, was primarily responsible spatial 

clustering observed in this analysis. This analysis also reveals population sorting; a more pervasive 

societal issue which marginalizes economically disadvantaged households into locations with 

greater environmental hazards, in our seemingly homogenous rural developing setting. 

The predominant effect determining anthropometric growth in this population of infants was 

anthropometry at birth. Infants with the greatest MUAC as newborns grew at a rate that was 

roughly six standard deviations slower than those born with the smallest MUAC. This effect is 

most likely related to catch-up growth which has been observed in several other studies [355,356]. 

MUAC in the first few days of life alone accounted for approximately 32% of the variance in 

infant MUAC growth. Child-model residuals demonstrated strikingly more spatial correlation than 

were observed in infant growth alone. This suggests much of the spatial randomness in MUAC 
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growth was accounted for by characteristics of the child and some of the unadjusted effects have 

spatial structure.  

Maternal variables, such as MUAC and age, were also important in explaining growth-rate 

differences. The associations of maternal MUAC and age with change in infant arm-circumference 

were found to be non-linear. The association between maternal MUAC and infant growth was 

continuous, positive and significant. There was a noticeable change in association for mothers with 

MUAC greater than 26 cm, when the rate of increase lessened, but remained positive. The 

depreciated benefit after 26cm provides evidence supporting this as a cutoff for healthy maternal 

MUAC as suggested by others[316,357–359], since an optimum maternal MUAC has not been 

adequately explored[354]. The association between maternal age and infant growth was positive 

with a peak at the maternal age of 21, where, thereafter, the association was negative. Within the 

study population, maternal age ranged from 9 to 48. Holding all else constant, infants born to 21 

year-old mothers grew approximately 0.2 standard deviations faster than their counterparts born to 

the oldest and youngest mothers. This may suggest a peak of female reproductive health at 

approximately 21 years of age, similar to the findings of Ketterlinus (1990) related to risk of 

LBW[360]. Valero De Bernabé (2004) also noted this parabolic association with low birthweight 

[361]. This could represent a peak of physiological and/or psychological maturity as well as 

necessary reproductive competence. Mother and SES variables improved overall model fit, 

however only minor decreases in residual spatial auto-correlation.  

Context variables provided similar improvements to overall model fit and reduced residual spatial 

auto-correlation considerably. Local inequality was particularly important in explaining the spatial 

patterning of growth-rate differences across the study area. The average change in MUAC of 

infants living in the most economically equal neighborhoods was 0.4 standard deviations larger 

than those living in the least economically equal neighborhoods, holding all other variables 

constant. This finding is particularly interesting in that data for local variation in economic 
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inequality is rarely available or explored. The local Gini variable performed better with the 2000m 

radius than the 200m radius used for other contextual variables. Others have also found inequality 

(Gini) to be less sensitive with smaller spatial resolution [21,190]. In similar analyses, greater 

inequality was associate with higher rates of stunting[21,190], greater food poverty [235], and 

higher preventable and immediate death rates [325].  

Neighborhood average maternal educational attainment and average LSI were also important 

contextual variables associated with approximately 0.24 and 0.12 standard deviations of growth 

rate difference, respectively, across the study population. Similar studies have also found 

community average maternal education[141] and SES[191] to independently influence child health 

as well as modify the effects of individual and household characteristics. These studies suggested 

the importance of basic community resources as determinants of child health.  

While household SES was a dominant determinant of child health in this analysis, community 

economic structure modified individual circumstance considerably. On average, the nutritional 

status of children born to poorer households living in wealthier neighborhoods often surpassed 

wealthier households residing in poorer neighborhoods (see Figure 21). This was particularly 

apparent when infants were stratified by birth anthropometry (see Figure 22). Neighborhood 

economic structure appeared to ‘sort’ individual growth better than household circumstance alone 

after adjusting for birth size. The observed synergy between individual and neighborhood 

circumstance could be homophily, a network-level effect of similarity of social contacts – as 

proposed by Centola (2011). Unhealthy individuals who interact with healthy individuals, are 

more likely to adopt similar healthy behaviors, however, unhealthy individuals interacting in a 

network of similar unhealthy individuals are the least likely to adopt healthy behaviors [328]. 

Those residing in wealthier neighborhoods may also have access to more shared resources, 

improved public provisions and have greater neighbor support and social cohesion. 
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During the model building process, it became clear there was notable collinearity between the 

contextual variables. Wealthier households tended to reside near other wealthy households, 

creating wealthier neighborhoods. Those wealthier neighborhoods tended to be at higher elevation 

with lower risk of flooding, closer to paved roads and regular bazaars and with somewhat greater 

population density. Neighborhoods with greater average wealth also tended to have less inequality 

and greater average maternal educational attainment. Aspects such as elevation and proximity to 

paved roads may be related to household income generation. Brown (2003), in an analysis 

conducted in Nepal reported that households located closer to primary roads had smaller land 

holdings, greater access to agrochemicals and greater access to income through off-farm 

employment; more remote households had larger landholdings and were more reliant on 

subsistence agriculture. Authors reported land use was largely related to household elevation and 

suggested inequality in landholdings largely translated into economic inequality[294]. Brouwer et 

al. (2007) conducted in Bangladesh reported that households with lower income and less access to 

productive natural assets (i.e. landholdings) experienced increased risk of flooding. In addition, 

this analysis observed greater disparity in income and asset distribution at the community level in 

areas with greater flood risk [207].  

Our analysis and others have found economically vulnerable populations are disproportionally 

exposed to hazardous environmental conditions and experience greater health risks. Poorer 

households are often marginalized into communities which experience elevated environmental 

risks. Studies have observed those of lower SES residing closer to polluting facilities [287], have 

greater difficulty relocating from regions prone to natural hazards [288], and have a modified acute 

effect from exposure to black smoke pollution [289]. Several analyses have considered area-based 

environmental health hazard exposure from multiple dimensions such as air pollution, climate, 

industrial facilities, UV radiation, and green space, as they related to proximate household 
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economic status. These analyses have found multiple environment deprivation to be associated 

with economic status in the UK[290,291] and New Zealand[292].  

6.4.1. Limitations  

This analysis could have been limited by the following. First, this analysis only considered 

anthropometric measurements made at two time-points during infancy. Furthermore, 

measurements were attempted at precise time intervals (i.e. 0, 3 and 6 months), however, for 

multitude of reasons, and they occurred earlier or later than the intended time point. These findings 

could have been more robust had this study had a longer observation period and data been 

collected at precise time points.  

Second, since data collection only occurred at one study location and many of the effects are 

context specific, our inferences may not be generalizable elsewhere. Similar analyses would need 

to be reproduced in different developing locales for global inferences to be made. The study 

population was however, representative of rural developing southern Asia and inferences may be 

applicable in similar settings.  

Third, the association between infant growth and neighborhood circumstance provides suggestive 

evidence for multi-level health influences, however, doesn’t elucidate causal pathways. Future 

research should investigate how characteristics of the community assert forces on individual 

health. These effects may be related to shared resources and knowledge, circulating values and 

norms, social capital and support, collective efficacy and organization, or social and familial 

contact networks. Additionally,  previous work has suggested the period of poverty (permanent vs. 

contemporaneous) was related to greater risk of restricted inter-uterine growth[19]. Data detailing 

the tenure of poverty exposure were not available for this study and could have provided greater 

explanation for differences in infant growth. 
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6.4.2. Intervention Implications 

The findings of this analysis suggest intervention efforts intending to break intergenerational 

malnutrition should focus on improving maternal nutritional status, increasing maternal education 

at the individual and neighborhood level and creating healthier environments. These 

recommendations complement those of Underwood (2002) to interrupt the intergenerational 

consequences of malnutrition. They suggest intervention efforts should focus on adolescent girls, 

pregnant women and lactating women and their children up to 2 years, with particular focus on 

women in the pre-conception period [362]. The nutritional status of soon-to-be mothers, as it is 

related to the initial size and gestational age of infants, which is closely related to growth rate, 

could provide the greatest impact for future generations. The nutritional benefits of greater 

maternal education at the individual and neighborhood level may be more directly impacted 

through improved nutritional knowledge [23,108]. Interventions in rural areas, which improve 

nutritional knowledge, in even a small number of individuals, increase the over-all neighborhood 

nutritional benefit as information disseminates through the community [327]. The benefits of 

increasing average community knowledge is appreciably larger than that of an individual in 

isolation[327], and may follow social contact networks [328]. Substantial changes in context have 

also observed improved linear growth in children[18], however, these changes were associated 

with child adoption, family migration or large-scale societal economic development. These types 

of interventions are, to say, less-than ideal. Interventions could, instead, focus on aspects of what 

makes healthier environments which promote healthy child growth. Such aspects could include 

improved societal nutritional knowledge, hygiene practices, social cohesion and support as well as 

collective efficacy, or public provisions and infrastructure. 

6.5 Conclusion 

In conclusion, differences in growth trajectories, after accounting for birth size, gestational age and 

infant gender, are determined through differences in biological features of the mother as well as 
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household and community socioeconomic circumstance. Interventions should focus on the health 

and education of mothers, household economic status and community circumstance in efforts to 

improve infant growth trajectories and break the chains of intergenerational malnutrition in 

developing settings.  

This analysis also demonstrated the research advantages of taking a more holistic systems biology 

approach to understanding differences in nutritional status. Individual factors had significant 

interactions with household- and community-level characteristics which helped explain differences 

in infant growth trajectories. Community context played a significant role in sorting infant 

anthropometry, more-so than individual-level SES. Future research should consider a systems 

approach to improve understanding of the ecologic causal pathways surrounding intergenerational 

undernutrition.  
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6.6 Tables 
 

Table 7: Descriptive statistics of the JiVitA-1 population of infants assessed between 2001 and 2007 

  Mean SD 
Child     

MUAC Growth Rate 0.02 0.01 
Gestational Age (weeks) 37.86 2.84 
Early Neonatal MUAC (cm) 9.46 1.08 
Mid-Infancy MUAC  (cm) 13.00 1.04 
Female (%) 49.59% 

Mother     
MUAC (cm) 22.97 2.00 
Age (years) 21.89 5.86 
Breastfed at 6 months (%) 99.27% 

Socioeconomic     
Household LSI 0.17 1.01 
Maternal Education 4.27 4.04 

Context     
Average LSI*† -0.02 0.36 
Average Maternal Education† 3.46 1.24 
Gini Coefficient‡§ 0.01 0.05 
Pop. Density (100ppl/sq. km) 5.49 1.31 
Elevation (m) 25.45 1.88 

* Living Standards Index             
† Includes neighbors within a 200 meter radius             
‡ Includes neighbors within a 2000 meter radius           
§ Mean Centered     
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Table 8: Simple linear regression results 

  Coef. SE t value R² 
Child         

Newborn MUAC (scaled) -0.58 0.006621 -87.833 0.327 
Gestational Age (weeks) -0.04 0.002799 -14.65 0.013 
Female -0.32 0.01566 -20.46 0.026 

Mother         
MUAC (cm) 0.01 0.00396 3.274 0.001 
Age (years) 0.00 0.00136 -3.252 0.001 
Breastfed 0.52 0.09932 5.235 0.002 

Socioeconomic         
Household LSI* 0.00 0.007838 0.289 0.000 
Maternal Education 0.00 0.001966 -0.37 0.000 

Context         
Average LSI*† 0.05 0.024072 2.029 0.000 
Average Maternal Education† 0.00 0.006858 0.705 0.000 
Gini Coefficient‡§  -1.14 1.79E-01 -6.331 0.003 
Pop. Den. (100ppl/sq. km) -0.01 0.006592 -1.062 0.000 
Elevation (m) 0.01 0.004483 2.061 0.000 

Coefficient values are changes in standard deviation in scaled and centered MUAC from the JiVitA-1 population of 17,244  infants 
* Living Standards Index                 
† Includes neighbors within a 200 meter radius                 
‡ Includes neighbors within a 2000 meter radius               
§ Mean Centered         
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Table 9: Multivariate regression results 
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6.7 Figures 
 

 

Figure 15: Intergenerational spatial patterning across the JiVitA study site 

This figure depicts the spatial patterning in mid-upper arm circumference (MUAC) observed by 
quintile across the JiVitA study site for mothers and their children as newborns and at 
approximately six months of life. Dark blue/brown indicates the largest/thinnest MUAC. Note the 
relative homogeneity of MUAC distribution at birth, turning into a near-mirror image of maternal 
MUAC gradient by 6 months of life. 
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Figure 16: Correlograms of Mid-upper Arm Circumference 

Correlograms depicting spatial correlation between observations in population of mothers, 
newborns and infants at six months. Mom (black) = Unadjusted Maternal MUAC; Neonate (red) = 
Unadjusted Newborn MUAC; Infant (blue) = Unadjusted Infant MUAC at about six months. The 
dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, 
in meters, is on the x-axis. Note quick reduction of correlation with distance in the 
neonatal/newborn group compared to the more sustained trends in mothers and infants at 
roughly six months 
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Figure 17: Correlograms of select explanatory variables 

Correlograms depicting spatial correlation between observations’ selected explanatory variables. 
LSI (maroon) = Household Living Standards Index; ED (gray) = Maternal educational attainment; 
Mom Age(red) = Maternal age; Gender (purple) = Child gender. The dashed line indicates the 
point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis. 
This figure shows the relative scale of difference in the spatial correlation found in select 
variables. Note the spatial correlation of education and LSI compared to the randomness 
found in the spatial distribution of maternal age, gestational age and gender. 
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Figure 18: Correlograms of select explanatory variables 

Correlograms depicting spatial correlation between observations’ selected explanatory variables. 
Av. LSI (Gold) = Neighborhood (200 m) average Living Standards Index; Av. ED (blue) = 
Neighborhood (200 m) average maternal educational attainment; LSI (maroon) = Household 
Living Standards Index; ED (gray) = Maternal educational attainment; Mom Age (red) = Maternal 
age; Gender (purple) = Child gender. The dashed line indicates the point of zero correlation. 
Correlation is on the y-axis and distance, in meters, is on the x-axis. This figure shows the 
relative scale of difference in the spatial correlation found in select variables and how 
contextual variables are far more correlated than those at the individual and household 
levels. 
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Figure 19: Correlograms of select explanatory variables 

Correlograms depicting spatial correlation between observations’ selected explanatory variables. 
GINI (black) = Local (2 km) inequality measured by the Gini coefficient; Pop (red) = Population 
density; Elev (green) = Household elevation; Av. LSI (Gold) = Neighborhood (200 m) average 
Living Standards Index; Av. ED (blue) = Neighborhood (200 m) average maternal educational 
attainment; LSI (maroon) = Household Living Standards Index; ED (gray) = Maternal educational 
attainment; Mom Age(red) = Maternal age; Gender (purple) = Child gender. The dashed line 
indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is 
on the x-axis. This figure shows the relative scale of difference in the spatial correlation 
found in select variables and how contextual variables are far more correlated than those at 
the individual and household levels.   
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Figure 20: Correlograms of residual spatial auto-correlation from regression models 

Correlograms depicting spatial correlation between observations and explanatory models in the 
mid-infancy group. Growth Rate (black) = Unadjusted change in infant MUAC between birth and 
roughly six months of age; M1(red) = Child Model; M2 (blue) = Mother Model; M3 (green) = 
Socioeconomic Model; M4 (orange) = Community Model; M5 (yellow) = Community Model with 
interactions. The dashed line indicates the point of zero correlation. Correlation is on the y-
axis and distance, in meters, is on the x-axis. Note how inclusion of individual-level variables 
removes spatial randomness and increases correlation in M1, M2, and M3, and context level 
variables account for much of the observed spatial correlation. 
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Figure 21: Spatial trends in growth model residuals with addition of variable levels 

This figure depicts the change in spatial trends of residual values after accounting for variables at 
the child, mother, household, and contextual levels. Note, concomitant with Figure 19, the spatial 
patterning in growth rates becomes more pronounced with the addition of child variables, then is 
reduced with the addition of mother and household variables, and nearly disappears after adding 
contextual variables. 
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Figure 22: Mean change in child MUAC between birth and six months subset by quantile household 
LSI and neighborhood average LSI 

Colored by individual LSI (highest:lowest, LSI = Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1 (Individual LSI, Neighborhood average LSI). Note how, 
generally, the nutritional status of those in each individual economic strata is modified by the 
neighborhood economic status, with those living in the wealthiest neighborhood doing far better 
than their economic peers residing in poorer neighborhoods. 
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Figure 23: Mean change in child MUAC between birth and six months subset by birth MUAC, 
household LSI and neighborhood average LSI quantiles 

Colored by individual LSI (highest:lowest LSI = Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1 (Birth MUAC, Neighborhood average LSI). Note how, 
generally, the nutritional status of those in each individual economic strata is modified by the 
neighborhood economic status, even after stratifying by birth size, with those living in the 
wealthiest neighborhood doing far better than their economic peers residing in poorer 
neighborhoods. 
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Chapter 7 Conclusions 

The objective of this doctoral research was to investigate the manner in which individual 

nutritional status is influences by one’s location, as it pertains to community members and context, 

as well as inter-generational forces. This analysis identified characteristics of community context 

which influenced nutritional status and evaluated their relative contributions and interactions after 

accounting for salient individual and household effects established in the literature. Age-specific 

effects at the individual, household and contextual levels were explored at three key time-points: 

expectant mothers, newborns and infants at six months. This analysis also considered how 

nutritional status at each time point related to one another and ultimately determine anthropometric 

growth trajectories early in life. Furthermore, this research assessed spatial correlation between 

observed dependent and independent variables of interest and described how attributes at various 

levels contribute to spatial patterning. A holistic systems science approach was employed to 

achieve the research objectives of this dissertation which demonstrated statistical and explanatory 

benefits.  

7.1 Summary of results 

To break the cycle of intergenerational malnutrition we need to focus on the health and nutritional 

status of women prior to conception. In our population of expectant mothers the median MUAC 

was 22.6cm, and for 50%, their MUAC was <22cm, a cutoff conventionally used to identify 

wasting in adult women [77,354]. Others, however, have suggested higher cutoffs to determine 

pregnant women at risk for LBW, SGA and neonatal morbidity [17,363,364]. Karim et al. (1997) 

found the odds of pregnant Bangladeshi women with MUAC under 23cm to be five times greater 

than those with greater MUAC[17]. Using a cutoff of 23.5 cm, Lechtig (1988) reported odds of 

LBW to be eight times higher in undernourished pregnant Brazilian women. This was apparent in 

our analysis as nearly 50% of the newborn population was below the 9 cm cutoff associated with 
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LBW[13,68,69,71]. At six months, roughly 50% were below 1 SD and 25% were below 2 SD the 

WHO MUAC-for-age reference mean. Nearly 5% would be identified as have severe acute 

malnutrition having MUAC below 11.5 cm, based on the WHO and UNICEF 2009 guidelines.  

Initial MUAC was a chief determinant of growth trajectories as it explained about 33% of the 

variation. Infant MUAC increased, on average, by about 0.64 ± 0.21cm per month. Differences in 

growth trajectories, after accounting for birth size, gestational age and infant gender, were 

determined through differences in biological features of the mother as well as household and 

community socioeconomic circumstance. Similarly, Klemm (2002) noted initial anthropometry 

accounted 40-60% of growth variation until infants were six months of age, however, only 

accounted for 4-22% between six and eleven months of age[365].  

When the age-groups were explored cross-sectionally, individual characteristics account for the 

greatest proportion of the variance accounted for by our models which included variables at all 

levels. However, the proportion of variance accounted for by household and community variables 

increased from newborns, to infants, and then, substantially, in mothers (see Figure 23). This could 

indicate a longitudinal trend of increasing nutritional influence from the environment. Seasonality 

had a greater influence in newborns and mothers than in infants. 

Since the outcomes were centered and scaled, coefficients are interpreted as differences in 

population standard deviations for one unit change in a given independent variable. Therefore, 

effect comparisons can be made between our three age-group populations and age-specific effects 

can be observed. For example, with a one unit increase in household LSI, the MUAC of a given 

newborn is, on average, 0.09 SD larger, however, the increase is 0.1 SD and 0.21 SD for infants 

and mothers. These estimates indicate mothers stand to gain a much greater nutritional benefit 

with a single unit increase in household LSI than infants or newborns. Maternal educational, on 

the other hand, has a fairly constant effect with newborns, infants and mothers increasing MUAC 
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by 0.020, 0.011, and 0.016 SD per additional year attained. Maternal education, while generally 

being a strong variable at both the individual and contextual levels in all three analyses, was 

particularly important for newborn nutritional status. Coefficient values can be seen for select 

individual and household characteristics in Figure 24 and for contextual characteristics in Figure 

25. Variables associated with infectious agents, such as unimproved sanitation, household size, 

and hand-washing tending to have a greater effect in infants and mothers.  

Variables which only applied to the infant groups also demonstrated age-specific effects (see 

Figure 26). The effect of breastfeeding, gender, and maternal nutritional status were notably larger 

in mid-infancy, than at birth. Maternal age had a nearly constant effect. Parity had an inverse effect 

as it was beneficial at birth and detrimental later in infancy, this could, however, be related to 

birth-order and the shared resources and infections associated with having siblings. Conversely, 

the effect of gestational age diminished with age. Factors like gestational age, which are associated 

with birth size, may account for less variation in anthropometry later in childhood.  

This dissertation demonstrated the research advantages of taking a more holistic systems biology 

approach to understanding differences in nutritional status. Individual factors had significant 

interactions with household- and community-level characteristics which helped explain differences 

in infant growth trajectories. Neighborhood average SES played a significant role in sorting infant 

anthropometry between birth and six months, more-so than individual-level SES. Figure 27 

displays the average changes in infant MUAC between birth and six months subset by individual 

LSI quantile and neighborhood average LSI quantile. Infants of higher individual wealth tend to be 

born larger and stay larger than their poorer counterparts. This association is, however, modified 

by neighborhood average LSI. Infants born to less wealthy households still enjoy the benefits of 

residing in wealthier neighborhoods, in some cases, surpassing the average growth of infants from 

wealthier households residing in poorer neighborhoods.  
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Even though much of the literature cites SES to be one of the more promising determinants of 

nutritional status, when this association was explored, stratifying infants by individual and 

community level LSI and maternal MUAC, alarming results were found. Children born to 

healthier mothers (light blue) tended to maintain their relative healthier nutritional status compared 

to children born to mothers with smaller MUAC. The stratified growth trajectories of infants 

tended to maintain similar nutritional ranking relative to their peers, however their average slopes 

were diverging, modified by both community and household wealth (see Figure 28 & Figure 29).  

Local inequality was a major contextual contributor to nutritional status in all three analyses. It 

explained significant differences in maternal MUAC, infant MUAC at six months of age, and 

MUAC growth trajectories. Local inequality accounted for substantial residual spatial correlation 

in our regression analyses. In our exploratory stratified analysis, local inequality modified the 

associations between infant growth trajectories and maternal MUAC (Figure 30), household LSI 

(Figure 31), neighborhood average LSI (Figure 32). Differences in nutritional status associated 

with local GINI coefficients were scale dependent, responded to inequality calculated over a 

greater spatial area, which others have also found [21,190]. Previous research also found 

inequality to be associate with higher rates of stunting[21,190], greater food poverty [235], and 

higher preventable and immediate death rates [325]. 

In addition to the contextual variables previously discussed, many exogenous effects were 

considered, which were not included in the full regression analyses, due to multi-collinearity with 

stronger variables. These contextual correlations did, however, help describe the multifactorial 

conditions accompanying neighborhood wealth. Wealthier neighborhoods had higher maternal 

educational attainment, were more economically homogenous, were closer to health service 

providers, permanent bazaars, and paved roads, and were in areas of higher elevation and reduced 

flood risk. People in wealthier neighborhoods were more likely to own a non-laundry bar of soap, 

have improved sanitary facilities, and wash their hands before eating and after defecating. Those 
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living in wealthier neighborhoods typically enjoy holistically healthier environments which may 

reinforce the benefits of greater household and neighborhood SES. 

7.2 Intervention Implications 

The findings from this thesis research suggest intervention efforts intending to break 

intergenerational malnutrition should focus on improving maternal nutritional status, increasing 

maternal education at the individual and neighborhood level and creating healthier environments. 

These recommendations complement those of Underwood (2002) to interrupt the intergenerational 

consequences of malnutrition. They suggest intervention efforts should focus on adolescent girls, 

pregnant women and lactating women and their children up to 2 years, with particular focus on 

women in the pre-conception period [362]. These recommendations have also been made by 

several others [18,45–47,366]. 

Interventions improving nutritional status of soon-to-be mothers, which is related to the birth size, 

gestational age at birth, and ultimately to infant growth rate, could provide the greatest impact for 

future generations. Strategies should include interventions at multiple levels. Individual-level 

interventions, such as food and micronutrient supplementation, would be complimented by 

nutrition education classes, family planning services, and prenatal care provided at the community 

level and regional/national-level interventions such as radio, television and other mass-media 

educational campaign or custom information exchanged through mobile phones. 

Infants born to poor households residing in poorer neighborhoods with greater economic 

inequality were observed to have lower nutritional status than similarly poor households in 

wealthier more economically equal neighborhoods. Intervention strategies targeting ‘at risk’ 

individuals, residing in ‘at risk’ neighborhoods, could be a more effective strategy than targeting 

individuals or geographic regions alone. Storeygard et al. (2008) reported, globally, half of all 

infant deaths occur in 2.5% of the world’s populated land area where 29.3% of the global 
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population resides. Intervention efforts focusing in the regions with the greatest mortality density 

could provide the benefit of heath resources to the greatest number in need with limited 

administrative costs. Fenn et al. 2007 considered geographically targeted intervention coverage. 

Authors concluded nutritional status is primarily determined by individual and household 

characteristics, compared to community context; however, given the hurdles of blanket coverage, 

also suggested resource allocation to high risk regions to selected high risk individuals as a 

possible cost-effective strategy. 

Reliable health data from civil registration are only available from 38 countries over the past 

decade, most of which are developed [2], and only account for about 3% of global deaths in 

children [1,367]. This leaves the majority of child deaths as statistical estimates [1,2,367]. 

Mortality data are rarely available at subnational levels, making geographic targeting of health 

interventions more difficult.  Public and private investments in public health should make timely 

location-based health surveillance and tracking data collection a central priority.  

The growth of available and ubiquitous mobile technology may provide viable health surveillance 

and tracking solutions. Mobile phone ownership grew from 1 billion in 2000 to nearly 6 billion in 

2012 [368]. In 2010, approximately 77% of mobile phones were in developing countries, 

increasing from 22% in 2000 [368]. Mobile technology has made location-specific data collection 

far more accessible and affordable. Furthermore, the internet has become a critical medium for the 

acquisition, dissemination and transmission of information. Analysis of internet queries and social 

media exchanges have provided promising low-cost surveillance tools for timely and location 

specific (based on IP address) disease surveillance [369]. Health workers can use mobile 

technology in the field to collect mortality and morbidity information which can be spatially 

referenced.     
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7.3 Limitations 

This doctoral research could have been limited in the following ways. First, the variables 

examined in our analysis represent a sample of the most salient variables indicated in the literature, 

and thus do not include all known and unknown effects at each level. As a result, the proportion of 

the variance accounted for by each level is only a result of the respective variable samples. 

Contextual variables such as land use, soil type, climate, local polluting facilities, indoor and 

outdoor air quality, seasonal fluctuations in liquid income as well as others discussed in Chapter 2 

have been associated with nutritional and health status, however were not included in these 

analyses. In many cases data were not extant, readily available or reliable. Intermittent climate data 

were acquired from a weather station located in Rangpur, a city located about 80 km to the north 

of the study area, however, no clear associations were found either directly, or when combined 

with flood data collected by the JiVitA project team. Dietary intake was also cited as a direct 

determinate of nutritional status. Unfortunately these data were not available. Information was 

collected regarding mothers’ dietary diversity with a focus on foods containing vitamin A, which 

was the focus of the JiVitA-1 supplementation trial. Multiple techniques were attempted to include 

dietary diversity as a proxy for intake, however, no model improvements were observed. 

Additionally, pervious work has suggested the period of poverty (permanent vs. contemporaneous) 

was related to greater risk of restricted inter-uterine growth[19]. Data detailing the tenure of 

poverty exposure were not available for this analysis and could have provided greater explanation 

for differences in infant growth.  

Second, this analysis only considered anthropometric measurements made at two time-points 

during infancy. Measurements were attempted at precise time intervals (i.e. 0, 3 and 6 months), 

however, for multitude of reasons, and they occurred earlier or later than the intended time point. 

Some observations were dropped because anthropometric measurements were not made within the 

mid-infancy window (5 – 7 months). Age differences at mid-infancy were adjusted for based on 
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estimated days since birth. Furthermore, data were only collected at birth for a subset of the greater 

study cohort, limiting longitudinal hypotheses. This is a particular limitation given the importance 

of birth anthropometry as it relates to growth, future anthropometry and morbidity. These findings 

could have been more robust had this study had a longer observation period and complete data 

been collected precisely at all time-points.  

7.4 Generalizability of results 

Since data collection only occurred at one study location and many of the effects are context 

specific, our inferences may not be generalizable elsewhere. This analysis would need to be 

reproduced in different developing locales with diverse economic and environmental context 

characteristics for global inferences to be made. The site and population selected for the JiVitA-1 

trial was, however, intended to be representative of rural southern Asia[67], therefore the validity 

of our inferences could be applicable in the region. Estimates are based on outcomes which were 

scaled to the study population and may not be transportable to other developing populations. 

Similar to many systems sciences in genetics, which attempt to completely sequence the genetic 

architecture of a specific species and establish all related biological pathways, our findings 

advance the understanding of similar human systems, however the magnitude and types of effects 

may differ between systems. 

7.5 Recommendations for future research 

This thesis research has validated the analytical benefits of a systems science approach to broaden 

the understanding of nutritional status. Nutritional status was affected by characteristics from 

multiple levels and observed these effects to change with age. This research also demonstrated the 

contributions of specific variables resulting in spatial patterning of nutritional status in mothers, 

newborns, infants and infant growth in the first six months of life. Based on the findings and 

methodologies of this dissertation, additional research could take several directions. Studies could 

continue to identify new multilevel ecological effects in this population, test the effects found in 
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this research in a new locale, or delve deeper into the promising variables identified in this 

population to establish causality. There were several contextual variables which were not able to 

tested in these analyses due to data availability. Future research in this area explore more 

environmental characteristics associate with agriculture, soil type, land use, aspects of ground 

water, weather and climate, exposure to types of pollution, exposure to animal waste, and outdoor 

and indoor air quality. Social and economic variables which could also be considered are seasonal 

fluctuations of liquid income and exchange of funds, goods and services.  

This research established associations between individual nutritional status and neighborhood 

economic structure, but did not establish the causal pathway. For example, neighborhood 

economic structure may be indicative of local elements of social capital such as trust, reciprocity, 

and social cohesion, which are reported to substantially affect individual health [200,232,259]. 

Lack of social order in communities has been associated with negative mental and physical health 

outcomes [200,232,259–262]. Furthermore, peer support has demonstrated positive effects on 

maternal and child health [11,232,248,263]. Qualitative research in these areas could potentially 

help elucidate the causal pathways between neighborhood economic structure and individual 

health outcomes in developing settings. 

There was also additional information available from the JiVitA-1 dataset. Anthropometric 

measurements were made when infants were roughly three months of age. The three-month 

measurements were not in this research since the greatest change observed in the exploratory data 

analysis was between birth and six months of age. This time-point could help test the consistency 

and gradient of age-specific multilevel effects explored in this dissertation.  

Future research could also consider changes in household context to test the temporality of the 

association and provide experimental evidence inferring causality. Data from the JiVitA-1 study 

indicate, of the 59,854 pregnant women enrolled in the study, 173 of them had moved by the time 
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their child was born, and 230 had moved by the time their child was 6 months old. Comparisons 

could be made between these households and others which did not move but were in comparable 

neighborhood context. Given the size of the total dataset, these few households did not provide 

any notable differences, however, they were not considered at length. 

The location information collected for this study is limited to the household location and does not 

account for full daily environmental exposure from places of employment, relatives’/friends’ 

residences, and commutes. Some studies have suggested that GPS tracking of individual daily 

movement patterns provides greater precision in estimating environmental exposures [336,337]. 

Additional research should consider individuals’ geospatial, familial and social networks as they 

pertain to child wellness, as this approach may help to tease out these systemic causal pathways 

and better ascertain contextual exposures. 

Another consideration for future research which was not fully explored in this dissertation is 

different methods for calculating neighborhood social characteristics, such as average educational 

attainment and LSI, among others. Neighborhood calculations made in this dissertation were 

simple averages of neighbor values falling within the 200 m or 2000 m ranges. Future research 

may consider testing effect differences between this method and one which incorporates spatially 

weighted averages, weighting neighbors residing closer with greater influence.   

Future research may also evaluate spatial variation of variable specific effects employing 

geospatially weight regression techniques. These techniques estimate regression coefficients 

spatially from nearby values allowing the effects and associated significance figures to vary over 

the surface of data. These methodologies are useful in determining effects that are context specific, 

however, are lesser used since they do not provide global effect estimates which are more accepted 

in the literature.    
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7.6 Figures 

 

Figure 24: The proportion of total R² accounted for by each level of variables 

This figure depicts that the proportion of R² accounted for by each level of variables from each 
respective full model. Note the proportion of variance accounted for by community and household 
variables increases with age between the three groups.  

 

 

Figure 25: Change in select coefficient values between each age group 

On the y-axis are units of standard deviation and age groups are indicated on the x-axis. This 
figure depicts the change in coefficient values between the three age groups. 
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Figure 26: Change in select context variable coefficient values between each age group 

On the y-axis are units of standard deviation and age groups are indicated on the x-axis. This 
figure depicts the change in coefficient values between the three age groups. Note the possible 
carry-over context effect between mother and newborn.  

 

Figure 27: Change in select coefficient values between the newborn and mid-infancy age groups 

On the y-axis are units of standard deviation and age groups are indicated on the x-axis. This 
figure depicts the change in coefficient values between birth and mid-infancy. Note the increasing 
influence with age of breastfeeding, maternal nutritional status, and child gender.  
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Figure 28: Mean change in child scaled MUAC between birth and six months subset by quantile 
household LSI and neighborhood average LSI  

Colored by individual LSI (highest:lowest → Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1 (Individual LSI, Neighborhood average LSI). Note how, 
generally, the nutritional status of those in each individual economic strata is modified by the 
neighborhood economic status with those living in the wealthiest neighborhood doing far better 
than their economic peers residing in poorer neighborhoods. 
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Figure 29: Mean change in child scaled MUAC between birth and six months subset by maternal 
MUAC and household LSI quantiles 

Colored by Maternal MUAC (highest:lowest → Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1, (Maternal MUAC, Household LSI). Note how, generally, 
infant nutritional status is stratified by both maternal MUAC and Household economic status, with 
infants from healthier mothers and wealthier households increasing in nutritional status, compared 
to those with less favorable circumstance. 
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Figure 30: Mean change in child scaled MUAC between birth and six months subset by maternal 
MUAC and neighborhood average LSI quantiles 

Colored by Maternal MUAC (highest:lowest → Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1, (Maternal MUAC, Neighborhood average LSI). Note how, 
generally, infant nutritional status is stratified by both maternal health and neighborhood wealth. 
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Figure 31: Mean change in child scaled MUAC between birth and six months subset by maternal 
MUAC and local Gini quantiles 

Colored by Maternal MUAC (highest:lowest → Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1, (Maternal MUAC, Local Gini). Note how, generally, the 
nutritional status of those in each maternal MUAC strata is modified by neighborhood economic 
inequality, with the nutritional status of those living in greater neighborhood equity (1) increasing 
and diverging from their peers residing in neighborhoods with greater inequality (4). 
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Figure 32: Mean change in child scaled MUAC between birth and six months subset by individual LSI 
and local Gini quantiles 

Colored by individual LSI (highest:lowest → Light blue, dark blue, green, red). Numbers in 
parentheses are highest:lowest, 4:1, (Individual LSI, Local GINI). Note how, generally, the 
nutritional status of those in each individual economic strata is modified by the neighborhood 
economic inequality, with those living in relative equal neighborhoods improve far better than 
their economic peers residing in neighborhoods with greater inequality. 
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Figure 33: Mean change in child scaled MUAC between birth and six months subset by neighborhood 
average LSI and local Gini quantiles 

Colored by neighborhood average LSI (highest:lowest → Light blue, dark blue, green, red). 
Numbers in parentheses are highest:lowest, 4:1, (Neighborhood average LSI, Local GINI). Note 
how, generally, the nutritional status of those in each neighborhood economic strata is modified by 
neighborhood economic inequality, with those living in neighborhoods with relatively less 
inequality grow more rapidly than their economic peers residing in neighborhoods with greater 
inequality. 



137 
 

 

  



138 
 

References 

[1] Liu L, Johnson HL, Cousens S, Perin J, Scott S, Lawn JE, et al. Global, regional, and 
national causes of child mortality: an updated systematic analysis for 2010 with time trends 
since 2000. Lancet 2012;379:2151–61. doi:10.1016/S0140-6736(12)60560-1. 

[2] Oestergaard MZ, Inoue M, Yoshida S, Mahanani WR, Gore FM, Cousens S, et al. Neonatal 
mortality levels for 193 countries in 2009 with trends since 1990: a systematic analysis of 
progress, projections, and priorities. PLoS Medicine 2011;8:e1001080. 
doi:10.1371/journal.pmed.1001080. 

[3] Black R, Morris S, Bryce J. Where and Why are 10 million childrendying every year? The 
Lancet 2003;361:2226–34. 

[4] UNICEF. State of World Children: Children in an Urban World. Report 2012:142. 

[5] Bryce J, Boschi-Pinto C, Shibuya K, Black RE. WHO estimates of the causes of death in 
children. Lancet 2005;365:1147–52. doi:10.1016/S0140-6736(05)71877-8. 

[6] United Nations Children’s Emergency Fund. THE STATE OF THE WORLD ’ S 
CHILDREN 2008. Mortality 2008. 

[7] Guerrant RL, Oriá RB, Moore SR, Oriá MOB, Lima A a M. Malnutrition as an enteric 
infectious disease with long-term effects on child development. Nutrition Reviews 
2008;66:487–505. doi:10.1111/j.1753-4887.2008.00082.x. 

[8] Caulfield LE, de Onis M, Blössner M, Black RE. Undernutrition as an underlying cause of 
child deaths associated with diarrhea, pneumonia, malaria, and measles. The American 
Journal of Clinical Nutrition 2004;80:193–8. 

[9] Stevens G, Mascarenhas M, Mathers C. Global health risks: Progress and challenges. 
Bulletin of the World Health Organization 2009;87:646. doi:10.2471/BLT.09.070565. 

[10] Thame M, Osmond C, Bennett F, Wilks R, Forrester T. Fetal growth is directly related to 
maternal anthropometry and placental volume. European Journal of Clinical Nutrition 
2004;58:894–900. doi:10.1038/sj.ejcn.1601909. 

[11] Nasreen HE, Kabir ZN, Forsell Y, Edhborg M. Low birth weight in offspring of women 
with depressive and anxiety symptoms during pregnancy: results from a population based 
study in Bangladesh. BMC Public Health 2010;10:515. doi:10.1186/1471-2458-10-515. 

[12] Ojha N, Malla DS. Low birth weight at term: Relationship with maternal anthropometry. 
Journal of the Nepal Medical Association 2007;46:52–6. 

[13] De Vaquera M V, Townsend JW, Arroyo JJ, Lechtig a. The relationship between arm 
circumference at birth and early mortality. Journal of Tropical Pediatrics 1983;29:167–74. 



139 
 

[14] Goudet S, Griffiths P, Bogin B a. Mother’s body mass index as a predictor of infant's 
nutritional status in a the post-emergency phase of a flood. Disasters 2011;35:701–19. 
doi:10.1111/j.1467-7717.2011.01238.x. 

[15] Iannotti L, Zavaleta N, León Z, Caulfield LE. Growth and body composition of Peruvian 
infants in a periurban setting. Food and Nutrition Bulletin 2009;30:245–53. 

[16] Sen J, Roy A, Mondal N. Association of maternal nutritional status, body composition and 
socio-economic variables with low birth weight in India. Journal of Tropical Pediatrics 
2010;56:254–9. doi:10.1093/tropej/fmp102. 

[17] Karim E, Mascie-Taylor CGN. The association between birthweight, sociodemographic 
variables and maternal anthropometry in an urban sample from Dhaka, Bangladesh. Annals 
of Human Biology 1997;24:387–401. doi:10.1080/03014469700005152. 

[18] Martorell R, Zongrone A. Intergenerational influences on child growth and undernutrition. 
Paediatric and Perinatal Epidemiology 2012;26 Suppl 1:302–14. doi:10.1111/j.1365-
3016.2012.01298.x. 

[19] Reagan PB, Salsberry PJ, Olsen RJ. Does the measure of economic disadvantage matter? 
Exploring the effect of individual and relative deprivation on intrauterine growth 
restriction. Social Science & Medicine (1982) 2007;64:2016–29. 
doi:10.1016/j.socscimed.2007.02.022. 

[20] Yajnik CS, Fall CHD, Coyaji KJ, Hirve SS, Rao S, Barker DJP, et al. Neonatal 
anthropometry: the thin-fat Indian baby. The Pune Maternal Nutrition Study. International 
Journal of Obesity and Related Metabolic Disorders : Journal of the International 
Association for the Study of Obesity 2003;27:173–80. doi:10.1038/sj.ijo.802219. 

[21] Larrea C, Kawachi I. Does economic inequality affect child malnutrition? The case of 
Ecuador. Social Science & Medicine (1982) 2005;60:165–78. 
doi:10.1016/j.socscimed.2004.04.024. 

[22] Victora CG, Adair L, Fall C, Hallal PC, Martorell R, Richter L, et al. Maternal and child 
undernutrition: consequences for adult health and human capital. Lancet 2008;371:340–57. 
doi:10.1016/S0140-6736(07)61692-4. 

[23] Penny ME, Creed-Kanashiro HM, Robert RC, Narro MR, Caulfield LE, Black RE. 
Effectiveness of an educational intervention delivered through the health services to 
improve nutrition in young children: a cluster-randomised controlled trial. Lancet 
2005;365:1863–72. doi:10.1016/S0140-6736(05)66426-4. 

[24] Zangmo U, de Onis M, Dorji T. The nutritional status of children in Bhutan: results from 
the 2008 National Nutrition Survey and trends over time. BMC Pediatrics 2012;12:151. 
doi:10.1186/1471-2431-12-151. 

[25] Guerrant RL, Schorling JB, McAuliffe JF, de Souza M a. Diarrhea as a cause and an effect 
of malnutrition: diarrhea prevents catch-up growth and malnutrition increases diarrhea 
frequency and duration. The American Journal of Tropical Medicine and Hygiene 
1992;47:28–35. 



140 
 

[26] Hoddinott J, Maluccio J a, Behrman JR, Flores R, Martorell R. Effect of a nutrition 
intervention during early childhood on economic productivity in Guatemalan adults. Lancet 
2008;371:411–6. doi:10.1016/S0140-6736(08)60205-6. 

[27] Hamadani JD, Huda SN, Khatun F, Grantham-McGregor SM. Psychosocial stimulation 
improves the development of undernourished children in rural Bangladesh. The Journal of 
Nutrition 2006;136:2645–52. 

[28] Glewwe P, Jacoby HG, King EM. Early childhood nutrition and academic achievement: a 
longitudinal analysis. Journal of Public Economics 2001;81:345–68. doi:10.1016/S0047-
2727(00)00118-3. 

[29] Bansal N, Ayoola OO, Gemmell I, Vyas A, Koudsi A, Oldroyd J, et al. Effects of early 
growth on blood pressure of infants of British European and South Asian origin at one year 
of age: the Manchester children’s growth and vascular health study. Journal of 
Hypertension 2008;26:412–8. doi:10.1097/HJH.0b013e3282f3168e. 

[30] Barker DJP, Osmond C, Forsen TJ, Kajantie E, Eriksson JG. Maternal and social origins of 
hypertension. Hypertension 2007;50:565–71. 
doi:10.1161/HYPERTENSIONAHA.107.091512. 

[31] Joglekar C V, Fall CHD, Deshpande VU, Joshi N, Bhalerao a, Solat V, et al. Newborn size, 
infant and childhood growth, and body composition and cardiovascular disease risk factors 
at the age of 6 years: the Pune Maternal Nutrition Study. International Journal of Obesity 
(2005) 2007;31:1534–44. doi:10.1038/sj.ijo.0803679. 

[32] Cheung YB, Low L, Osmond C, Barker D, Karlberg J. Fetal Growth and Early Postnatal 
Growth Are Related to Blood Pressure in Adults 2013:795–800. 
doi:10.1161/01.HYP.36.5.795. 

[33] Phillips DIW, Walker BR, Reynolds RM, Flanagan DEH, Wood PJ, Osmond C, et al. Low 
Birth Weight Predicts Elevated Plasma Cortisol Concentrations in Adults From 3 
Populations. Hypertension 2000;35:1301–6. doi:10.1161/01.HYP.35.6.1301. 

[34] Law CM, Egger P, Dada O, Delgado H, Kylberg E, Lavin P, et al. Body size at birth and 
blood pressure among children in developing countries. International Journal of 
Epidemiology 2001;30:52–7. 

[35] Eriksson JG, Forsen T, Tuomilehto J, Osmond C, Barker DJP. Early Growth, Adult 
Income, and Risk of Stroke. Stroke 2000;31:869–74. doi:10.1161/01.STR.31.4.869. 

[36] DeBoer MD, Lima A a M, Oría RB, Scharf RJ, Moore SR, Luna M a, et al. Early 
childhood growth failure and the developmental origins of adult disease: do enteric 
infections and malnutrition increase risk for the metabolic syndrome? Nutrition Reviews 
2012;70:642–53. doi:10.1111/j.1753-4887.2012.00543.x. 

[37] Tofail F, Persson LA, El Arifeen S, Hamadani JD, Mehrin F, Ridout D, et al. Effects of 
prenatal food and micronutrient supplementation on infant development: a randomized trial 
from the Maternal and Infant Nutrition Interventions, Matlab (MINIMat) study. The 
American Journal of Clinical Nutrition 2008;87:704–11. 



141 
 

[38] Brown J, Pollitt E. Malnutrition, poverty and intellectual development. Scientific American 
1996. 

[39] Hack M, Flannery D, Schluchter M, Cartar L, Borawski E, Klein N. Outcomes in young 
adulthood for very-low-birth-weight infants. The New England Journal of Medicine 
2002;347:141–3; author reply 141–3. 

[40] Case A, Fertig A, Paxson C. The lasting impact of childhood health and circumstance. 
Journal of Health Economics 2005;24:365–89. doi:10.1016/j.jhealeco.2004.09.008. 

[41] Panganiban MAK. and Intergenerational Poverty : Evidence from the Cebu Longitudinal 
Health and Nutrition Survey by 2010. 

[42] Currie J. Healthy, Wealthy, and Wise: Socioeconomic Status, Poor Health in Childhood, 
and Human Capital Development. Journal of Economic Literature 2009;47:87–122. 
doi:10.1257/jel.47.1.87. 

[43] Moestue H, Huttly S. Adult education and child nutrition: the role of family and 
community. Journal of Epidemiology and Community Health 2008. 
doi:10.1136/jech.2006.058578. 

[44] Fujii T. Commune-level estimation of poverty measures and its application in Cambodia. 
2004. 

[45] Shrimpton R, Victora CG, de Onis M, Lima RC, Blossner M, Clugston G. Worldwide 
Timing of Growth Faltering: Implications for Nutritional Interventions. Pediatrics 
2001;107:e75–e75. doi:10.1542/peds.107.5.e75. 

[46] Victora CG, de Onis M, Hallal PC, Blössner M, Shrimpton R. Worldwide timing of growth 
faltering: revisiting implications for interventions. Pediatrics 2010;125:e473–80. 
doi:10.1542/peds.2009-1519. 

[47] Maleta K, Virtanen S, Espo M, Kulmala T, Ashorn P. Timing of growth faltering in rural 
Malawi. Archives of Disease in Childhood 2003;88:574–8. 

[48] Richard SA, Black RE, Checkley W. Revisiting the relationship of weight and height in 
early childhood. Advances in Nutrition (Bethesda, Md) 2012;3:250–4. 
doi:10.3945/an.111.001099. 

[49] Simler K. Nutrition mapping in Tanzania. IFPRI FCND Discussion Paper 204 2006. 

[50] Singh A, Pathak PK, Chauhan RK, Pan W. Infant and child mortality in India in the last 
two decades: a geospatial analysis. PloS One 2011;6:e26856. 
doi:10.1371/journal.pone.0026856. 

[51] Khamis FG, El-Refae G a. Association between Spatial Patterns of Acute Malnutrition and 
Household Income in Iraq-2004. International Journal of Statistics and Probability 
2012;1:43–52. doi:10.5539/ijsp.v1n1p43. 



142 
 

[52] Penney TL, Rainham DGC, Dummer TJB, Kirk SFL. A spatial analysis of community 
level overweight and obesity. Journal of Human Nutrition and Dietetics : The Official 
Journal of the British Dietetic Association 2013:1–10. doi:10.1111/jhn.12055. 

[53] Fenn B, Morris SS, Frost C. Do childhood growth indicators in developing countries 
cluster? Implications for intervention strategies. Public Health Nutrition 2007;7:829–34. 
doi:10.1079/PHN2004632. 

[54] Morris SS. Targeting urban malnutrition: A multi-city analysis of the spatial distribution of 
childhood nutritional status. Food Policy 2001;26:49–64. doi:10.1016/S0306-
9192(00)00029-4. 

[55] Mueller I, Smith T a. Patterns of child growth in Papua New Guinea and their relation to 
environmental, dietary and socioeconomic factors--further analyses of the 1982-1983 
Papua New Guinea National Nutrition Survey. Papua and New Guinea Medical Journal 
1999;42:94–113. 

[56] Balk D, Storeygard A, Levy M, Gaskell J, Sharma M, Flor R. Child hunger in the 
developing world: An analysis of environmental and social correlates. Food Policy 
2005;30:584–611. doi:10.1016/j.foodpol.2005.10.007. 

[57] De Sherbinin A. The biophysical and geographical correlates of child malnutrition in 
Africa. Population, Space and Place 2011;17:27–46. doi:10.1002/psp.599. 

[58] Corsi DJ, Chow CK, Lear S a, Rahman MO, Subramanian S V, Teo KK. Shared 
environments: a multilevel analysis of community context and child nutritional status in 
Bangladesh. Public Health Nutrition 2011;14:951–9. doi:10.1017/S1368980010003356. 

[59] Nikoi E, Anthamatten P. An examination of environmental correlates with childhood 
height-for-age in Ghana. Public Health Nutrition 2013;16:46–53. 
doi:10.1017/S1368980012001346. 

[60] Mazumdar S. Assessing Vulnerability to Chronic Undernutrition among Under-Five 
Children in Egypt: Contextual Determinants of an Individual Consequence. International 
Journal of Population Research 2012;2012:1–12. doi:10.1155/2012/939541. 

[61] Adekanmbi VT, Kayode G a, Uthman O a. Individual and contextual factors associated 
with childhood stunting in Nigeria: a multilevel analysis. Maternal & Child Nutrition 
2013;9:244–59. doi:10.1111/j.1740-8709.2011.00361.x. 

[62] Ideker T, Galitski T, Hood L. A new approach to decoding life: systems biology. Annual 
Review of Genomics and Human Genetics 2001. doi:10.1146/annurev.genom.2.1.343. 

[63] Sauer U, Heinemann M, Zamboni N. Genetics. Getting closer to the whole picture. Science 
(New York, NY) 2007;316:550–1. doi:10.1126/science.1142502. 

[64] Joffe M, Gambhir M, Chadeau-Hyam M, Vineis P. Causal diagrams in systems 
epidemiology. Emerging Themes in Epidemiology 2012;9:1. doi:10.1186/1742-7622-9-1. 



143 
 

[65] Kitzman-Ulrich H, Wilson DK, St George SM, Lawman H, Segal M, Fairchild A. The 
integration of a family systems approach for understanding youth obesity, physical activity, 
and dietary programs. Clinical Child and Family Psychology Review 2010;13:231–53. 
doi:10.1007/s10567-010-0073-0. 

[66] Hawkins SS, Cole TJ, Law C. An ecological systems approach to examining risk factors 
for early childhood overweight: findings from the UK Millennium Cohort Study. Journal of 
Epidemiology and Community Health 2009;63:147–55. doi:10.1136/jech.2008.077917. 

[67] Labrique AB, Christian P, Klemm RDW, Rashid M, Shamim AA, Massie A, et al. A 
cluster-randomized, placebo-controlled, maternal vitamin A or beta-carotene 
supplementation trial in Bangladesh: design and methods. Trials 2011;12:102. 
doi:10.1186/1745-6215-12-102. 

[68] Dhar B, Mowlah G, Nahar S, Islam N. Birth-weight Status of Newborns and Its 
Relationship with Other Anthropometric Parameters in a Public Maternity Hospital in 
Dhaka, Bangladesh. Journal of Health, Population and Nutrition 2002;20:36–41. 

[69] Bhargava S, Ramji S. Mid-arm and chest circumferences at birth as predictors of low birth 
weight and neonatal mortality in the community. British Medical Journal 1985;291:1617–9. 

[70] Sharma JN, Saxena S, Sharma U. Standard curves for mid arm circumference and mid-
arm/head circumference ratio in newborns. Indian Journal of Pediatrics 1990;57:389–93. 

[71] Mohsen MA, Youssef MM, Zaki ST, El-shamy MM. Mid-upper arm, chest, and head 
circumference cut-off points and equations for identifying low birth weight in Egypt 
2011;4. 

[72] De Onis M, Onyango AW, Van den Broeck J, Chumlea WC, Martorell R. Measurement 
and standardization protocols for anthropometry used in the construction of a new 
international growth reference. Food and Nutrition Bulletin 2004;25. 

[73] Cogill B. Anthropometric indicators measurement guide. Revised edition. 2003. 

[74] Jensen SM, Mølgaard C, Ejlerskov KT, Christensen LB, Michaelsen KF, Briend A. 
Validity of anthropometric measurements to assess body composition, including muscle 
mass, in 3-year-old children from the SKOT cohort. Maternal & Child Nutrition 2012:1–
11. doi:10.1111/mcn.12013. 

[75] Brown KH, Black RE, Becker S. Seasonal changes in nutritional status and the prevalence 
of malnutrition in a longitudinal study of young children in rural Bangladesh. The 
American Journal of Clinical Nutrition 1982;36:303–13. 

[76] Anderson MA, Dewey KG, Fongillo E, Garza C, Haschke F, Kramer M, et al. An 
evaluation of infant growth: The use and interpretation of anthropometry in infants. 
Bulletin of the World Health Organization 1995;73:165–74. doi:10.1007/BF02761870. 

[77] Das S, Bose K. Nutritional assessment by mid-upper arm circumference of santal adults of 
Purulia, West Bengal, India. Collegium Antropologicum 2012;36:581–4. 



144 
 

[78] Cheah WL, Wan Muda WAM, Mohd Hussin ZA, Thon CC. Factors associated with 
undernutrition among children in a rural district of Kelantan, Malaysia. Asia-Pacific 
Journal of Public Health / Asia-Pacific Academic Consortium for Public Health 
2012;24:330–42. doi:10.1177/1010539510380737. 

[79] Roberfroid D, Huybregts L, Lanou H, Ouedraogo L, Henry MC, Meda N, et al. Impact of 
prenatal multiple micronutrients on survival and growth during infancy: A randomized 
controlled trial. American Journal of Clinical Nutrition 2012;95:916–24. 
doi:10.3945/ajcn.111.029033. 

[80] Mason JB, Deitchler M, Gilman A, Gillenwater K, Shuaib M, Hotchkiss D, et al. Iodine 
fortification is related to increased weight-for- age and birthweight in children in Asia. 
Food and Nutrition Bulletin 2002;23:292–308. doi:10.1007/s00268-010-0672-4. 

[81] Kumar GT, Sachdev HS, Chellani H, Rehman a. M, Singh V, Arora H, et al. Effect of 
weekly vitamin D supplements on mortality, morbidity, and growth of low birthweight 
term infants in India up to age 6 months: randomised controlled trial. Bmj 
2011;342:d2975–d2975. doi:10.1136/bmj.d2975. 

[82] West KP, LeClerq SC, Shrestha SR, Wu LS, Pradhan EK, Khatry SK, et al. Effects of 
vitamin A on growth of vitamin A-deficient children: field studies in Nepal. vol. 127. 1997. 

[83] West KP, Djunaedi E, Pandji A, Kusdiono, Tarwotjo I, Sommer A, et al. Vitamin A 
supplementation and growth: A randomized community trial. American Journal of Clinical 
Nutrition 1988;48:1257–64. 

[84] Godhia M, Nigudkar M, Desai R. Associations Between Maternal Nutritional 
Characteristics and the Anthropometric Indices of Their Full-term and Pre-term Newborns. 
Pakistan Journal of Nutrition 2012;11:343–9. doi:10.3923/pjn.2012.343.349. 

[85] Kumar R, Deshmukh PR, Garg BS. Incidence and correlates of “growth faltering” among 
0-6 y children: a panel study from rural Wardha. Indian Journal of Pediatrics 2012;79:333–
41. doi:10.1007/s12098-011-0582-y. 

[86] Barker DJP. The origins of the developmental origins theory. Journal of Internal Medicine 
2007;261:412–7. doi:10.1111/j.1365-2796.2007.01809.x. 

[87] Dahl CA, Yamada T. Global health inequity: scientific challenges remain but can be 
solved. The Journal of Clinical Investigation 2008;118:1242–3. doi:10.1172/JCI35396. 

[88] Yamada T. In search of new ideas for global health. The New England Journal of Medicine 
2008;358:1324–5. doi:10.1056/NEJMp0801848. 

[89] Stephensen C. Burden of Infection on Growth Failure. The Journal of Nutrition 
1999;129:194–8. doi:0022-3166/99. 

[90] Rodríguez L, Cervantes E, Ortiz R. Malnutrition and gastrointestinal and respiratory 
infections in children: a public health problem. International Journal of Environmental 
Research and Public Health 2011;8:1174–205. doi:10.3390/ijerph8041174. 



145 
 

[91] Francis L, Kirunda BE, Orach CG. Intestinal Helminth Infections and Nutritional Status of 
Children Attending Primary Schools in Wakiso District, Central Uganda. International 
Journal of Environmental Research and Public Health 2012;9:2910–21. 
doi:10.3390/ijerph9082910. 

[92] Checkley W, Buckley G, Gilman RH, Assis AM, Guerrant RL, Morris SS, et al. Multi-
country analysis of the effects of diarrhoea on childhood stunting. International Journal of 
Epidemiology 2008;37:816–30. doi:10.1093/ije/dyn099. 

[93] Baqui a H, Black RE, Sack RB, Chowdhury HR, Yunus M, Siddique a K. Malnutrition, 
cell-mediated immune deficiency, and diarrhea: a community-based longitudinal study in 
rural Bangladeshi children. American Journal of Epidemiology 1993;137:355–65. 

[94] Esrey SA. Water, waste, and well-being: a multicountry study. American Journal of 
Epidemiology 1996;143:608–23. 

[95] Esrey S a, Habicht JP, Casella G. The complementary effect of latrines and increased water 
usage on the growth of infants in rural Lesotho. American Journal of Epidemiology 
1992;135:659–66. 

[96] Rice a L, Sacco L, Hyder a, Black RE. Malnutrition as an underlying cause of childhood 
deaths associated with infectious diseases in developing countries. Bulletin of the World 
Health Organization 2000;78:1207–21. 

[97] Prüss-Üstün A, Corvalán C. Preventing disease through healthy environments: towards an 
estimate of the environmental burden of disease. vol. 12. Geneva, Switzerland: 2007. 
doi:10.1590/S1413-41522007000200001. 

[98] Prüss-Üstün A, Bos R, Gore F, Bartram J. Safer water, better health. World Health 
Organization Report 2008. 

[99] Foster Z, Byron E, Reyes-García V, Huanca T, Vadez V, Apaza L, et al. Physical growth 
and nutritional status of Tsimane’ Amerindian children of lowland Bolivia. American 
Journal of Physical Anthropology 2005;126:343–51. doi:10.1002/ajpa.20098. 

[100] Sommer A, Katz J, Tarwotjo I. Increased risk of respiratory disease and diarrhea in 
children with preexisting mild vitamin A deficiency. The American Journal of Clinical 
Nutrition 1984;40:1090–5. 

[101] Baqui AH, Zaman K, Persson LA, El Arifeen S, Yunus M, Begum N, et al. Simultaneous 
weekly supplementation of iron and zinc is associated with lower morbidity due to diarrhea 
and acute lower respiratory infection in Bangladeshi infants. The Journal of Nutrition 
2003;133:4150–7. 

[102] Chen K, Zhang X, Li T, Chen L, Wei X, Qu P, et al. Effect of vitamin A, vitamin A plus 
iron and multiple micronutrient-fortified seasoning powder on infectious morbidity of 
preschool children. Nutrition (Burbank, Los Angeles County, Calif) 2011;27:428–34. 
doi:10.1016/j.nut.2010.04.004. 



146 
 

[103] Smith KR, Samet JM, Romieu I, Bruce N. Indoor air pollution in developing countries and 
acute lower respiratory infections in children. Thorax 2000;55:518–32. 
doi:10.1136/thorax.55.6.518. 

[104] Bruce N, Parez-Padilla R, Albalak R. The health effects of indoor air pollution exposure in 
developing countries. WHO 2002. 

[105] Andrade ALSS de, Silva SA e, Martelli CMT, Oliveira RM de, Morais Neto OL de, 
Siqueira Júnior JB, et al. Population-based surveillance of pediatric pneumonia: use of 
spatial analysis in an urban area of Central Brazil. Cadernos de Saude Publica / Ministerio 
Da Saude, Fundacao Oswaldo Cruz, Escola Nacional de Saude Publica 2004;20:411–21. 

[106] Schroeder DG, Brown KH. Nutritional status as a predictor of child survival: summarizing 
the association and quantifying its global impact. Bulletin of the World Health 
Organization 1994;72:569–79. 

[107] Miyoshi M, Phommasack B, Nakamura S, Kuroiwa C. Nutritional status of children in 
rural Lao PDR: who are the most vulnerable? European Journal of Clinical Nutrition 
2005;59:887–90. doi:10.1038/sj.ejcn.1602160. 

[108] Khan Y, Bhutta Z a. Nutritional deficiencies in the developing world: current status and 
opportunities for intervention. Pediatric Clinics of North America 2010;57:1409–41. 
doi:10.1016/j.pcl.2010.09.016. 

[109] Kramer MS, Kakuma R. Energy and protein intake in pregnancy. Cochrane Database of 
Systematic Reviews (Online) 2003:CD000032. doi:10.1002/14651858.CD000032. 

[110] Frongillo E, Onis M De, Hanson K. Socioeconomic and demographic factors are associated 
with worldwide patterns of stunting and wasting of children. The Journal of Nutrition 
1997;127:2302–9. 

[111] Rodríguez-Bernal C, Rebagliato M, Iniguez C, Vioque J, Navarrete-Munoz E, Murcia M, et 
al. Diet quality in early pregnancy and its effects on fetal growth outcomes: the Infancia y 
Medio Ambiente (Childhood and Environment) Mother and Child Cohort Study in Spain. 
The American Journal of Clinical Nutrition 2010;91:1659–66. 
doi:10.3945/ajcn.2009.28866.INTRODUCTION. 

[112] Kaur G, Kang HS, Singal P, Singh SP. Nutritional Status : Anthropometric Perspective of 
Pre-School Children 2005;7:99–103. 

[113] Hadi H, Stoltzfus RJ, Dibley MJ, Moulton LH, West KP, Kjolhede CL, et al. Vitamin A 
supplementation selectively improves the linear growth of indonesian preschool children: 
results from a randomized controlled trial. The American Journal of Clinical Nutrition 
2000;71:507–13. 

[114] Muhilal, Permeisih D, Idjradinata YR, Muherdiyantiningsih, Karyadi D. Vitamin A-
fortified monosodium glutamate and health, growth, and survival of children: A controlled 
field trial. American Journal of Clinical Nutrition 1988;48:1271–6. 



147 
 

[115] Dancheck B, Nussenblatt V, Kumwenda N, Lema V, Neville MC, Broadhead R, et al. 
Status of carotenoids, vitamin A, and vitamin E in the mother-infant dyad and 
anthropometric status of infants in Malawi. Journal of Health, Population, and Nutrition 
2005;23:343–50. 

[116] Aggarwal R, Sentz J, Miller M a. Role of zinc administration in prevention of childhood 
diarrhea and respiratory illnesses: a meta-analysis. Pediatrics 2007;119:1120–30. 
doi:10.1542/peds.2006-3481. 

[117] Naheed A, Walker Fischer CL, Mondal D, Ahmed S, Arifeen S El, Yunus M, et al. Zinc 
therapy for diarrhoea improves growth among Bangladeshi infants 6 to 11 months of age. 
Journal of Pediatric Gastroenterology and Nutrition 2009;48:89–93. 
doi:10.1097/MPG.0b013e31817f0182. 

[118] Rosado JL, Lopez P, Mufioz E, Martinez H, Allen LH. Zinc supplementation reduced 
morbidity, but neither zinc nor iron supplementation affected growth or body composition 
of Mexican preschoolers. The American Journal … 1997. 

[119] Chang S, El Arifeen S, Bari S, Wahed M a, Rahman KM, Rahman MT, et al. 
Supplementing iron and zinc: double blind, randomized evaluation of separate or combined 
delivery. European Journal of Clinical Nutrition 2010;64:153–60. 
doi:10.1038/ejcn.2009.127. 

[120] Caulfield LE, Richard SA, Rivera JA, Musgrove P, Black RE. Stunting , Wasting , and 
Micronutrient Deficiency Disorders. Disease Control Priorities in Developing Countries, 
2006. 

[121] Ryan AS. Iron-deficiency anemia in infant development: Implications for growth, cognitive 
development, resistance to infection, and iron supplementation. American Journal of 
Physical Anthropology 1997;104:25–62. doi:10.1002/(SICI)1096-
8644(1997)25+<25::AID-AJPA2>3.0.CO;2-6. 

[122] Okebe J, Yahav D, Shbita R, Paul M. Oral iron supplements for children in malaria-
endemic areas. 2011. doi:10.1002/14651858.CD006589.pub3. 

[123] The World Health Organization. The WORLD HEALTH REPORT: Reducing Risks, 
Promoting Healthy Life. Geneva, Switzerland: 2002. 

[124] Black RE, Allen LH, Bhutta Z a, Caulfield LE, de Onis M, Ezzati M, et al. Maternal and 
child undernutrition: global and regional exposures and health consequences. Lancet 
2008;371:243–60. doi:10.1016/S0140-6736(07)61690-0. 

[125] Fawzi WW, Msamanga GI, Urassa W, Hertzmark E, Petraro P, Willett WC, et al. Vitamins 
and perinatal outcomes among HIV-negative women in Tanzania. The New England 
Journal of Medicine 2007;356:1423–31. doi:10.1056/NEJMoa064868. 

[126] Baker H, Thind IS, Frank O, DeAngelis B, Caterini H, Louria DB. Vitamin levels in low-
birth-weight newborn infants and their mothers. American Journal of Obstetrics and 
Gynecology 1977;129:521–4. 



148 
 

[127] Brooke OG, Brown IR, Bone CD, Carter ND, Cleeve HJ, Maxwell JD, et al. Vitamin D 
supplements in pregnant Asian women: effects on calcium status and fetal growth. British 
Medical Journal 1980;280:751–4. doi:10.1136/bmj.280.6216.751. 

[128] Kalra P, Das V, Agarwal A, Kumar M, Ramesh V, Bhatia E, et al. Effect of vitamin D 
supplementation during pregnancy on neonatal mineral homeostasis and anthropometry of 
the newborn and infant. The British Journal of Nutrition 2012;108:1052–8. 
doi:10.1017/S0007114511006246. 

[129] Lerch C, Meissner T. Interventions for the prevention of nutritional rickets in term born 
children. Cochrane Database of Systematic Reviews 2007:CD006164. 
doi:10.1002/14651858.CD006164.pub2. 

[130] Scholl TO, Chen X. Vitamin D intake during pregnancy: association with maternal 
characteristics and infant birth weight. Early Human Development 2009;85:231–4. 
doi:10.1016/j.earlhumdev.2008.10.006. 

[131] Tamura T, Picciano MF. Folate and human reproduction. The American Journal of Clinical 
Nutrition 2006;83:993. 

[132] Atallah AN, Hofmeyr GJ, Duley L. Calcium supplementation during pregnancy for 
preventing hypertensive disorders and related problems. Cochrane Database of Systematic 
Reviews (Online) 2002:CD001059. doi:10.1002/14651858.CD001059. 

[133] Zadrozna M, Gawlik M, Nowak B, Marcinek A, Mrowiec H, Walas S, et al. Antioxidants 
activities and concentration of selenium, zinc and copper in preterm and IUGR human 
placentas. Journal of Trace Elements in Medicine and Biology : Organ of the Society for 
Minerals and Trace Elements (GMS) 2009;23:144–8. doi:10.1016/j.jtemb.2009.02.005. 

[134] WHO, UNICEF, WFP. Preventing and controlling micronutrient deficiencies in 
populations affected by an emergency. vol. 1. 2007. 

[135] Haider BA, Bhutta ZA. Multiple-micronutrient supplementation for women during 
pregnancy. Cochrane Database of Systematic Reviews (Online) 2012;11:CD004905. 
doi:10.1002/14651858.CD004905.pub3. 

[136] UNICEF. Strategy for improved nutrition of children and women in developing countries. 
New York, New York, USA: 1990. 

[137] Mosley WH, Chen LC. An analytical framework for the study of child survival in 
developing countries. Population and Development Review 1984;10:25–45. 

[138] Pelletier DL. The Relationship Between Child Anthropometry and Mortality in Developing 
Countries : Implications for Policy , Programs and Future Research 1994. 

[139] Boy E, Bruce N, Delgado H. Birth weight and exposure to kitchen wood smoke during 
pregnancy in rural Guatemala. Environmental Health Perspectives 2002;110:109–14. 



149 
 

[140] Waters H, Saadah F, Surbakti S, Heywood P. Weight-for-age malnutrition in Indonesian 
children, 1992-1999. International Journal of Epidemiology 2004;33:589–95. 
doi:10.1093/ije/dyh074. 

[141] Osorio A, Bolancé C, Madise N, Rathmann K. Social Determinants of Child Health in 
Colombia : Can Community Education Moderate the Effect of Family Characteristics ? 
XREAP 2013. 

[142] Arifeen SE, Black RE, Caulfield LE, Antelman G, Baqui AH, Nahar Q, et al. Weight , 
intrauterine growth retardation , and prematurity 2000:1010–7. 

[143] Sachdev HS, Fall CHD, Osmond C, Lakshmy R, Biswas SKD, Leary SD, et al. 
Anthropometric indicators of body composition in young adults: Relation to size at birth 
and serial measurements of body mass index in childhood in the New Delhi birth cohort. 
American Journal of Clinical Nutrition 2005;82:456–66. doi:82/2/456 [pii]. 

[144] Boardman JD, Powers D a, Padilla YC, Hummer R a. Low birth weight, social factors, and 
developmental outcomes among children in the United States. Demography 2002;39:353–
68. 

[145] Yajnik CS. Adiposity and Hyperinsulinemia in Indians Are Present at Birth. Journal of 
Clinical Endocrinology & Metabolism 2002;87:5575–80. doi:10.1210/jc.2002-020434. 

[146] Yajnik CS, Deshpande SS, Jackson a a, Refsum H, Rao S, Fisher DJ, et al. Vitamin B12 
and folate concentrations during pregnancy and insulin resistance in the offspring: the Pune 
Maternal Nutrition Study. Diabetologia 2008;51:29–38. doi:10.1007/s00125-007-0793-y. 

[147] Alvear J, Brooke G. Fetal growth in different racial groups. Archives of Disease in 
Childhood 1978;53:27–32. 

[148] Mei Z, Yip R, Trowbridge F. Improving trend of growth of Asian refugee children in the 
USA: Evidence to support the importance of environmental factors on growth. Asia Pacific 
Journal of Clinical Nutrition 1998;7:111–6. 

[149] Onis M De. Growth patterns of breastfed infants in seven countries. Bulletin of the World 
Health Organization 2000:215–23. 

[150] Onis M. Assessment of differences in linear growth among populations in the WHO 
Multicentre Growth Reference Study. Acta Paediatrica 2006;95:56–65. doi:10.1111/j.1651-
2227.2006.tb02376.x. 

[151] Datta Banik S. Nutritional status adiposity and body composition of oraon and sarak 
females in ranchi district, India-a comparison. Ecology of Food and Nutrition 2011;50:43–
62. doi:10.1080/03670244.2011.539160. 

[152] Chowdhury S, Shahabuddin a K, Seal a J, Talukder KK, Hassan Q, Begum R a, et al. 
Nutritional status and age at menarche in a rural area of Bangladesh. Annals of Human 
Biology 2000;27:249–56. 



150 
 

[153] Subramanian S V, Perkins JM, Ozaltin E, Smith GD. Weight of nations: a socioeconomic 
analysis of women in low- to middle-income countries. American Journal of Clinical 
Nutrition 2011;93:413–21. doi:10.3945/ajcn.110.004820.1. 

[154] Scholl TO, Hediger ML, Schall JI, Khoo CS, Fischer RL. Maternal growth during 
pregnancy and the competition for nutrients. American Journal of Clinical Nutrition 
1994;60:183–8. 

[155] Fall CHD, Yajnik CS, Rao S, Davies AA, Brown N, Farrant HJW. Micronutrients and fetal 
growth. The Journal of Nutrition 2003;133:1747S – 1756S. 

[156] Hill JC, Krishnaveni GV, Annamma I, Leary SD, Fall CHD. Glucose tolerance in 
pregnancy in South India: relationships to neonatal anthropometry. Acta Obstetricia et 
Gynecologica Scandinavica 2005;84:159–65. doi:10.1111/j.0001-6349.2005.00670.x. 

[157] Fewtrell L, Kaufmann RB, Kay D, Enanoria W, Haller L, Colford JM. Water, sanitation, 
and hygiene interventions to reduce diarrhoea in less developed countries: a systematic 
review and meta-analysis. The Lancet Infectious Diseases 2005;5:42–52. 
doi:10.1016/S1473-3099(04)01253-8. 

[158] Bhutta Z a, Ahmed T, Black RE, Cousens S, Dewey K, Giugliani E, et al. What works? 
Interventions for maternal and child undernutrition and survival. Lancet 2008;371:417–40. 
doi:10.1016/S0140-6736(07)61693-6. 

[159] Curtis V, Cairncross S. Effect of washing hands with soap on diarrhoea risk in the 
community: A systematic review. Lancet Infectious Diseases 2003;3:275–81. 
doi:10.1016/S1473-3099(03)00606-6. 

[160] Lawn JE, Wilczynska-Ketende K, Cousens SN. Estimating the causes of 4 million neonatal 
deaths in the year 2000. International Journal of Epidemiology 2006;35:706–18. 
doi:10.1093/ije/dyl043. 

[161] Kehoe SH, Krishnaveni G V, Veena SR, Guntupalli AM, Margetts BM, Fall CHD, et al. 
Diet patterns are associated with demographic factors and nutritional status in South Indian 
children. Maternal & Child Nutrition 2014;10:145–58. doi:10.1111/mcn.12046. 

[162] Das S, Bapat U, More NS, Alcock G, Fernandez A, Osrin D. Nutritional status of young 
children in Mumbai slums: a follow-up anthropometric study. Nutrition Journal 
2012;11:100. doi:10.1186/1475-2891-11-100. 

[163] Roy NC. Use of mid-upper arm circumference for evaluation of nutritional status of 
children and for identification of high-risk groups for malnutrition in rural Bangladesh. 
Journal of Health, Population, and Nutrition 2000;18:171–80. 

[164] WHO/UNICEF. WHO/UNICEF meeting on infant and young child feeding. Journal of 
Nurse-Midwifery 1980;25:31–8. doi:10.1016/0091-2182(80)90051-8. 

[165] WHO. The optimal duration of exclusive breastfeeding - Report of an expert consultantion. 
Geneva, Switzerland: The World Health Organization; 2001. 



151 
 

[166] Alvarado BE, Zunzunegui MV, Delisle H, Osorno J. Growth trajectories are influenced by 
breast-feeding and infant health in an afro-colombian community. The Journal of Nutrition 
2005;135:2171–8. 

[167] Bhandari N, Bahl R, Mazumdar S, Martines J, Black RE, Bhan MK. Effect of community-
based promotion of exclusive breastfeeding on diarrhoeal illness and growth: a cluster 
randomised controlled trial. Lancet 2003;361:1418–23. doi:10.1016/S0140-
6736(03)13134-0. 

[168] Froozani MD, Permehzadeh K, Motlagh a R, Golestan B. Effect of breastfeeding education 
on the feeding pattern and health of infants in their first 4 months in the Islamic Republic of 
Iran. Bulletin of the World Health Organization 1999;77:381–5. 

[169] Kalanda BF, Verhoeff FH, Brabin BJ. Breast and complementary feeding practices in 
relation to morbidity and growth in Malawian infants. European Journal of Clinical 
Nutrition 2006;60:401–7. doi:10.1038/sj.ejcn.1602330. 

[170] Morrow a L, Guerrero ML, Shults J, Calva JJ, Lutter C, Bravo J, et al. Efficacy of home-
based peer counselling to promote exclusive breastfeeding: a randomised controlled trial. 
Lancet 1999;353:1226–31. doi:10.1016/S0140-6736(98)08037-4. 

[171] Pugh LC, Milligan R a, Frick KD, Spatz D, Bronner Y. Breastfeeding duration, costs, and 
benefits of a support program for low-income breastfeeding women. Birth (Berkeley, Calif) 
2002;29:95–100. doi:DOI: 10.1046/j.1523-536X.2002.00169.x. 

[172] Saha KK, Frongillo E a, Alam DS, Arifeen SE, Persson LA, Rasmussen KM. Appropriate 
infant feeding practices result in better growth of infants and young children in rural 
Bangladesh. The American Journal of Clinical Nutrition 2008;87:1852–9. 

[173] H. I. Tawfeek, O. M. Muhyaddin, H. I. Al-Sanwi and NA-B. Effect of maternal dietary 
vitamin C intake on the level of vitamin C in breastmilk among nursing mothers in 
Baghdad, Iraq. Food and Nutrition Bulletin 2002;23:244–7. 

[174] Masangwi SJ, Morse TD, Ferguson NS, Zawdie G, Grimason AM, Namangale JJ. 
Behavioural and environmental determinants of childhood diarrhoea in Chikwawa, Malawi. 
Desalination 2009;248:684–91. doi:10.1016/j.desal.2008.05.120. 

[175] Cole SM. The relationship between relative deprivation and adult nutritional status in rural 
Zambia. American Journal of Human Biology : The Official Journal of the Human Biology 
Council 2012;24:800–5. doi:10.1002/ajhb.22320. 

[176] Mowafi M, Khadr Z, Subramanian S V, Bennett G, Hill A, Kawachi I. Are neighborhood 
education levels associated with BMI among adults in Cairo, Egypt? Social Science & 
Medicine (1982) 2011;72:1274–83. doi:10.1016/j.socscimed.2011.01.032. 

[177] Pongou R, Ezzati M, Salomon J a. Household and community socioeconomic and 
environmental determinants of child nutritional status in Cameroon. BMC Public Health 
2006;6:98. doi:10.1186/1471-2458-6-98. 



152 
 

[178] Smith L, Haddad L. How Potent Is Economic Growth in Reducing Undernutrition? What 
Are the Pathways of Impact? New Cross-�Country Evidence. Economic Development and 
Cultural Change 2002;51:55–76. 

[179] Sahn DE, Alderman H. On the determinants of nutrition in Mozambique: The importance 
of age-specific effects. World Development 1997;25:577–88. doi:10.1016/S0305-
750X(96)00118-0. 

[180] Nguyen HT, Eriksson B, Nguyen LT, Nguyen CTK, Petzold M, Bondjers G, et al. Physical 
growth during the first year of life. A longitudinal study in rural and urban areas of Hanoi, 
Vietnam. BMC Pediatrics 2012;12:26. doi:10.1186/1471-2431-12-26. 

[181] Phimmasone K, Douangpoutha I, Fauveau V, Pholsena P. Nutritional status of children in 
the Lao PDR. Journal of Tropical Pediatrics 1996;42:5–11. 

[182] Som S, Pal M, Bharati P. Role of individual and household level factors on stunting: A 
comparative study in three Indian states. Annals of Human Biology 2007. 

[183] Sen P, Bharati S, Som S, Pal M, Bharati P. Growth and nutritional status of preschool 
children in India: a study of two recent time periods. Food and Nutrition Bulletin 
2011;32:84–93. 

[184] Shroff M, Griffiths P, Adair L, Suchindran C, Bentley M. Maternal autonomy is inversely 
related to child stunting in Andhra Pradesh, India. Maternal & Child Nutrition 2009;5:64–
74. doi:10.1111/j.1740-8709.2008.00161.x. 

[185] Longnecker MP, Klebanoff M a, Zhou H, Brock JW. Association between maternal serum 
concentration of the DDT metabolite DDE and preterm and small-for-gestational-age 
babies at birth. Lancet 2001;358:110–4. doi:10.1016/S0140-6736(01)05329-6. 

[186] Taha TE, Gray RH. Agricultural pesticide exposure and perinatal mortality in central 
Sudan. Bulletin of the World Health Organization 1993;71:317–21. 

[187] Cheah W, Muda W, Zamh Z. A structural equation model of the determinants of 
malnutrition among children in rural Kelantan, Malaysia. Rural and Remote Health 
2010:1–12. 

[188] Owusu WB, Lartey A, de Onis M, Onyango AW, Frongillo EA. Factors associated with 
unconstrained growth among affluent Ghanaian children. Acta Paediatrica 2004;93:1115–9. 
doi:10.1080/08035250410032746. 

[189] Patel V, DeSouza N, Rodrigues M. Postnatal depression and infant growth and 
development in low income countries: a cohort study from Goa, India. Archives of Disease 
in Childhood 2003;88:34–7. 

[190] Reinbold GW. Economic inequality and child stunting in Bangladesh and Kenya: an 
investigation of six hypotheses. Population and Development Review 2011;37:691–719. 



153 
 

[191] Fotso J-C, Kuate-Defo B. Socioeconomic inequalities in early childhood malnutrition and 
morbidity: modification of the household-level effects by the community SES. Health & 
Place 2005;11:205–25. doi:10.1016/j.healthplace.2004.06.004. 

[192] Stanton BF, Clemens JD. Socioeconomic variables and rates of diarrhoeal disease in urban 
Bangladesh. Transactions of the Royal Society of Tropical Medicine and Hygiene 
1987;81:278–82. 

[193] Halpenny CM, Koski KG, Valdés VE, Scott ME. Prediction of child health by household 
density and asset-based indices in impoverished indigenous villages in rural Panamá. The 
American Journal of Tropical Medicine and Hygiene 2012;86:280–91. 
doi:10.4269/ajtmh.2012.11-0289. 

[194] Filmer D, Pritchett LH. Estimating wealth effects without data - or tears: an application to 
educational in states of India. Demography 2001;38:115–32. 

[195] Agee MD. Reducing child malnutrition in Nigeria: Combined effects of income growth and 
provision of information about mothers’ access to health care services. Social Science and 
Medicine 2010;71:1973–80. doi:10.1016/j.socscimed.2010.09.020. 

[196] Gunnsteinsson S, Labrique AB, West KP, Christian P, Mehra S, Shamim AA, et al. 
Constructing indices of rural living standards in Northwestern Bangladesh. Journal of 
Health, Population and Nutrition 2010;28:509–19. doi:10.3329/jhpn.v28i5.6160. 

[197] Winters P, Davis B, Carletto G, Covarrubias K, Quiñones EJ, Zezza A, et al. Assets, 
Activities and Rural Income Generation: Evidence from a Multicountry Analysis. World 
Development 2009;37:1435–52. doi:10.1016/j.worlddev.2009.01.010. 

[198] Browning CR, Cagney KA. Moving beyond poverty: neighborhood structure, social 
processes, and health. Journal of Health and Social Behavior 2003;44:552–71. 
doi:10.2307/1519799. 

[199] Jones AM, Wildman J. Health, income and relative deprivation: evidence from the BHPS. 
Journal of Health Economics 2008;27:308–24. doi:10.1016/j.jhealeco.2007.05.007. 

[200] Wen M, Browning CR, Cagney KA. Poverty , affluence , and income inequality : 
neighborhood economic structure and its implications for health 2007;57:843–60. 

[201] Salti N. Relative deprivation and mortality in South Africa. Social Science and Medicine 
2010;70:720–8. doi:10.1016/j.socscimed.2009.11.008. 

[202] Subramanyam M, Kawachi I, Berkman L, Subramanian S V. Relative deprivation in 
income and self-rated health in the United States. Social Science & Medicine (1982) 
2009;69:327–34. doi:10.1016/j.socscimed.2009.06.008. 

[203] Åberg Yngwe M, Fritzell J, Lundberg O, Diderichsen F, Burström B. Exploring relative 
deprivation: Is social comparison a mechanism in the relation between income and health? 
Social Science and Medicine 2003;57:1463–73. doi:10.1016/S0277-9536(02)00541-5. 



154 
 

[204] Rutstein SO, Johnson K. The DHS Wealth Index. DHS Comparative Reports No. 6, vol. 6, 
Calverton, Maryland: ORC Marco; 2004, p. 1–77. 

[205] Crea TM, Lombe M, Robertson L a, Dumba L, Mushati P, Makoni JC, et al. Asset 
ownership among households caring for orphans and vulnerable children in rural 
Zimbabwe: The influence of ownership on children’s health and social vulnerabilities. 
AIDS Care 2012:37–41. doi:10.1080/09540121.2012.687812. 

[206] Mmbando BP, Kamugisha ML, Lusingu JP, Francis F, Ishengoma DS, Theander TG, et al. 
Spatial variation and socio-economic determinants of Plasmodium falciparum infection in 
northeastern Tanzania. Malaria Journal 2011;10:145. doi:10.1186/1475-2875-10-145. 

[207] Brouwer R, Akter S, Brander L, Haque E. Socioeconomic vulnerability and adaptation to 
environmental risk: a case study of climate change and flooding in Bangladesh. Risk 
Analysis : An Official Publication of the Society for Risk Analysis 2007;27:313–26. 
doi:10.1111/j.1539-6924.2007.00884.x. 

[208] WHO / UNICEF. Joint Monitoring Programme (JMP) for Water Supply and 
Sanitation:Types of drinking-water sources and sanitation 2010. 
http://www.wssinfo.org/definitions-methods/watsan-categories/ (accessed October 4, 
2013). 

[209] Hoque B a, Chakraborty J, Chowdhury JT, Chowdhury UK, Ali M, el Arifeen S, et al. 
Effects of environmental factors on child survival in Bangladesh: a case control study. 
Public Health 1999;113:57–64. 

[210] Checkley W, Gilman RH, Black RE, Epstein LD, Cabrera L, Sterling CR, et al. Effect of 
water and sanitation on childhood health in a poor Peruvian peri-urban community. Lancet 
2004;363:112–8. doi:10.1016/S0140-6736(03)15261-0. 

[211] Siddiqui AR, Gold EB, Yang X, Lee K, Brown KH, Bhutta Z a. Prenatal exposure to wood 
fuel smoke and low birth weight. Environmental Health Perspectives 2008;116:543–9. 
doi:10.1289/ehp.10782. 

[212] Arimond M, Ruel MT. Dietary diversity is associated with child nutritional status: evidence 
from 11 demographic and health surveys. The Journal of Nutrition 2004;134:2579–85. 
doi:0022-3166/04. 

[213] Aziz KM, Hoque B a, Hasan KZ, Patwary MY, Huttly SR, Rahaman MM, et al. Reduction 
in diarrhoeal diseases in children in rural Bangladesh by environmental and behavioural 
modifications. Transactions of the Royal Society of Tropical Medicine and Hygiene 
1987;84:433–8. 

[214] Blum D, Huttly S, Okoro JI, Akujobi C, Kirkwood BR, Feachem RG. The bacteriological 
quality of traditional water sources in north-eastern Imo State, Nigeria. Epidemiology and 
Infection 1987:429–37. 

[215] Carrel M, Emch M, Streatfield PK, Yunus M. Spatio-temporal clustering of cholera: the 
impact of flood control in Matlab, Bangladesh, 1983-2003. Health & Place 2009;15:741–
52. doi:10.1016/j.healthplace.2008.12.008. 



155 
 

[216] Carrel M, Voss P, Streatfield PK, Yunus M, Emch M. Protection from annual flooding is 
correlated with increased cholera prevalence in Bangladesh: a zero-inflated regression 
analysis. Environmental Health : A Global Access Science Source 2010;9:13. 
doi:10.1186/1476-069X-9-13. 

[217] Islam MA, Sakakibara H, Karim MR, Sekine M, Mahmud ZH. Bacteriological assessment 
of drinking water supply options in coastal areas of Bangladesh. Journal of Water and 
Health 2011;9:415–28. 

[218] Knappett PSK, Mckay LD, Layton A, Williams DE, Alam MJ, Mailloux BJ, et al. 
Unsealed tubewells lead to increased fecal contamination of drinking water. Journal of 
Water and Health 2012;10:565–78. doi:10.2166/wh.2012.102. 

[219] Marín C, Segura J, Bern C, Freedman DS, Lescanol AG, Benaventel LE, et al. Seasonal 
change in nutritional status among young children in an urban shanty town in Peru. 
Transactions of the Royal Society of Tropical Medicine and Hygiene 1996;90:442–5. 

[220] Rahman M, Sultana R, Ahmed G, Nahar S, Hassan ZM, Saiada F, et al. Prevalence of 
G2P[4] and G12P[6] rotavirus, Bangladesh. Emerging Infectious Diseases 2007;13:18–24. 
doi:10.3201/eid1301.060910. 

[221] Rahman M, Alamgir ASM, Saiada F, Hassan Z, Faruque ASG, Cravioto A, et al. Co-
circulation of G1, G2 and G9 rotaviruses in hospitalized patients in Bangladesh during 
2006-2009. Human Vaccines 2011;7:929–33. doi:10.4161/hv.7.9.15988. 

[222] Rodriguez-Llanes JM, Ranjan-Dash S, Degomme O, Mukhopadhyay A, Guha-Sapir D. 
Child malnutrition and recurrent flooding in rural eastern India: a community-based survey. 
BMJ Open 2011;1:e000109. doi:10.1136/bmjopen-2011-000109. 

[223] Balk D, Pullum T, Storeygard A, Greenwell F, Neuman M. A spatial analysis of childhood 
mortality in West Africa. Population, Space and Place 2004;10:175–216. 
doi:10.1002/psp.328. 

[224] Brown KH, Black RE, Robertson a D, Becker S. Effects of season and illness on the dietary 
intake of weanlings during longitudinal studies in rural Bangladesh. The American Journal 
of Clinical Nutrition 1985;41:343–55. 

[225] Hassan N, Huda N, Ahmad K. Seasonal patterns of food intake in rural Bangladesh: Its 
impact on nutritional status. Ecology of Food and Nutrition 1985;17:175–86. 
doi:10.1080/03670244.1985.9990891. 

[226] Savy M, Martin-Prével Y, Traissac P, Eymard-Duvernay S, Delpeuch F. Dietary diversity 
scores and nutritional status of women change during the seasonal food shortage in rural 
Burkina Faso. The Journal of Nutrition 2006;136:2625–32. 

[227] Fujii T, Lanjouw P, Montana L, Alayon S. Micro-level Estimation of Prevalence of Child. 
Statistics 2004. 



156 
 

[228] Fujii T. Micro-level estimation of child undernutrition indicators in Cambodia. World Bank 
Economic Review 2010;24:520–53. doi:10.1093/wber/lhq016. 

[229] Hashizume M, Wagatsuma Y, Faruque ASG, Hayashi T, Hunter PR, Armstrong B, et al. 
Factors determining vulnerability to diarrhoea during and after severe floods in 
Bangladesh. Journal of Water and Health 2008;6:323–32. doi:10.2166/wh.2008.062. 

[230] Alam M, Islam A, Bhuiyan N a, Rahim N, Hossain A, Khan GY, et al. Clonal transmission, 
dual peak, and off-season cholera in Bangladesh. Infection Ecology & Epidemiology 
2011;1. doi:10.3402/iee.v1i0.7273. 

[231] Ali M, Emch M, Donnay JP, Yunus M, Sack RB. Identifying environmental risk factors for 
endemic cholera: A raster GIS approach. Health and Place 2002;8:201–10. 
doi:10.1016/S1353-8292(01)00043-0. 

[232] Leventhal T, Brooks-Gunn J. The neighborhoods they live in: the effects of neighborhood 
residence on child and adolescent outcomes. Psychological Bulletin 2000;126:309–37. 
doi:10.1037/0033-2909.126.2.309. 

[233] Hyman G, Larrea C, Farrow A. Methods, results and policy implications of poverty and 
food security mapping assessments. Food Policy 2005;30:453–60. 
doi:10.1016/j.foodpol.2005.10.003. 

[234] Ahmad S, Sugimoto J, Shamim AA, Labrique AB, Rashid M, Rah JH, et al. Does 
Proximity to Market Influence Dietary Diversity of Pregnant Women in Rural 
Bangladesh ? Health (San Francisco) 2005:139–40. 

[235] Farrow A, Larrea C, Hyman G, Lema G. Exploring the spatial variation of food poverty in 
Ecuador. Food Policy 2005;30:510–31. doi:10.1016/j.foodpol.2005.09.005. 

[236] Galasso E, Umapathi N. Improving nutritional status through behavioral change: lessons 
from Madagascar. Journal of Development Effectiveness 2007. 

[237] Ettarh R, Galiwango E, Rutebemberwa E, Pariyo G, Peterson S. Spatial analysis of 
determinants of choice of treatment provider for fever in under-five children in Iganga, 
Uganda. Health & Place 2011;17:320–6. doi:10.1016/j.healthplace.2010.11.009. 

[238] Parker L, Dickinson HO, Morton-Jones T. Proximity to maternity services and stillbirth 
risk. Archives of Disease in Childhood Fetal and Neonatal Edition 2000;82:F167–8. 

[239] Webb P, Block S. Nutrition Information and Formal Schooling as Inputs to Child 
Nutrition*. Economic Development and Cultural Change 2004;52:801–20. 
doi:10.1086/420901. 

[240] Amarasinghe U, Samad M, Anputhas M. Spatial clustering of rural poverty and food 
insecurity in Sri Lanka. Food Policy 2005;30:493–509. doi:10.1016/j.foodpol.2005.09.006. 

[241] Wu J, Yunus M, Streatfield PK, van Geen A, Escamilla V, Akita Y, et al. Impact of 
tubewell access and tubewell depth on childhood diarrhea in Matlab, Bangladesh. 



157 
 

Environmental Health : A Global Access Science Source 2011;10:109. doi:10.1186/1476-
069X-10-109. 

[242] Clasen TF, Bostoen K, Schmidt W-P, Boisson S, Fung IC-H, Jenkins MW, et al. 
Interventions to improve disposal of human excreta for preventing diarrhoea. Cochrane 
Database of Systematic Reviews (Online) 2010:CD007180. 
doi:10.1002/14651858.CD007180.pub2. 

[243] Cumming O. The sanitation imperative: A strategic response to a development crisis. 
Desalination 2009;248:8–13. doi:10.1016/j.desal.2008.05.031. 

[244] Hoque B a, Juncker T, Sack RB, Ali M, Aziz KM. Sustainability of a water, sanitation and 
hygiene education project in rural Bangladesh: a 5-year follow-up. Bulletin of the World 
Health Organization 1996;74:431–7. 

[245] Avan BI, Kirkwood B. Role of neighbourhoods in child growth and development: Does 
“place” matter? Social Science and Medicine 2010;71:102–9. 
doi:10.1016/j.socscimed.2010.02.039. 

[246] Kennedy G, Nantel G, Brouwer ID, Kok FJ. Does living in an urban environment confer 
advantages for childhood nutritional status? Analysis of disparities in nutritional status by 
wealth and residence in Angola, Central African Republic and Senegal. Public Health 
Nutrition 2006;9:187–93. doi:10.1079/PHN2005835. 

[247] Black RE, Lopez de Romaña G, Brown KH, Bravo N, Bazalar OG, Kanashiro HC. 
Incidence and etiology of infantile diarrhea and major routes of transmission in Huascar, 
Peru. American Journal of Epidemiology 1989;129:785–99. 

[248] Buka SL, Brennan RT, Rich-Edwards JW, Raudenbush SW, Earls F. Neighborhood 
support and the birth weight of urban infants. American Journal of Epidemiology 
2003;157:1–8. doi:10.1093/aje/kwf170. 

[249] Luo Z-C, Kierans WJ, Wilkins R, Liston RM, Mohamed J, Kramer MS. Disparities in Birth 
Outcomes by Neighborhood Income. Epidemiology 2004;15:679–86. 
doi:10.1097/01.ede.0000142149.34095.88. 

[250] O’Campo P, Xue X, Wang MC, Caughy M. Neighborhood risk factors for low birthweight 
in Baltimore: a multilevel analysis. American Journal of Public Health 1997;87:1113–8. 

[251] Gorman BK. Racial and ethnic variation in low birthweight in the United States: individual 
and contextual determinants. Health & Place 1999;5:195–207. 

[252] Pearl M, Braveman P, Abrams B. The relationship of neighborhood socioeconomic 
characteristics to birthweight among 5 ethnic groups in California. American Journal of 
Public Health 2001;91:1808–14. 

[253] Barrett J. A Marked Disadvantage: Rapid Urbanization and Mortality of Young Children in 
Nigeria. Environmental Health Perspectives 2010. 



158 
 

[254] Milanovic B. A simple way to calculate the Gini coefficient, and some implications. 
Economics Letters 1997;56:45–9. doi:10.1016/S0165-1765(97)00101-8. 

[255] Duesenberry JS. Income, Saving and the Theory of Consumer Behavior: James S. 
Duesenberry,... Mass., Harvard University Press (Oxford University Press); 1949. 

[256] Deaton A. Relative deprivation, inequality, and mortality 2001. 

[257] Ling DC. Do the Chinese “Keep up with the Jones”?: Implications of peer effects, growing 
economic disparities and relative deprivation on health outcomes among older adults in 
China. China Economic Review 2009;20:65–81. doi:10.1016/j.chieco.2008.10.010. 

[258] Horrell S, Humphries J, Voth H. Stature and relative deprivation: fatherless children in 
early industrial Britain. Continuity and Change 1998;13:73–115. 

[259] Cutrona CE, Russell DW, Hessling RM, Brown PA, Murry V. Direct and moderating 
effects of community context on the psychological well-being of African American 
women. Journal of Personality and Social Psychology 2000;79:1088–101. 
doi:10.1037//0022-3514.79.6.1088. 

[260] Morenoff J. Neighborhood mechanisms and the spatial dynamics of birth weight. American 
Journal of Sociology 2003;108:976–1017. 

[261] Morenoff JD, Sampson RJ, Raudenbush SW. Neighborhood inequality, collective efficacy, 
and the spatial dynamics of urban violence 2001;39. 

[262] Ross C, Mirowsky J. Neighborhood disadvantage, disorder, and health. Journal of Health 
and Social Behavior 2001;42:258–76. 

[263] Dennis C-L, Hodnett E, Gallop R, Chalmers B. The effect of peer support on breast-feeding 
duration among primiparous women: a randomized controlled trial. CMAJ : Canadian 
Medical Association Journal = Journal de l’Association Medicale Canadienne 
2002;166:21–8. 

[264] Snijders ATAB. Power and sample size in multilevel modeling. In: Howell BSE and DC, 
editor. Encyclopedia of Statistics in Behavioral Science, vol. 3. 3rd ed., Wiley; 2005, p. 
1570–3. 

[265] Maas CJM, Hox JJ. Robustness issues in multilevel regression analysis. Statistica 
Neerlandica 2004;58:127–37. doi:10.1046/j.0039-0402.2003.00252.x. 

[266] Maas CJM, Hox JJ. The influence of violations of assumptions on multilevel parameter 
estimates and their standard errors. Computational Statistics & Data Analysis 2004;46:427–
40. doi:10.1016/j.csda.2003.08.006. 

[267] Griffith D a. Spatial Autocorrelation 2005:581–90. doi:10.1016/B0-12-369398-5/00334-0. 

[268] Waller LA, Gotway CA. Applied Spatial Statistics for Public Health Data. Wiley; 2004. 



159 
 

[269] Rupke N a. Humboldtian medicine. Medical History 1996;40:293–310. 

[270] Jarcho S. Yellow fever, cholera, and the beginnings of medical cartography. Journal of the 
History of Medicine and Allied Sciences 1970;25:131–42. 

[271] Barrett FA. Finke ’ s 1792 map of human diseases : the ® rst world disease map ? 
2000;50:915–21. 

[272] Guerrero EG, Kao D, Perron BE. Travel distance to outpatient substance use disorder 
treatment facilities for Spanish-speaking clients. The International Journal on Drug Policy 
2013;24:38–45. doi:10.1016/j.drugpo.2012.04.004. 

[273] Cooper H, Des Jarlais D, Ross Z, Tempalski B, Bossak BH, Friedman SR. Spatial access to 
sterile syringes and the odds of injecting with an unsterile syringe among injectors: a 
longitudinal multilevel study. Journal of Urban Health : Bulletin of the New York 
Academy of Medicine 2012;89:678–96. doi:10.1007/s11524-012-9673-y. 

[274] Ruiz-Moreno D, Pascual M, Emch M, Yunus M. Spatial clustering in the spatio-temporal 
dynamics of endemic cholera. BMC Infectious Diseases 2010;10:51. doi:10.1186/1471-
2334-10-51. 

[275] Hu W, Mengersen K, Tong S. Spatial analysis of notified cryptosporidiosis infections in 
Brisbane, Australia. Annals of Epidemiology 2009;19:900–7. 
doi:10.1016/j.annepidem.2009.06.004. 

[276] Moss WJ, Hamapumbu H, Kobayashi T, Shields T, Kamanga A, Clennon J, et al. Use of 
remote sensing to identify spatial risk factors for malaria in a region of declining 
transmission: a cross-sectional and longitudinal community survey. Malaria Journal 
2011;10:163. doi:10.1186/1475-2875-10-163. 

[277] Seidahmed OME, Hassan S a, Soghaier M a, Siam H a M, Ahmed FT a, Elkarsany MM, et 
al. Spatial and Temporal Patterns of Dengue Transmission along a Red Sea Coastline: A 
Longitudinal Entomological and Serological Survey in Port Sudan City. PLoS Neglected 
Tropical Diseases 2012;6:e1821. doi:10.1371/journal.pntd.0001821. 

[278] Berke O. Exploratory spatial relative risk mapping. Preventive Veterinary Medicine 
2005;71:173–82. doi:10.1016/j.prevetmed.2005.07.003. 

[279] Kelsall J, Wakefield J. Modeling Spatial Variation in Disease Risk. Journal of the 
American Statistical Association 2002;97:692–701. doi:10.1198/016214502388618438. 

[280] Kitron U. Risk maps: transmission and burden of vector-borne diseases. Parasitology 
Today (Personal Ed) 2000;16:324–5. 

[281] Escaramís G, Carrasco JL, Aponte JJ, Nhalungo D, Nhacolo A, Alonso P, et al. Spatio-
temporal analysis of mortality among children under the age of five in Manhiça 
(Mozambique) during the period 1997-2005. International Journal of Health Geographics 
2011;10:14. doi:10.1186/1476-072X-10-14. 



160 
 

[282] Soares Magalhães RJ, Clements AC a. Spatial heterogeneity of haemoglobin concentration 
in preschool-age children in sub-Saharan Africa. Bulletin of the World Health Organization 
2011;89:459–68. doi:10.2471/BLT.10.083568. 

[283] Kandala N-B, Madungu TP, Emina JBO, Nzita KPD, Cappuccio FP. Malnutrition among 
children under the age of five in the Democratic Republic of Congo (DRC): does 
geographic location matter? BMC Public Health 2011;11:261. doi:10.1186/1471-2458-11-
261. 

[284] Mainardi S. Modelling spatial heterogeneity and anisotropy: child anaemia, sanitation and 
basic infrastructure in sub-Saharan Africa. International Journal of Geographical 
Information Science 2012;26:387–411. doi:10.1080/13658816.2011.585612. 

[285] Storeygard A, Balk D, Levy M, Deane G. The Global Distribution of Infant Mortality: A 
subnational spatial view. Population, Space and Place 2008;14:209–29. 
doi:10.1002/psp.484. 

[286] Dietz R. The estimation of neighborhood effects in the social sciences: An interdisciplinary 
approach. Social Science Research 2002;31:539–75. 

[287] Mohai P, Lantz PM, Morenoff J, House JS, Mero RP. Racial and socioeconomic disparities 
in residential proximity to polluting industrial facilities: evidence from the Americans’ 
Changing Lives Study. American Journal of Public Health 2009;99 Suppl 3:S649–56. 
doi:10.2105/AJPH.2007.131383. 

[288] Hunter LM. Migration and Environmental Hazards. Population and Environment 
2005;26:273–302. doi:10.1007/s11111-005-3343-x. 

[289] Carder M, McNamee R, Beverland I, Elton R, Cohen GR, Boyd J, et al. Does deprivation 
index modify the acute effect of black smoke on cardiorespiratory mortality? Occupational 
and Environmental Medicine 2010;67:104–10. doi:10.1136/oem.2008.044602. 

[290] Pearce JR, Richardson EA, Richard J, Shortt NK. Environmental justice and health : the 
implications of the socio-spatial distribution of multiple environmental deprivation for 
health inequalities in the United Kingdom. Transactions of the Institute of British 
Geographers 2010:522–39. 

[291] Shortt NK, Richardson E a, Mitchell R, Pearce J. Re-engaging with the physical 
environment: a health-related environmental classification of the UK. Area 2010;43:no – 
no. doi:10.1111/j.1475-4762.2010.00960.x. 

[292] Pearce J, Kingham S. Environmental inequalities in New Zealand: A national study of air 
pollution and environmental justice. Geoforum 2008;39:980–93. 
doi:10.1016/j.geoforum.2007.10.007. 

[293] Richardson EA, Mitchell R, Shortt NK, Pearce J, Dawson TP. Developing summary 
measures of health-related multiple physical environmental deprivation for epidemiological 
research. Environment and Planning A 2010;42:1650–68. doi:10.1068/a42459. 



161 
 

[294] Brown S. Spatial Analysis of Socioeconomic Issues : Gender and GIS in Nepal. Mountain 
Research and Development 2003;23:338–44. 

[295] Crightona EJ, Elliottb SJ, Moineddinc R, Kanarogloub P, Upshur R. An exploratory spatial 
analysis of pneumonia and influenza hospitalizations in Ontario by age and gender. 
Epidemiology and Infection 2007;135:253–61. 

[296] Crightona EJ, Elliottb SJ, Moineddinc R, Kanarogloub P, Upshur R. A spatial analysis of 
the determinants of pneumonia and influenza hospitalizations in Ontario (1992-2001). 
Social Science & Medicine (1982) 2007;64:1636–50. 

[297] Ali M, Emch M, Tofaila F, Baqui AH. Implications of health care provision on acute lower 
respiratory infection mortality in Bangladeshi children. Social Science & Medicine (1982) 
2001;52:267–77. 

[298] Yu I, Li Y, Wong T, Tam W, Chan A, Lee J, et al. Evidence of airborne transmission of the 
severe acute respiratory syndrome virus. New England Journal of Medicine 
2004;350:1731–9. 

[299] Fobil JN, Levers C, Lakes T, Loag W, Kraemer A, May J. Mapping urban malaria and 
diarrhea mortality in Accra, Ghana: evidence of vulnerabilities and implications for urban 
health policy. Journal of Urban Health : Bulletin of the New York Academy of Medicine 
2012;89:977–91. 

[300] McCormick BJJ, Alonso WJ, Miller MA. An exploration of spatial patterns of seasonal 
diarrhoeal morbidity in Thailand. Epidemiology and Infection 2012;140:1236–43. 

[301] Leyk S, Phillips TP, Smith JM, Nuckols JR, Sciences RH, Collins F, et al. Diarrheal 
mortality of children in association with hydrography in Brazil. Health (San Francisco) 
2010. 

[302] Kazembe LN, Namangale JJ. A Bayesian multinomial model to analyse spatial patterns of 
childhood co-morbidity in Malawi. European Journal of Epidemiology 2007;22:545–56. 

[303] Kazembea LN, Muulac AS, Simoonga C. Joint spatial modelling of common morbidities of 
childhood fever and diarrhoea in Malawi. Health & Place 2009;15:165–72. 

[304] Mirghani SE, Nour BY, Bushra SM, Elhassan IM, Snow R, Noor AM. The spatial-
temporal clustering of Plasmodium falciparum infection over eleven years in Gezira State, 
The Sudan. Malaria Journal 2010;9:172. 

[305] Nolan MS, Zangeneh A, Khuwaja S a., Martinez D, Rossmann SN, Cardenas V, et al. 
Proximity of Residence to Bodies of Water and Risk for West Nile Virus Infection: A 
Case-Control Study in Houston, Texas. Journal of Biomedicine and Biotechnology 
2012;2012:1–6. doi:10.1155/2012/159578. 

[306] Brooker S, Clements ACA. Spatial heterogeneity of parasite co-infection: Determinants 
and geostatistical prediction at regional scales. International Journal for Parasitology 
2009;39:591–7. 



162 
 

[307] Magalhaes RJS, Clements ACA. Mapping the risk of anaemia in preschool-age children: 
the contribution of malnutrition, malaria, and helminth infections in West Africa. PLoS 
Medicine 2011;8:e1000438. 

[308] Soares Magalhães RJ, Langa A, Pedro JM, Sousa-Figueiredo JC, Clements ACA, Nery SV. 
Role of malnutrition and parasite infections in the spatial variation in children’s anaemia 
risk in northern Angola. Geospatial Health 2013;7:341–54. 

[309] Carson SA. The Effect of Geography and Vitamin D on African American Stature in the 
Nineteenth Century: Evidence from Prison Records. The Journal of Economic History 
2008;68. doi:10.1017/S0022050708000648. 

[310] Rafique E, Rashid a., Ryan J, Bhatti a. U. Zinc Deficiency in Rainfed Wheat in Pakistan: 
Magnitude, Spatial Variability, Management, and Plant Analysis Diagnostic Norms. 
Communications in Soil Science and Plant Analysis 2006;37:181–97. 
doi:10.1080/00103620500403176. 

[311] Foroughifar H, Jafarzadeh a. a., Torabi H, Pakpour a., Miransari M. Using Geostatistics 
and Geographic Information System Techniques to Characterize Spatial Variability of Soil 
Properties, Including Micronutrients. Communications in Soil Science and Plant Analysis 
2013;44:1273–81. doi:10.1080/00103624.2012.758279. 

[312] Lin W, Jia-Ping W, Yan-Xuan L, Hui-Qing H, Qian-Fang F. Spatial Variability of 
Micronutrients in Rice Grain and Paddy Soil. Pedosphere 2009;19:748–55. 

[313] Victora CG, Huttly SR, Fuchs SC, Olinto MT. The role of conceptual frameworks in 
epidemiological analysis: a hierarchical approach. International Journal of Epidemiology 
1997;26:224–7. 

[314] Huang TT, Drewnosksi A, Kumanyika S, Glass T a. A systems-oriented multilevel 
framework for addressing obesity in the 21st century. Preventing Chronic Disease 
2009;6:A82. doi:A97 [pii]. 

[315] UNICEF. Improving child nutrition. The achievable imperative for global progress 2013:1–
132. doi:978-92-806-4686-3. 

[316] Klemm RDW, Labrique AB, Christian P, Rashid M, Shamim AA, Katz J, et al. Newborn 
vitamin A supplementation reduced infant mortality in rural Bangladesh. Pediatrics 
2008;122:e242–50. doi:10.1542/peds.2007-3448. 

[317] Sugimoto JD, Labrique AB, Ahmad S, Rashid M, Klemm RDW, Christian P, et al. 
Development and management of a geographic information system for health research in a 
developing-country setting: a case study from Bangladesh. Journal of Health, Population, 
and Nutrition 2007;25:436–47. 

[318] Eriksson JG, Thornburg KL, Osmond C, Kajantie E, Barker DJP. The prenatal origins of 
lung cancer. I. The fetus. American Journal of Human Biology : The Official Journal of the 
Human Biology Council 2010;22:508–11. doi:10.1002/ajhb.21040. 



163 
 

[319] Mi J, Law C, Zhang K. Effects of infant birthweight and maternal body mass index in 
pregnancy on components of the insulin resistance syndrome in China. Annals of Internal 
Medicine 2000;132:253–60. 

[320] R Development Core Team. R: A Language and Environment for Statistical Computing. 
Vienna, Austria: R Foundation for Statistical Computing; 2011. 

[321] Akhter N, Sondhya FY. Nutritional status of adolescents in Bangladesh: Comparison of 
severe thinness status of a low-income family’s adolescents between urban and rural 
Bangladesh. Journal of Education and Health Promotion 2013;2:27. doi:10.4103/2277-
9531.114209. 

[322] Jarvis A., Reuter HI, Nelson A, Guevara E. Hole-filled seamless SRTM data V3 2006. 

[323] Entwisle B, Rindfuss RR, Walsh SJ, Evans TP, Curran SR. Geographic information 
systems, spatial network analysis, and contraceptive choice. Demography 1997;34:171–87. 

[324] Tanasescu M, Leitzmann MF, Rimm EB, Willett WC, Stampfer MJ, Hu FB. Exercise type 
and intensity in relation to coronary heart disease in men. JAMA : The Journal of the 
American Medical Association 2002;288:1994–2000. 

[325] Ronzio CR. The politics of preventable deaths: local spending, income inequality, and 
premature mortality in US cities. Journal of Epidemiology & Community Health 
2004;58:175–9. doi:10.1136/jech.2003.008672. 

[326] Lynch JW, Smith GD, Kaplan G a, House JS. Income inequality and mortality: importance 
to health of individual income, psychosocial environment, or material conditions. BMJ 
(Clinical Research Ed) 2000;320:1200–4. 

[327] Alderman H, Hentschel J, Sabates R. With the help of one’s neighbors: externalities in the 
production of nutrition in Peru. Social Science & Medicine (1982) 2003;56:2019–31. 

[328] Centola D. An experimental study of homophily in the adoption of health behavior. Science 
(New York, NY) 2011;334:1269–72. doi:10.1126/science.1207055. 

[329] Engvall A. Poverty and conflict in Southeast Asia. Stockholm School of Economics 
Keywords, 2010. 

[330] Smith DM, Cummins S, Taylor M, Dawson J, Marshall D, Sparks L, et al. Neighbourhood 
food environment and area deprivation: spatial accessibility to grocery stores selling fresh 
fruit and vegetables in urban and rural settings. International Journal of Epidemiology 
2010;39:277–84. doi:10.1093/ije/dyp221. 

[331] Larson NI, Story MT, Nelson MC. Neighborhood environments: disparities in access to 
healthy foods in the U.S. American Journal of Preventive Medicine 2009;36:74–81. 
doi:10.1016/j.amepre.2008.09.025. 



164 
 

[332] Sharkey JR, Horel S. Neighborhood socioeconomic deprivation and minority composition 
are associated with better potential spatial access to the ground-truthed food environment in 
a large rural area. The Journal of Nutrition 2008;138:620–7. 

[333] G Vivoli, G Fantuzzi MB. Relationship between low lead exposure and somatic growth in 
adolescents. Journal of Exposure Analysis and Environmental Epidemiology 1993;3:201–9. 

[334] Ballew C, Khan LK, Kaufmann R, Mokdad A, Miller DT, Gunter EW. Blood lead 
concentration and children’s anthropometric dimensions in the Third National Health and 
Nutrition Examination Survey (NHANES III), 1988-1994 1994:1988–94. 

[335] Soldin OP, Hanak B, Soldin SJ. Blood lead concentrations in children: new ranges. Clinica 
Chimica Acta 2003;327:109–13. doi:10.1016/S0009-8981(02)00333-9. 

[336] Chaix B, Méline J, Duncan S, Merrien C, Karusisi N, Perchoux C, et al. GPS tracking in 
neighborhood and health studies: A step forward for environmental exposure assessment, a 
step backward for causal inference? Health & Place 2013;21C:46–51. 
doi:10.1016/j.healthplace.2013.01.003. 

[337] Rainham D, Krewski D, McDowell I, Sawada M, Liekens B. Development of a wearable 
global positioning system for place and health research. International Journal of Health 
Geographics 2008;7:59. doi:10.1186/1476-072X-7-59. 

[338] Ritzdorf M. PLANNING AND THE INTERGENERATIONAL COMMUNITY: 
Balancing the Needs of the Young and the Old in American Communities. Journal of 
Urban Affairs 1987;9:79–89. doi:10.1111/j.1467-9906.1987.tb00465.x. 

[339] Sasanow S, Georgieff M, Pereira G. Mid-arm circumference and mid-arm/head 
circumference ratios: standard curves for anthropometric assessment of neonatal nutritional 
status. The Journal of Pediatrics 1986. 

[340] Larios-Del Toro YE, Vásquez-Garibay EM, González-Ojeda a, Ramírez-Valdivia JM, 
Troyo-Sanromán R, Carmona-Flores G. A longitudinal evaluation of growth outcomes at 
hospital discharge of very-low-birth-weight preterm infants. European Journal of Clinical 
Nutrition 2012;66:474–80. doi:10.1038/ejcn.2011.191. 

[341] Street M, Wt L. Access details : Access Details : [ subscription number 782034067 ] 
Publisher Informa Healthcare Informa Ltd Registered in England and Wales Registered 
Number : 1072954 Registered office : Mortimer House , 37- Assessment of differences in 
linear growth am. Growth (Lakeland) 2006:56–65. doi:10.1080/08035320500495514. 

[342] The World Bank. GINI index. The World Bank 2005. 
http://data.worldbank.org/indicator/SI.POV.GINI?page=1 (accessed May 12, 2014). 

[343] Gairdner D, Pearson J. A Growth Chart for Premature and Other Infants. Archives of 
Disease in Childhood 1971;46:783–7. doi:10.1136/adc.46.250.783. 



165 
 

[344] Albertsson-Wikland K, Karlberg J. Natural growth in children born small for gestational 
age with and without catch-up growth. Acta Paediatrica 1994;83:64–70. 
doi:10.1111/j.1651-2227.1994.tb13292.x. 

[345] Karniski W, Blair C, Vitucci JS. The Illusion of Catch-up Growth in Premature Infants. 
American Journal of Diseases of Children 1987;141:520. 
doi:10.1001/archpedi.1987.04460050062031. 

[346] Rah JH, Shamim AA, Arju UT, Labrique AB, Klemm RDW, Rashid M, et al. Difference in 
ponderal growth and body composition among pregnant vs. never-pregnant adolescents 
varies by birth outcomes. Maternal & Child Nutrition 2010;6:27–37. doi:10.1111/j.1740-
8709.2009.00197.x. 

[347] Becker S, Fonseca-Becker F, Schenck-Yglesias C. Husbands’ and wives' reports of 
women's decision-making power in Western Guatemala and their effects on preventive 
health behaviors. Social Science & Medicine (1982) 2006;62:2313–26. 
doi:10.1016/j.socscimed.2005.10.006. 

[348] Allendorf K. Couples’ Reports of Women's Autonomy and Health-care Use in Nepal. 
Studies in Family Planning 2007;38:35–46. doi:10.1111/j.1728-4465.2007.00114.x. 

[349] Mullany BC, Hindin MJ, Becker S. Can women’s autonomy impede male involvement in 
pregnancy health in Katmandu, Nepal? Social Science & Medicine (1982) 2005;61:1993–
2006. doi:10.1016/j.socscimed.2005.04.006. 

[350] Jejeebhoy S. Convergence and divergence in spouses’ perspectives on women's autonomy 
in rural India. Studies in Family Planning 2002;33:299–308. 

[351] Zhang J, Cai WW, Lee DJ. Occupational hazards and pregnancy outcomes. American 
Journal of Industrial Medicine 1992;21:397–408. 

[352] Sweat M, Denison J. Reducing HIV incidence in developing countries with structural and 
environmental interventions. Aids 1995;9:S251–7. 

[353] R Core Team. R: A Language and Environment for Statistical Computing 2014. 

[354] Tang AM. Use of Cutoffs for Mid-Upper Arm Circumference ( MUAC ) as an Indicator or 
Predictor of Nutritional and Health- Related Outcomes in Adolescents and Adults : A 
Systematic Review 2013. 

[355] Alderman H, Behrman JR. Estimated Economic Benefits of Reducing Low Birth Weight in 
Low-Income Countries. 2004. 

[356] ACC/SCN. Fourth Report on the World Nutrition Situation. Geneva, Switzerland: 2000. 

[357] Collins S. Using middle upper arm circumference to assess severe adult malnutrition during 
famine. JAMA : The Journal of the American Medical Association 1996;276:391–5. 



166 
 

[358] Chakraborty R, Bose K, Koziel S. Use of mid-upper arm circumference in determining 
undernutrition and illness in rural adult Oraon men of Gumla District, Jharkhand, India. 
Rural and Remote Health 2011;11:1754. 

[359] James WP, Mascie-Taylor GC, Norgan NG, Bistrian BR, Shetty PS, Ferro-Luzzi A. The 
value of arm circumference measurements in assessing chronic energy deficiency in Third 
World adults. European Journal of Clinical Nutrition 1994;48:883–94. 

[360] Ketterlinus D, Lamb E. After several decades of research, there is a growing consensus that 
the biomedical risks of adolescent 1990:423–31. 

[361] Valero De Bernabé J, Soriano T, Albaladejo R, Juarranz M, Calle ME, Martínez D, et al. 
Risk factors for low birth weight: a review. European Journal of Obstetrics, Gynecology, 
and Reproductive Biology 2004;116:3–15. doi:10.1016/j.ejogrb.2004.03.007. 

[362] Underwood BA. Health and nutrition in women, infants, and children: overview of the 
global situation and the Asian enigma. Nutrition Reviews 2002;60:S7–13. 

[363] WHO Expert Committee. Physical status: the use and interpretation of anthropometry. 
WHO Technical Report Series 1995. 

[364] Lechtig A. Predicting risk of delivering low birthweight babies: which indicator is better? 
Journal of Tropical Pediatrics 1988;34. 

[365] Klemm RDW. Impact of nutrition education on maternal knowledge, infant feeding and 
child growth in the Philippines. Johns Hopkins University, 2002. 

[366] Easterlin RA, Wachter ML, Wachter SM. Demographic Influences on Economic Stability : 
The United States Experience 2012;4:1–22. 

[367] Lawn JE, Osrin D, Adler A, Cousens S. Four million neonatal deaths: counting and 
attribution of cause of death. Paediatric and Perinatal Epidemiology 2008;22:410–6. 
doi:10.1111/j.1365-3016.2008.00960.x. 

[368] World Bank Information. Information and Communications for Development 2012: 
Maximizing Mobile. Washington, DC: The World Bank; 2012. 

[369] Brownstein JS, Freifeld CC, Madoff LC. Digital disease detection--harnessing the Web for 
public health surveillance. The New England Journal of Medicine 2009;360:2153–5, 2157. 
doi:10.1056/NEJMp0900702.  

 

Curriculum Vitae  
 
EDUCATION 
 
Johns Hopkins Bloomberg School of Public Health 



167 
 

Ph.D. Department of International Health: Global Disease Epidemiology and Control Division, 
2015 

 Thesis: Understanding Intergenerational Malnutrition in Rural Bangladesh: A Systems Approach 
  
 M.H.S. Department of Environmental Health Sciences, 2009 
 Thesis: Methods of Sustainable Landuse in Agriculture and Forestry 
 Graduate research with Dr. Keith West and Dr. Alain Labrique, 2011-2015  
 Graduate research with Dr. William Pan, 2008-2011  
   
University of Maryland, College Park 
 M.A. Geography, 2007 
 Thesis: Owner Occupancy and the Social and Physical Environment in Baltimore City  
 Advisors: Dr. Martha Geores (UMD); Dr. Debra Furr-Holden (JHSPH)  
  
University of Maryland, Baltimore County  
 B.S. Geography, 2005 
 B.A. Visual Arts, 2005 

Minors: Political Science and Art History 
Certificate: Geographic Information Systems 

 
 
PROFESSIONAL RESEARCH 
 
Johns Hopkins School of Public Health: Department of International Health, Baltimore, Maryland  
Geospatial Data Specialist, 2011-2012 
 
 Prepared a full report evaluating the methods of spatial data collection and analysis used as part of 

the JiVitA project including future recommendations 
 Assisted in the hiring, training, and management of field staff tasked with spatial data collection 
 Compiled spatial data from multiple sources to augment geospatial information systems including 

generating detailed field map books used to located enrolled participants in the field and creating a 
real-time system of spatial data collection using mobile devices and cloud-based storage  

 
National Institute on Drug Abuse, Baltimore, Maryland  
IRTA Pre-Doctoral Fellow, 2009-2013 
 
 Constructed methodologies, which include spatial interpolation models, spatial odds-ratios, time-

series and principal component analysis, and “fuzzy-matching,” to estimate effects of factors 
related to the built environment on psychological stress and substance abuse, ascertaining exposure 
from GPS tracking and GIS data 

 Derived and validated a novel approach to clean raw GPS tracking data in public health 
applications 

 Conducted spatial analysis and statistics, data acquisition, primary and secondary data analysis, 
literature review and writing of scientific papers as part of the Clinical Pharmacology and 
Therapeutics Research Branch  

 
Johns Hopkins School of Public Health: Department of International Health, Baltimore, Maryland  
Senior Research Assistant,  2008-2011 
 Created and managed multi-level databases, Access survey forms, graphs, charts, maps and other 

figures as part of the Population-environment Dynamics Influencing Malaria Risk in the Peruvian 
Amazon project  

 Incorporated ecological fragmentation estimators, multivariate logistic regression and spatial auto-
correlation models to investigate the relationship between prevalence of anopheles darlingi larva 
and land use, land cover and other ecological aspects 



168 
 

 Co-taught a training and educational program for study investigators in Addis-Ababa, Ethiopia as 
part of the Health and Wealth Survey conducted by the Gates Institute 

 
RK&K Engineers, Baltimore, Maryland 
Environmental and GIS Planner, 2007 
 
 Prepared estimates for environmental impact statements used to inform infrastructure engineering 

design decisions  
 Produced a workflow model using ArcGIS and Python scripts which reduced the time required for 

environmental impact estimates from approximately three days to nearly 10 minutes.  
 Used remotely sensed data to determine impervious surface change in Maryland’s critical areas of 

estuary and prepared documentation informing State government officials about the rate of 
Chesapeake Bay shoreline development. 

 
Mayor’s Office in the City of Baltimore/CitiStat, Baltimore, Maryland 
Senior Resource/Spatial Analyst, 2005-2007 
 
 Developed an agent-based model to approximate student walking routes to schools from which the 

results were used to determine crossing guard placement, student enrollment and for safe city bike 
routes 

 Integrated network databases with a mapping interface to geographically link citizen complaints 
and city personnel responsibility for the Department of Solid Waste and the Office of Code 
Enforcement 

 Updated spatial data typology and verified resource allocation for the Department of Elections and 
Baltimore City Schools 
 

Pacific Institute for Research and Evaluation/Johns Hopkins, Calverton/Baltimore, Maryland 
Research Consultant, 2005-2009 
 
 Directed the spatial aspects of project research methods used in the conception of a community 

environmental health evaluation investigating the influence of social and physical environments on 
behavior  

 Served as the primary spatial analyst and technician for the research group, spatially referencing 
survey data, generated maps and statistically modeling survey observations 

 Prepared materials for several lectures, conferences and presentations. The main study aims were 
focused on the influence social and physical environments have on behavior. 

 
Parks and People Foundation Urban Grant, Baltimore, Maryland 
Principle Investigator, 2004-2005 
  
 Wrote the funded research grant to investigate the association between street lighting and street 

crime (property and violent crimes) in Baltimore, Maryland and resulting scientific report. 
 Gathered spatial data of street lighting and vegetative conditions along streets and public 

thoroughfares and requisitioned crime and planementric data from the City of Baltimore 
 Generated three-dimensional mathematical models of crime ‘risk’ and street lighting incorporating 

shadows from street vegetation and other aspects of the built environment across the study site 
 

PUBLICATIONS 
 
Epstein D, Tyburski M, Craig IM, Phillips KA, Jobes M, Vahabzadeh M, Mezghanni M, Lin J, Furr-Holden 
CDM, Preston KL. Real-time tracking of neighborhood surroundings and mood in urban drug misusers: 
Application of a new method to study behavior in its geographical context. Drug and Alcohol Dependence. 
(2014) 134: 22-29. PMID: 24332365 
 



169 
 

Craig IM, Labrique A, Epstein D, Preston K. Methods for GPS Point Validity Discrimination in a 
Participant Health Tracking Application. (In Progress) 
 
Craig IM, Sikder S, Labrique A, Wakil MA, West K, Christian P. Methods in geospatial analyses of route-
based distance to health facilities in northwest rural Bangladesh. (In Progress) 
 
Craig IM, Sundaram M, Labrique A, Siddique AB. Geographic characteristics and trends of early newborn 
feeding behaviors in rural Bangladesh. (In Progress) 
 
Ren S, Agarwal S, Craig IM, Larsen-Cooper E, Labrique A. Supplying the demand: Evaluating marketing 
strategies and other variables on the utilization of an mHealth pilot in rural Malawi. (In Progress) 
 
Craig IM, Labrique A, West K. Understanding differences in nutritional status of expectant mothers in 
northwest Bangladesh: A systems approach. (In Progress) 
 
Craig IM, Labrique A, West K. Understanding Age-specific Effects on Nutritional Status in Early Infancy: 
A Systems Approach. (In Progress) 
 
Craig IM, Labrique A, West K. Ending intergenerational malnutrition: A systems approach to explain infant 
growth trajectories. (In Progress) 

Craig IM, Geores M, Furr-Holden D, Smart M. Owner occupancy and neighborhood social and physical 
disorder in Baltimore City: An application of the NIfETy assessment method. (In Progress) 
 
Smart M, Whitaker D, Craig IM, Alexandre P, Furr-Holden D. Substance Use and Misuse: Geographic 
Barriers to Treatment on Demand in Baltimore City. (Under Review, Journal of Urban Health) 
 
 
CONFERENCE PAPERS, PRESENTATIONS AND CONTRIBUTIONS  
 
Craig IM. A spatially relevant systems approach to understanding intergenerational malnutrition in rural 
Bangladesh. Poster Presentation: Discovering the World Through GIS; November 2014; Baltimore, MD. 
 
Epstein DH, Preston KL. NPR Staff. In Baltimore, Mapping the World of Addiction. All Things Considered. 
http://www.npr.org/2011/11/20/142554574/in-baltimore-mapping-the-world-of-addiction; November 2011. 
 
Preston KL, Esptein DH. Craig IM, Vahabzabeh M. Lin JL, Phillips K. Real-time methods to quantify 
exposure to psychosocial stress. Poster Presentation: European Behavioural Pharmacology Society; August 
28, 2011; Amsterdam.  
  
Craig IM.  Mapping addiction [interview/profile on Geographical Momentary Assessment], Australia’s 
Dateline television newsmagazine, aired August 2011. 
 
Craig IM.  Tracking drug users with GPS [interview on Geographical Momentary Assessment], Radio New 
Zealand’s This Way Up science program, aired July 16, 2011. 
 
Craig IM. On the trail of addiction [interview on Geographical Momentary Assessment], Urbanite 
Baltimore, published March 1, 2011. 
 
Furr-Holden CDM, Pokorni J, Craig IM, Ballard B, Smart M. Environmental Strategies for Alcohol 
Prevention. Poster presented at the 29th Annual Scientific Meeting of the Research Society on Alcoholism; 
June 2006; Baltimore, MD. 
  
Furr-Holden CDM, Pokorni J, Craig IM, Ballard B, Smart M. Environmental Strategies for Drug 
Prevention. Poster presented at the 67th Annual Scientific Meeting of the College for Problem on Drug 
Dependence; June 24-28, 2006; Scottsdale, AZ. 

http://www.npr.org/2011/11/20/142554574/in-baltimore-mapping-the-world-of-addiction


170 
 

 
Furr-Holden CDM, Pokorni JP, Craig IM, Ballard WC, Smart MJ, Campbell KD. Environmental Strategies 
for Violence, Alcohol, Tobacco, and Other Drug Prevention. Poster presented at 14th Annual Meeting of the 
Society for Prevention Research; May, 2006; SanAntonio, TX. 
  
Furr-Holden CDM, Pokorni JP, Craig IM, Ballard WC, Smart MJ, Campbell KD. Environmental Strategies 
for Violence, Alcohol, Tobacco, and Other Drug Prevention. Presentation at the Annual American 
Association of Geographers Meeting; March, 2006; Chicago, IL. 
 
Craig IM, Ellis E. Vegetation Conflicts with Lighting as an Aid to Crime. Paper presented at: Parks and 
People Foundation and Baltimore City Public Works Planning Conference; January 20, 2005; Baltimore, 
MD. 

AWARDS AND HONORS 
 
2010  Invitation and Scholarship to attend the Advanced Spatial Analysis workshop in 

Geographically Weighted Regression at UC Santa Barbara, California 
2007  Community Representative, Pigtown Safety Group, Baltimore, Maryland 
2005-2006 Graduate Teaching Assistantship, Dept. of Geography, University of Maryland 
2005    Socrates Program, Leicestershire, England  
2004  Park’s and People Foundation Research Grant, Baltimore, Maryland 
2004    Dean’s List, University of Maryland, Baltimore County 
2004   Academic Honors, University of Maryland, Baltimore County 
2004  Article of the Week, The Retriever Weekly, University of Maryland, Baltimore County 
2003  Most Promising New Writer Award, The Retriever Weekly, University of Maryland, 

Baltimore County 
2003 Academic Honors, University of Maryland, Baltimore County 

 
 

TEACHING EXPERIENCE 
 
Johns Hopkins 
Lecture on the Use of Geographic Information Systems in Public Policy Research 
 
University of Maryland, College Park 
GEOG 170 Maps and Map Use 
GEOG 211 Geography of Environmental Systems Laboratory 
GEOG 373 Geographic Information Systems 
GEOG 473 Geographic Information Systems and Spatial Analysis 
 
University of Maryland, Baltimore County 
GEOG 280 Map Use and Cartographic Principles 
GEOG 386  Introduction to Geographic Information Systems 
GEOG 486 Advanced Applications of Geographic Information Systems 
PHED 249 Advanced Sailing 
 
MEMBERSHIP AND PROFESSIONAL SOCIETIES 
 
GTU - Geographic National Honor Society 
American Public Health Association - Member 
 
COMMUNITY 

Sailing Instructor, Downtown Sailing Center, Baltimore (2013-Present) 
Volunteer, Bikemore, Baltimore (2012-present) 



171 
 

Planning Committee Chairperson, Upper Fells Point Improvement Association, Baltimore (2010-present) 
Skier Safety Patroller, Copper Mountain, Colorado (2007-2008) 
Ski Coach, Special Olympics, Vail, Colorado (2007-2008)  
Community Representative, Pigtown Safety Group (2006-2007) 
Member, Citizens of Pigtown (COP), Pigtown, Baltimore, Maryland (2004-2007) 
Volunteer, Pigtown Main Streets Association(2005-2007) 
Volunteer Trail Maintainer, Gunpowder State Park, Whitehall, Maryland, (2001-2007) 


	UNDERSTANDING INTERGENERATIONAL MALUTRITION IN RURAL BANGLADESH: A SYSTEMS APPROACH
	by
	Ian McCord Craig, MHS, MA
	A dissertation submitted to Johns Hopkins University in conformity with the
	requirements for the degree of Doctor of Philosophy
	Baltimore, Maryland
	January 12, 2015
	© 2015 Ian CraigAll Rights Reserved
	 
	 
	 
	 
	 
	 
	 
	 
	Abstract
	Background: Determinants of malnutrition across the lifecycle are complex. Beyond host characteristics and behavioral choices, the immediate environment and broader societal context remains a challenge to measure. The JiVitA-1 trial in rural northwest Bangladesh reveals intergenerational spatial patterns of malnutrition, based on mid-upper arm circumference (MUAC), that converge with age from early life onward, suggesting possible contextual influences. This dissertation explores these spatial patterns, and investigates interactions among biological, socioeconomic and contextual factors on trajectories of nutritional status from birth to adulthood in this typical rural South Asian population. 
	Methods: Spatial analysis with multiple-linear regression was used to assess independent and synergistic effects of individual, household and community factors, added sequentially, on MUAC among mother-infant dyads. Explanatory improvements and spatial correlation accounted for by characteristics at each level was considered. 
	Results: Multilevel regression models explained 13.2%, 14.5%, and 11.7% of variabilty in MUAC of infants at birth and six months and expectant mothers, respectively. Most variability in MUAC was explained by individual and household-level variables. Community influences accounted for 0.3%, 0.4%, and 0.7% of the variability in MUAC at the two infant ages and among women, respecitvely.  Infant growth between birth and six months was guided by initial size (r² = 0.33), and modified further by household and community socioeconomic-status (SES) and maternal nutritional status. The full multilevel model accounted for 40% of the variance in growth rate, 1% of which was attributed to community context.  Including individual- and household-level variables provided modest reductions in residual spatial autocorrelation of MUAC, compared to reductions associated with contextual factors. Promising contextual variables included neighborhood economic structure, maternal education, elevation, population density, and travel-time to markets. Many contextual variables were correlated,  indicating that those living in wealthier neighborhoods enjoy healthier environments, which may reinforce benefits of greater household and neighborhood SES. 
	Conclusions: A systems science approach revealed multi-level and age-specific influences on infant and maternal nutritional status in this rural Bangladesh setting.  Contextual variables explained differences in MUAC and reduced residual spatial autocorrelation more than individual and household variables combined. Correlations between contextual variables also indicated economically-driven population sorting in this typical rural setting. 
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	Chapter 1 Introduction
	1.1 Rationale
	1.1 Organization of the dissertation and study objectives

	In 2010, approximately 7.6 million children worldwide never lived to see their fifth birthday [1], and nearly all of these deaths occurred in developing countries [2–4]. Poor nutritional status, defined as the lack of and/or faulty utilization of energy and nutrients required to meet metabolic needs, is a leading cause of under-five (“child”) mortality. Each year, 53% of children deaths (approximately 5.6 million) are either directly or indirectly attributable to undernutrition [5–8]. Malnutrition is also a major cause of under-five morbidity in the developing world, as 33% (144 million) of global disability-adjusted life years (DALYs) in these regions are estimated to be a direct result of nutrition-related causes, which often coexist [9].
	Children born to poorer families and malnourished mothers start life at a marked disadvantage, which continues impact health trajectories throughout life. As infants, they are more likely to be small for gestational age, low birthweight (LBW), and have smaller anthropometric measurements through infancy [10–19]. The nutritional status and diet of new mothers continues to impact child growth as nutrients are shared via breastmilk [14,15,20,21]. Poor growth in early childhood, especially in the first two years, can lead to irreversible damage and reduced human capital [22–28]. Malnutrition in infancy is associated with increased risk of alcohol and drug use, elevated blood pressure [29–34], insulin resistance [31], stroke [35], and metabolic syndrome [36], as well as reduced mental development [27,37,38], future academic performance [28,39], fertility [39], and ultimately adult economic productivity [26]. Furthermore, the offspring of women who were malnourished as young children themselves experience higher risk of poor fetal growth[30] and of being LBW [22]. Therefore, early childhood nutritional status can act as a multi-factorial indicator for future health, productivity, and intergenerational success. 
	A child’s health can also be influenced by the socio-economic status of their parents. Children born to poorer families experience poorer health in childhood and reduced productivity and health as adults [40–42]. This effect may be exacerbated with prolonged poverty [19]. Additionally, children born to uneducated mothers tend to have reduced anthropometry [43] and are less likely to go to school [44], which is related to future economic productivity. Since malnutrition is so closely tied with poverty, and both malnutrition and poverty can be intergenerational, their combined effects further entrench offspring in desperate circumstance.
	Emanuel (1986) defined intergenerational influences as “conditions, exposures, and environments experienced by one generation that relate to the health, growth and development of the next generation.” These influences may become more pronounced when generations share similar circumstance. Substantial improvements in linear growth have been observed with change in circumstance related to child adoption, family migration, or swift national socio-economic development [18]. Children born to mothers who were malnourished as children can experience nearly normal growth when “profound improvements in health, nutrition and the environment take place before conception” [18]. Healthy growth in the first two years of life is particularly important. It is in this period where growth faltering is most pronounced [45–47], and recovery is increasingly difficult if improvements are not made [48]. If children are to break from the shackles of intergenerational malnutrition, it is imperative that we gain a better systemic understanding of the factors which influence this phenomenon, to better design effective interventions.
	The current nutritional literature is replete with studies exploring the impact of individual and household factors, while largely ignoring contextual influences beyond the home. This narrow perspective of health and nutritional status fails to consider the hierarchical amalgamation of causality. Several studies have noted that individuals of similar nutritional status are more likely to reside in close proximity to one another, even after controlling for relevant individual variables [49–52]. Nevertheless, the effects resulting in “clustering” remain unclear. Fenn et al. (2007), Balk et al. (2005), and Morris (2000) suggest that this phenomenon simply results from individuals with similar individual and household characteristics clustering together [53,54]. Alternatively, some authors attribute this phenomenon to contextual influences from the environment [55–57], such as land use, topography, climate, and road access; or from neighbors [58–61], such as urbanicity, community-level educational attainment, social participation, and community employment. 
	The current body of evidence suggests that individual nutritional status is a consequence of more than just individual or household factors. Rather, it is also a product of interactions between individual circumstance, local context, and intergenerational influences. A more complex analytical approach may be appropriate for the study of individual health and nutritional status. Systems biology, or systeomics, is a novel approach to understanding causes and effects in complex biological systems through integration of discovery and hypothesis-driven science [62,63]. The objective of discovery science is to uncover all of the elements in a system, while hypothesis-driven science aims to generate hypotheses and test them experimentally. These techniques are only recently being used in epidemiology [64], mostly in the study of obesity [65,66]. Approaching individual nutritional status as a system requires identification of the system’s multilevel elements and uncovering the network and relative direction of effects. 
	Two primary hurdles have hindered the incorporation of spatially explicit effects from the environment and community in the analysis of nutritional status: sample size requirements and spatial data availability. Environmental and community effects are often much smaller in magnitude than those applied at the individual or household scale and, thus, require substantially larger samples. In addition, the availability and quality of spatial data from the developing world is currently lacking, despite the fact that in recent years, spatial data from developed countries has become far more available.
	In light of these common obstacles, data collected from a cohort study conducted in northwest Bangladesh provides a rare opportunity to detect and evaluate the role of spatial effects in determining nutritional status. This large study population resides within a contiguous geographic area, and the dataset includes a rigorously collected set of geospatial data on the population and the context in which they live (see Figure 5 & Figure 6). Observations from this study have provided intriguing evidence for intergenerational malnutrition as an ecologic phenomenon. Across this 435 square kilometer research site, a spatial trend in the anthropometry among expectant women was observed, with healthier women in the west, near the national highway, and thinner women in the east, near a frequently flood-prone river. This pattern mirrored a previously known gradient of socioeconomic status[67]. This pattern was, however, not manifested in the anthropometry of newborns, seemingly protected from the nutritional status of their mothers; however, by roughly six months, infant anthropometry mirrored that of their mothers relative to the respective means of that population. Thus, over the course of the first six months of life, near random spatial distribution of birth anthropometry rapidly take on the spatially distinctive character seen among adult women (see Figure 14). The objective of this doctoral research is to consider the spatial patterning of this intergenerational trend and investigate the interactions of biological, socio-economic, and contextual forces at several levels to determine the underlying effects leading to the observed spatial patterning.
	The analyses implemented in this dissertation are loosely based on the constructs of systems biology, by considering nutritional status and growth trajectories as a cumulative result from  effects and interactions at multiple scales. As global initiatives “pluck the lowest hanging fruits” to reduce malnutrition and mortality, particularly in mothers and children, we must improve our understanding to find more creative ways to achieve progress in breaking the cycle of intergenerational malnutrition. Identifying the degree to which characteristics of the individual, location, and context influence nutritional status in early life might unlock potential strategies to disrupt this cycle. Historically, public health interventions with the greatest impact have involved making changes to components of the environment or context around individuals to effect changes in health outcomes at the individual level. 
	The objective of this dissertation is to investigate the manner in which individual nutritional status is influenced by one’s location, as described by the characteristics of neighbors and environmental context, as two broad categories that enhance the individual-centered model of nutritional status. This thesis research project was designed to identify characteristics of community context which influence nutritional status and to evaluate their relative contributions and interactions after accounting for salient individual and household effects established in the literature. Age-specific effects at the individual, household, and contextual levels will be explored at three key time-points: in expectant mothers, newborns, and infants at six months. This analysis also considers how nutritional status at each time-point relates to the others.
	This dissertation is organized into seven chapters. Chapter One provides the rationale behind this thesis research project and the study objectives. The available literature regarding the importance, epidemiology, assessment, and determinants of nutritional status, as well as influential frameworks and analytical hurdles directing research progress and understanding is reviewed in Chapter Two. Chapter Three discusses the data from the JiVitA project primarily used through this doctoral research. The specific research aims of this doctoral thesis are addressed in Chapter Four with a population of expectant mothers; in Chapter Five with populations of newborns and infants at roughly six months of age; and in Chapter Six with the growth trajectories of infants in their first six months of life. Each chapter introduces relevant background literature and motivation, describes study methodologies, presents and interprets findings, and discusses potential intervention implications. Chapter Seven synthesizes the findings, conclusions, and intervention implications drawn from this thesis research. Recommendations for further examination will also be provided. 
	The following are the specific aims for Chapters Four, Five and Six:  
	1. Identify and evaluate individual, household, and community level determinants of maternal nutritional status, infant nutritional status at birth and six months, and infant growth trajectory in the first six months of life;
	2. Explore the relative contributions of and interplay between individual, household, and community-level determinants of maternal nutritional status, infant nutritional status at birth and six months, and infant growth trajectories in the first six months of life;
	3. Describe the extent to which factors at each level account for spatial correlation between observations of maternal nutritional status, infant nutritional status at birth and six months, and infant growth trajectories in the first six months of life.
	Chapter 2 Literature Review
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	This section provides background from the current literature drawing from the nutritional research followed by specific methods which may help elucidated the multilevel web of causality and spatial nature of undernutrition. Nutritional topics addressed include assessment methods, direct causes, relevant analytical frameworks, and determinants of nutritional status. The section covering determinants of nutritional status will discuss the individual, household, and contextual-level factors impacting individual nutritional status. Methodological topics discussed include spatial clustering and correlation as they relate to nutritional status, as well as how systems biology may help provide a novel analytical approach to understand nutritional outcomes.
	Nutritional status is often assessed using anthropometry, which is the measurement of human dimensions or proportion of dimensions, often in conjunction with age. Anthropometric measurements are typically related to a standardized well-nourished reference population, expressed as a Z score. The standardized Z score facilitates cross-population comparisons and adjusts for differences in age and sex. Anthropometric measurements can include weight, height, head, chest and mid-upper arm circumference, body mass index, triceps and subscapular skin folds, and others, usually adjusted for by age and/or sex. Birthweight, determined by a combination of intrauterine growth and gestational age at birth, acts as a cross-sectional multifactorial indicator of public health, which encompasses long-term maternal nutrition, health, occupational stress, and obstetric healthcare. 
	Anthropometric measurements each have their strengths and weaknesses. Many are highly correlated with each other and other physiologic conditions. Chest circumference, head circumference, and mid-upper arm circumference (MUAC) in newborns have been significantly correlated with each other [68] and with birthweight [13,68–71]. At birth, cut-offs for MUAC and chest circumference provide simple, reliable, and highly correlated (r ≈ 0.81 - 0.87) field proxy indication of low-birthweight [68,69,71] and neonatal mortality [13,69] in emergency settings. MUAC at birth has also been reported as a valid estimate of gestational age (r = .961) [70]. Weight and height provide better estimates of lean mass versus fat mass [31]. Fat mass is better estimated with skin fold measurements, while MUAC predicts both lean and fat mass equally [31,72–74]. MUAC-for-age and growth velocity are reported to be sensitive to short-term changes in nutritional status [75,76]. 
	The primary outcome of interest in these analyses is mid-upper arm circumference (MUAC). MUAC was chosen over other anthropometric measurements for its ease of field administration and its relation to physiologic processes [73,77]. As noted above, MUAC is highly correlated with other anthropometric measurements [13,69,71,78], has demonstrated sensitivity to short term changes in nutrition [75,78–84], predicts lean and fat mass equally well [31], and has been used to indicate episodes of growth faltering [85]. Furthermore, maternal MUAC has been previously associated with infant MUAC [84] and birthweight [12,13,16,17].
	Direct causes of malnutrition are infection, insufficient dietary intake, or a combination of the two. A deleterious synergism exists between infection and undernutrition, each multiplicatively exacerbating the other. Infectious disease are chiefly responsible for mortality related to nutritional deficiency. When malnourished, mortality risk from infectious and chronic disease, as well as all-cause mortality, is elevated [8,86]. From recent estimates of global child mortality, approximately 64% is attributable to infectious causes [1], and roughly 53% are either directly or indirectly attributable to undernutrition [5–8,87,88]. Both acute and chronic infections impact nutritional status and linear growth, either through a systemic response or through sustained morbidity [89]. Infections influence nutritional status through decreased food intake and nutrient absorption, direct nutrient loss, increased metabolic need or catabolic loss, and potentially impaired nutrient transport to target tissues [89]. Being malnourished can also increase susceptibility to infection through decreased immune function. Poor nutritional status leads to reduced production and/or attenuated functional ability of all cellular components of the immune system [90]. 
	Gastro-intestinal and respiratory infections are primarily linked with nutritional deficiencies. Malnutrition associated with recurrent and severe cases of diarrhea impairs weight and height gains and can reduce “catch-up” growth, permanently effecting future stature [25]. Francis (2012) reported similar results associated with helminth infections [91]. The link between gastro-intestinal infection and undernutrition has been observed by many [5,7,8,25,48,85,90–99]. 
	Unlike diarrheal disease, respiratory infection is more a symptom and less a cause of malnutrition. Children deficient in vitamin A [100], iron and zinc [101], and others micronutrients [102] experience elevated incidence of respiratory infection. In addition to malnutrition, increased risk of respiratory infection is also associated with poor indoor air quality [103,104] and crowding [105]. 
	In addition to infection, a diet lacking in sufficient protein, energy, and micronutrients is a dominant cause of malnutrition. Differences in nutritional status are largely attributable to differences in dietary intake [48,55,84,99,106–111]. Maternal diets balanced in protein and energy correspond with demonstrated improvements in fetal growth[109] and birthweight [84], and a decrease in stunting risk [110,112]. Protein energy malnutrition (PEM) is particularly problematic in Asia, which experiences the highest prevalence of stunting [112]. For young children, the quantity and quality of breastmilk as well as complimentary feeding practices are directly related with child nutritional status which will be discussed later in detail. A diet poor in animal food products, which are rich with protein and micronutrients, is a risk factor for stunting.
	Micronutrient deficiency is another factor related to nutritional status and related morbidity and mortality. While this is not a focus of this doctoral research, it will be discussed here briefly. Reduced anthropometric growth has been primarily associated with deficiencies in Vitamin A [82,83,113–115], Zinc [116–120], Iodine [80], and Iron [99,121–123]. In 2004, Vitamin A, Zinc, Iron, and Iodine, deficiencies were respectively attributable to 6.5%, 4.4%, 0.2%, and 0.03% of deaths and 5.3%, 3.8%, 0.5%, and 0.6% of DALYs globally [108]. The disease burden is considerably larger for vitamin A and Zinc than for Iron and Iodine, indicating their relative biological importance. Other micronutrients have been reported to impact fetal and infant growth and include Vitamins B [124–126], C [125], D [81,127–130], E [115], Folate [131], Calcium [132], Copper [133], and Selenium [133]. These and others have been suggested, in a 2007 joint statement by the WHO, WFP and UNICEF, for multi-micronutrient (MM) supplementation [134]. MM supplementation has been reported to increase birth anthropometry [79,135] and growth in infants and children [79]. South Asia and sub-Saharan Africa experience especially high prevalence of MM deficiencies [108,116,120,124].
	While infection and dietary intake are fairly well-established direct causes of individual nutritional status and mortality, there is some disagreement regarding the pathways by which distal forces, such as neighborhood and environment, are asserted on nutrition. The oft-cited 1990 UNICEF causal framework (Figure 1) begins to peel back these layers, including more distal multisectoral influences [136]. This framework was left flexible, intending to generate relevant research questions and acknowledged multi-level causes originating in regional circumstance. Mosley and Chen (1984) proposed a “proximate determinants framework” (Figure 2), suggesting that the distal influence of socioeconomic status dictates child survival through mediators at the individual, household, and community level [137]. Both of these seminal frameworks approach individual health holistically, recognizing the intricate web of direct, mediated, and modified multi-level effects. Moreover, they both consider nutritional status and mortality along the same spectrum indicating individual health. The association between nutritional status and increased risk of mortality has been noted by many [106,137,138] ; however this pattern of mortality risk is based on survivors and does not account for censored cohort members who did not survive long enough for their measurements to be included.
	A blend of these frameworks was created (Figure 3) incorporating biologic causes from the child and mother, and interdependent causes occurring between community members. The cyclical intergenerational consequences have been highlighted as the long-term consequence of undernutrition feedback for later generations, as poor maternal nutritional status, and reduced economic productivity and social status. This conceptual framework will motivate our review of the proximate determinates of nutritional status. 
	The investigation of various proximate determinants of nutritional status has resulted in a substantial body of literature, with some of the determinants more fully explored than others. The salient findings from this literature informed the variable selection used in this thesis and will be reviewed here. Determinants will be grouped as individual, household, and community effects following the recommendations of Mosley and Chen (1984) and UNICEF (1990).
	Given the close bond between mother and child, particularly during neonatal and infant periods, determinants at the individual level may include characteristics of both the mother and child. They are, however, subject to different biological processes, each applying both independent and interdependent effects.
	Individual characteristics of infants are substantial predictors of early childhood growth trajectories. Growth in early life is affected primarily by an infant’s parity, gender, age, and anthropometry at birth. Increased parity decreases low birthweight risk[12,139], while birth order has been associated with reduced anthropometry later in childhood [140,141]. Fetal development and gestational age at birth are directly related to anthropometry at birth and highly predictive of future longitudinal growth [12,70,142–144]. 
	Some previous work has entertained possible ethnic differences that could explain differences in nutritional trajectories in early life. For example, several studies describe a “thin-fat” phenotype in South Asian infants, referring to babies which are smaller, but have adiposity comparable to children from developed countries. These findings indicate that genetic factors may be related to differences in anthropometry [20,29,31,145–147]. However, this assertion has been refuted by several seminal studies that better control for differences in socio-economic and environmental conditions [148–150].
	Determinants of maternal nutritional status at the individual level operate through biological, behavioral, or productivity pathways. Biological factors such as age have been explored in numerous studies [77,151–153] which suggest that the association between maternal nutritional status and age changes throughout life, notably around ages 19 and 40. Birth anthropometry is also influenced by maternal age, potentially due to changes in physiology, maternal anthropometry, and fertility. Elevated risk of low birthweight has been associated with adolescent [17,154] as well as older mothers[16,17,21], indicating a non-linear relationship.
	Biological Pathways
	Mothers act as a biological conduit by which many external factors must pass before influencing the child. This is particularly true in-utero, and continues through childhood, weakening with time after birth. Fetal development, birthweight, and infant growth are closely connected to maternal nutritional status. During gestation, nutrients available through the placenta, depending upon the mother’s metabolic and endocrine status, are partition nutrients to storage, use, and circulation. Uterine blood flow and the availability of circulating proteins are determined by the cardiovascular adaptations to pregnancy, such as increased blood plasma volume [155]. Such associations are supported by a 1994 study of adolescent mothers who were still growing themselves and experienced elevated risk of lower birth weight even when maternal weight gain during pregnancy had appeared sufficient. This finding was attributed to the reservation of nutrient stores for continued adolescent development rather than for fetal growth [154]. In post-adolescent women, however, maternal anthropometry and increases associated with pregnancy are consistently strong predictors of infant birthweight and birth MUAC [10–17,31,156]. Thame et al. (2004) found maternal weight gain in pregnancy to be associated with placental volume and rate of intrauterine growth [10]. Maternal nutritional status and diet continue to impact growth through infancy and into childhood [14,15,20,21,59]. 
	Behavioral Pathways
	Behaviors are linked to local traditions, norms, and attitudes and have been associated with nutritional status. Improved hygiene behaviors such as hand-washing have demonstrated reductions in disease [97,98,123,157–159] and are often accompanied with improvements in nutritional status [5,7,85,91–93,96,108,160]. Hygiene interventions are frequently paired with improvements in sanitation and drinking water, which will be discussed in the household section. Religious affiliation may similarly impact maternal anthropometry through behaviors such as food preparation, diet restrictions, and fasting. Several studies have found significant anthropometric differences between religious groups [161,162], and compared to Muslims [151,152,163]. 
	Mothers’ infant feeding behaviors have significant implications for infant morbidity, mortality, and growth trajectory. Inadequate breastfeeding is linked to approximately 1.4 million deaths and 44 million DALYs (10%) in children under five years of age [124]. The WHO and UNICEF recommend breastfeeding, initiated as early as possible, exclusively until 4-6 months (depending upon maternal nutritional status), and up to two years, paired with nutritional and hygienic locally-available weaning foods thereafter [164,165]. Longer duration of exclusive breast feeding between birth and six months of age has been associated with decreased risk of diarrhea [166–170] and sick visits [171], which directly relate to child nutritional status [89] and increased infant growth [149,166,168,172]. Early introduction of complementary foods (< 3 months) while breastfeeding was associated with higher risk of respiratory infection and decreased anthropometry at 3, 6 and 9 months of age [169]. The volume and composition of breast milk is minimally affected by maternal nutritional status, unless it is severe [124]. However, several studies have noted associations between maternal deficiency of select micronutrients and decreased concentrations of such micronutrients in breast milk [124,173]. Appropriate hygiene, such as hand-washing, is also important in this period to prevent episodes of diarrhea [174].
	Productivity Pathways
	Individuals’ economic productivity may be related to their skills, health, and/or time [137]. Skills are typically measured by educational attainment and/or occupation, both of which are closely linked with economic productivity and, ultimately, health. A complex association between educational attainment and nutritional status has been observed in that, as education increases, the likelihood of being under- and overweight decreases [153,175,176]. Furthermore, highly educated mothers tend to have healthier and better nourished infants [4,17,21,50,144,174,177–183]. The effect of maternal education on child growth may not be consistent at all ages: Sahn et al. (1997) found maternal education to have a greater positive influence on child growth at younger ages (< 2 years) [179]. 
	Concomitant with maternal education, maternal autonomy, as measured by access to money and decision making, is also positively correlated with infant nutriture [178,184]. A mother’s ability to work outside the home for income, for example, can improve household income, increase skills, and strengthen female autonomy; however, the time working may limit the time allotted for other health-promoting behaviors, such as food preparation and child care. Depending on her employment, mothers may also be exposed to occupational hazards, such as agro-chemicals and pesticides, which have been shown to increase the risk of preterm birth, small-for gestational age, and perinatal mortality [185,186]. Given the importance of maternal nutritional status in regards to the health of their children, surprisingly very little research has focused on the effects that impact the nutritional status of mothers.
	Beyond characteristics of individuals, one of the most important factors related to child nutritional status is household economic status. The effects of household economic status are systemic, influencing diet, food security, maternal and paternal nutritional status, water, sanitation, hygiene, environmental health, educational attainment, and healthcare access. Increases in economic status have been associated with improvements in nutritional status [11,21,59,78,108,179,187–191], growth [31,148] and birthweight [16,17] , and decreased risk of infection [192]. Economic status is an underlying condition that is difficult to measure directly; however, several indicators have been used successfully, such as asset-based indices [81,177,193–197], wealth/affluence[198–200], and deprivation/poverty[201–203]. These indicators can either be measured absolutely or interdependently, relative to peers. Interdependent economic measures will be discussed in a later section. 
	Health effects associated with socioeconomic status (SES) are typically mediated through hazardous exposures (e.g., poor sanitation/water quality or agricultural soil) or limited access to resources (e.g., cook stove or healthy food). Under this premise, economic status, as it relates to health effects, can be conceptualized as an latent variable indicated by ownership or utility of types of assets [204]. Asset-based estimates of SES are commonly used in the developing world context [81,177,193–197] and have been associated with other indicators of health and wealth, such as school attendance, improved welfare, improved health, and protection from flooding [182,196,197,204–207]. Proximate determinants at the household level include various assets and characteristics of the household closely associated with wealth. Household characteristics that impact the health and nutrition of its members include the type of roof, type of floor, method of sanitation [94,97,157,159,208,209], availability of drinking water [209,210], availability of electricity, indoor air quality [85,209], cooking fuel/location [104,139,177,209,211], number of rooms [54,108,192,209,212] , and the number of people living in the household [108,163,209]. Ownership of modes of transportation improves access to medical facilities, markets for goods and food, and employment, which in turn can improve health status. Assets such as radios, televisions, and other sources of information can provide households with knowledge of nutrition, hygiene, and other healthy behaviors. Other assets such as soap, cleaning supplies, a wash basin [174], and bed nets are preventative assets that may impact health status. These assets and characteristics are closely linked with economic status and are often elements of an index that may help measure latent living conditions [81,177,193–197,204]. 
	Aspects of the community that act as proximate determinants of health and nutritional status, suggested by Mosley and Chen (1984), include the ecological setting, the political economy, the health system, and degree of urbanicity. These aspects are associated with the wealth and potential productivity of a community. The ecological setting consists of climate seasonality (temperature and precipitation patterns), soil, and elevation. Seasonal changes in precipitation and temperature can assert direct effects on health through changes in disease transmission as well as indirect effects through agricultural production and other economic activity. Flooding, for example, may impact disease transmission and result in loss of assets and earnings. Seasonal fluctuations in diarrhea incidence and pathogen prevalence in conjunction with increases in precipitation and/or changes in temperature have been observed in several studies [213–222]. Drought and average daily rainfall have also been associated with child growth [55], malnutrition [57] , and mortality [223]. There is general consensus regarding seasonal differences in food intake and nutritional status [55,75,224–226]. 
	Agricultural production, which impacts food security, quality, and price, is dictated by seasonal variations in climate and soil type. Length of growing season and farming system, for example, have been related to global variation in mortality rates [223]. Variables related to soil fertility have demonstrated associations with underweight status [56,57,227,228]. Furthermore, health may be impacted by soil-transmitted parasites. Elevation has also been reported to have an effect on anthropometry [15,49,55]. This association with health status may be a result of several pathways, such as exposure to flooding [90,229–231] or malaria [55,223]. Iannotti (2009) reported that infants of mothers who previously resided in high-altitude regions had significantly larger chest circumference and greater length compared to mothers who did not [15]. Increased relief has also been observed to negatively affect infant anthropometry. This may be due to the remoteness of these regions or the strenuous lifestyles required [55].
	The political economy includes characteristics of the public institutions associated with the production of goods, physical infrastructure, and political institutions. Health determinants related to political economy include access to public goods such as infrastructure (railroads, roads, electricity, communications, water, and sewage), and institutions such as production organization, schools, health centers, law enforcement, public administration, and popular associations such as labor unions, cooperatives, and political parties [137]. Leventhal et al. (2000) specifically cites institutional resources and social organization/collective efficacy as important influences on child development [232]. Health status improvements have been observed with increased access to markets[233–235] and public goods such as schools, health services [21,23,60,99,195,232,236–239], electricity [139,236], paved roads [57,210,240], and piped water [57,60,94,229,236,241]. Several community interventions have demonstrated that improvements in water and sanitation facilities decrease incidence of diarrheal disease [94,209,213,242–244] and improve nutritional status [94,95]. 
	The health system is composed of institutional actions, such as disease-control measures for prevention, healthcare subsidies for treatment and public information/education, and motivation for both prevention and treatment. These proximate determinants of health predominantly stem from public policy. Since the data used in this thesis were not from a multi-site study and since public policies should, in theory, be similar across the study site, these variables will not be included in this analysis.
	Differences in nutritional status between rural and urban populations have been reported by many [91,94,180,181,192,245,246]. These differences may be a cumulative result of the previously discussed community components. Several studies found that the rural-urban nutritional gradient would disappear after accounting for differences in individual economic status [245,246]. Others have found differences in sanitation or rates of infection to be chiefly responsible after accounting for economic status and other confounders [91,94,177,192]. Urban centers may provide better health and education services as well as economic activity and consumer goods. Distance from urban centers may act as an indicator of isolation from public goods and services, which has been associated with child nutritional status [99] and mortality [223]. The effect of isolation may be mediated by increased food insecurity in remote areas [107]. In addition to decreased access to public infrastructure and services, distance from urban centers may also be associated with decreased population density. Often the distinction of urban versus rural context is made based on differences in population density. A relation between increasing population density and increasing infection transmission rates [193,247] and increased risk of stunting [59] have been suggested by others. Distance to institutional resources, however, may not best describe access. For example, in a study of growth and nutritional status in Bolivian tribal children, access to education was better measured by the number of teachers in a village instead of by distance [99]. 
	An element not included or discussed in the Mosley and Chen framework is the potential contextual effects from other community members. The research interest in these types of effects is increasing as studies observe notable and significant interdependent contextual effects. This may be due to synergy related to the concentration of particular characteristics, or social interactions, support, and cohesion. Community economic structure has demonstrated an independent association with child nutritional status [21,177,180,190,191,248], birth outcomes [180,249–252], and mortality [253]. The effect of community economic status on nutrition has also shown interactions with race/ethnicity [181,248,251,252]. Interdependent economic measures account for the structured difference between individuals’ economic status. Inequality estimated by the Gini Coefficient, for example, is a measure of disparity of resource distribution among a population; details of its calculation can be found elsewhere [254]. Using the Gini coefficient, inequality has been associated with greater food poverty [235] and stunting[190]. Relative measures of income, initially proposed by Duesenberry [255], and deprivation, as proposed by Deaton [256] , have been suggested as alternate interdependent measures accounting for individual status. Relative deprivation has helped explain differences in nutritional intake in children living in China [257], intrauterine growth restriction in the US [19] , and anthropometry of British children [258]. Average neighborhood education, though lesser studied, has also emerged in the research as a strong predictor of nutritional status [58,141,176].
	These individual-community interactions may be related to elements of social capital such as trust, reciprocity, and social cohesion, which are reported to substantially affect health [200,232,259], child outcomes [4], and birthweight [248,251,260]. Stress from lack of community social order, control, and collective efficacy has been associated with negative mental and physical health outcomes [200,232,259–262]. Others have also observed interactions between individual and area-level characteristics influencing child nutrition [21,49,110,250]. Peer support has demonstrated positive effects on maternal and child health [11,232,248,263], and community instability and disorder has negative effects [232,248,260]. 
	Linear regression techniques, which are often used in epidemiological analyses, have four basic assumptions: a linear relationship, normality, equal variance, and independence of errors. Statistical errors are the difference between observed values and the unobservable true function value. The differences between observed values and an estimated function values are called residuals. Residuals differ from statistical errors in that residuals are deviations between a sample of observed values and those estimated from a function, which may not be complete or correct. Therefore, residuals are comprised of two components: random/statistical error and bias. Bias reflects systematic errors such as missing variables/confounders or correlation between observations which were not accounted for by the estimated function. 
	Correlation between observations, which changes with differences in time and/or space, is called autocorrelation. The presence of autocorrelation creates an information paradox that simultaneously reduces and increases available information. When observations are highly correlated, less information is provided, reducing the effective sample size compared with observations that are truly independent [264–268]. Assuming independences, when autocorrelation exists, may yield inaccurate coefficients, standard errors, and significance statistics, which could lead to incorrect inference. On the other hand, spatial autocorrelation between observations may provide additional information contained in the structure of model residuals. Residual error is often seen as a nuisance parameter, with mean zero, among independent observations in linear regression, or treated with study design or mixed modeling techniques. To simply control for autocorrelation potentially ignores informative shrouded in the residuals which may illuminate other key effects. 
	Analysis of the spatial distribution of health and disease has long been a tool of surveillance and hypothesis-generation since the early part of the 18th century [269–271]. Early maps, such as John Snow’s spatial mapping of cholera cases around the Broad-street pump, indicated an understanding of the spatially heterogeneous distribution of disease, often implicating environmental origins. Spatial heterogeneity or “clustering” of similar observations is often indicative of spatial autocorrelation. With recent technological and methodological advances, epidemiological research increasingly includes the use of spatial autocorrelation to illuminate broader causal frameworks in many health-related fields such as substance abuse [272,273], infectious disease [215,216,274–277], risk and mortality estimation [278–281], and nutrition [282–284]. For the purposes of this review, discussion will focus on research pertaining to maternal and child nutrition and related mortality.
	Globally, the majority of cases of malnutrition and related mortality are clustered within Africa and Asia, more specifically within sub-Saharan Africa and South Asia [4]. Black et al. [3] reports that over 50% of the world’s deaths of children under-five years are concentrated in six countries. These figures are reviewed, again, in a later analysis which indicates that “within those six countries, 55.9% of their deaths are concentrated within 10.0% of the land area, holding 34.4% of the combined population” [285]. Geographic clustering in mortality and nutritional status has been observed by many others [3,49–52,55–57,60,61,160,223,240,285]. Nevertheless, the underlying mechanisms resulting in spatial patterning remain unclear.
	Fenn et al. (2007), Balk et al. (2005), and Morris (2000) suggest that this phenomenon is simply a result of individuals with similar individual and household characteristics clustering together [53,54,56]. Alternatively, some authors attribute this phenomenon to characteristics of the environment [55–57], such as land use, topography, climate, and road access; or to the influence of others in the community [58–61], such as urbanicity, community-level educational attainment, social participation, and community employment. These exogenous effects have largely been ignored in the nutritional literature. Previous research has favored reductionist methodologies which focus on individuals and households instead of attempting to understand the greater context.
	Individuals with similar characteristics often do reside within close proximity. This effect is referred to as population sorting, which is driven by economic and social processes [286]. If individual and household characteristics alone were driving observed spatial variation, simply accounting for their independent effects should remove observable spatial clustering. This, however, is not the case [223,260].
	Population sorting frequently marginalizes the most economically disadvantaged households into the least desirable locales, which are often associated with elevated environmental risks. Studies have observed that those of lower SES residing closer to polluting facilities [287] have greater difficulty relocating from regions prone to natural hazards [288], and have a modified acute effect from exposure to black smoke pollution [289]. Several analyses have considered area-based environmental health hazard exposure from multiple dimensions such as air pollution, climate, industrial facilities, UV radiation, and green space, as they related to proximate household economic status. These analyses have found multiple environment deprivation to be associated with economic status in the UK[290,291] and New Zealand[292]. On the other hand, populations of higher socio-economic status are drawn to areas with improved infrastructure and green-space [293,294].
	Proximate determinates of nutritional status, such as infectious disease and available nutrients, may also vary across space. Transmission of many infectious agents is often tied to environmental exposure or interpersonal contact. Clustering of diseases such as pneumonia [105,295–297], SARS [298], diarrheal disease [299–303], cholera[274], chryptosporidiosis [275], malaria [299,304], West Nile virus [305] , and “fever” [302,303] have been observed, potentially indicating exogenous factors. When infection was a result of a vector such as a mosquito, clustering was attributable to factors favorable to the vector [299,304,305]. Spatial variability in helminth infection is largely related to geographic factors such as temperature, elevation, and distance to large water bodies [306].
	Differences in dietary intake can help explain geographic/spatial variation in nutritional status. Mueller and Smith (1999) found healthier child growth in regions of Papua New Guinea that subsisted on cassava and sweet potato as staples, compared with those subsisting on banana, sago, and taro. This difference in diet accounted for between 25% and 50% of the geographical variation in growth [55].Spatial variation in micronutrient status has also been observed [282,307–309]. These variations have been associated with geographic factors such as surface temperature [282], vegetation indices [282], elevation [282], and sunlight [309]. Spatial variation of malnutrition and parasitic infections are also reported as substantial contributing to micronutrient deficiency [307,308]. Several studies have associated spatial heterogeneity of soil type/composition with the nutrient density in agricultural crops [310–312] , even in 1000 meter sampling grids. Soil micronutrient composition may have a significant effect on rural populations practicing subsistence agriculture.
	As suggested by Mosley and Chen (1984), UNICEF (1990) and many others [56,191,223,285,313] , and corroborated by the literature discussed, a holistic approach is appropriate if we are to untangle the web of causality determining individual health status. Conventional epidemiological methods typically focus on the health of individuals, while tending to overlook the health of the individual’s circumstance or context, which may be the ultimate cause. This is to say: the Titanic sank because it had a hole in it, not because it hit an iceberg. Biology and ecology may provide the field of epidemiology with some methodological perspective. Biology tends to look inward, treating cells as the basic units of life, which interact with each other and create tissues, which comprise organs, many of which create an organism; each level contributing to the health of the organism. Ecology tends to look outward, treating organisms as the basic units, wherein similar organisms create populations of species, which interact with other species of plants and animals, all of which comprise ecosystems; each part determining the health of the ecosystem. Epidemiology has tended to focus on characteristics of the individual and, perhaps, household, while often treating effects of the greater context as a nuisance instead of a source of influence. 
	Systems biology, or systeomics, is a novel approach to understanding complex biological systems and genetics through integration of discovery and hypothesis-driven science [62,63]. The objective of discovery science is to uncover all of the elements in a system, while hypothesis-driven science aims to generate hypotheses and test them experimentally. The systems science process of component identification and hypothesis testing is depicted in Figure 4, taken from Sauer et al. (2007) [63]. These techniques are only recently being used in epidemiology [64], mostly in the study of obesity (see Figure 5) [65,66,314]. Ideker et al. (2001) outlines several important features of biological information which are applicable in epidemiological research: “(1) it operates on multiple hierarchical levels of organization; (2) it is processed in complex networks; (3) these information networks are typically robust, such that many single perturbations will not greatly affect them;(4) there are key nodes in the network where perturbations may have profound effects; these offer powerful targets for understanding and manipulation of the system” [62]. Understanding the full system of effects is useful for decision support services and policy planning – to observe the upstream and downstream ramifications when just one part of the system is modified or perturbed.
	Approaching individual nutritional status as a system requires identifying the system’s elements and uncovering the network and relative direction of effects. Since much of the previous literature has predominantly focused on individual and household unidirectional effects, much of the system is unknown. Epidemiological research should give considerable attention to understanding these interrelated effects, given the close ties between disease, nutrition, and health status. A more comprehensive understanding could provide more creative and potentially more effective interventions, improving the health of populations instead of focusing on individuals. 
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	Figure 1: The UNICEF conceptual framework 
	This conceptual framework was taken from the UNICEF 2013 report titled IMPROVING CHILD NUTRITION: The achievable imperative for global progress [315], and was adapted from the 1990 conceptual framework published in the UNICEF POLICY REVIEW [136]. This figure depicts the multi-level and cyclical causation of maternal and child undernutrition, however fails to consider interdependent effects, biological causes or incorporate how population density may related to available resources and disease transmission.
	/
	Figure 2: The Mosley and Chen Proximate Determinants Framework
	This figure depicts the framework proposed by Mosley and Chen (1984) [137] , which shows how these five groups of  “proximate determinants” operate on the health dynamics of a population. They include factors of personal illness control, which accounts for both rates of illness (through prevention) and rates of recovery (through treatment).This model does not provide definition of effects from higher levels of context and interdependent neighbors. 
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	Figure 3: Proposed Conceptual Framework
	This figure depicts a conceptual framework derived from both the UNICEF framework and that proposed by Mosley and Chen (1984), adapted to suit the analytic approach being undertaken in this dissertation. This framework includes biologic and multilevel causes of nutritional status as well as intergenerational feedback effects. 
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	Figure 4: A systems roadmap from Sauer et al., Science, 2007
	This figure depicts the iterative processes of systems science./
	Figure 5: Levels of determinants and sectors of society implicated in the complex systems of obesity from Huang et al., Preventing Chronic Disease, 2009
	This figure depicts the complex and hierarchical system of influences leading to obesity in individuals.
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	Data used for this analysis were collected as part of the JiVitA trial which has been described in great detail elsewhere [67,316]. In brief, the study site is a contiguous rural area of approximately 435 sq. km located in northwest rural Bangladesh (Figure 5). The site was selected to reflect vital, health, and nutritional risks of the rural Bangladeshi population [67]. It encompasses 19 rural unions within the Gaibandha and Rangpur Districts. The study area was divided into 596 sub-areas, called “sectors,” for the purposes of labor management and treatment randomization, each containing approximately 250 households. The site is situated to the west of the Jamuna river and experiences considerable seasonal flooding. The site is also characterized by its remoteness and agrarian nature and is similar in context to many areas of south Asia. 
	The study population is a sample from a prospective cohort that was enrolled in a double-masked, cluster-randomized, dual-intervention, placebo-controlled trial conducted by the JiVitA project. The primary goal of the study was to establish the efficacy of weekly vitamin A (VA) or beta-carotene supplementation in early pregnancy through 3-mo post-partum in reducing pregnancy-related, all-cause mortality in women. Secondary aims included impacts on fetal loss, infant (< 3 mo) mortality, maternal obstetric and infectious morbidity, infant infectious morbidity, maternal and infant micronutrient status, fetal and infant growth and prematurity, gross external birth defects, and infant growth to six months of age. 
	The study identified women eligible to participate in the supplementation trial beginning in July 2001. Eligible women were of reproductive age (13-44 years), married, not sterilized or menopausal, living with their husbands who were not sterilized, and consenting to be enlisted into a 5-weekly, home-based, pregnancy surveillance system. Women currently pregnant or post-partum and lactationally amenorrheic were placed on a “waiting list” for future eligibility once menstruation resumed. Eligible women in the surveillance system who were detected as being pregnant were enrolled between August 2001 and October 2006. At enrollment, household and maternal data regarding socio-economic status, pregnancy history, recent morbidity, diet, anthropometry, alcohol and tobacco use, and household logistics were collected. 
	Study randomization was performed at the cluster/sector level, and participants were allocated to one of three study groups: placebo, VA (7000 μg retinol equivalents or 23,300 IU VA palmitate), or beta-carotene (42 mg all-trans beta-carotene). Vital status was assessed at weekly supplementation visits from 9 weeks gestation for mothers and from birth for infants, until 12 weeks post-partum and monthly thereafter. Data regarding breast and complementary feeding, vaccination, antenatal and post-partum care, maternal and infant morbidity and infant anthropometry were assessed at roughly three and six months post-partum. Gestational age was estimated using the interval between the dates of birth and the mother’s last menstrual period. Since nutritional status was one of the primary outcomes of interest, anthropometry was meticulously measured in triplicate. Of the roughly 125,257 women eligible to participate in the trial, approximately 59,666 were detected as pregnant and enrolled. Data were subsequently collected from 42,185 infants with additional measurements from a subset of 18,157 as newborns (see Figure 7: Study population flow chart). 
	For the purposes of identification, enrollment, and tracking of study participants, the JiVitA Geographic Information System was established as a method of rural addressing. The system includes 236,681 landmarks, 149,402 of which are households, study and political boundaries, local roads and paths, and hydrologic features (Figure 6). Many of these data were digitized and merged from 1:3960-scale cadastral maps produced by the British Survey of India in the 1930s. The system was maintained and updated throughout the JiVitA – 1 study period. The details of the JiVitA Geographic Information System can be found elsewhere[317].
	/
	Figure 6: JiVitA study site reference map
	Reference image depicts the approximately 435 sq. km JiVitA study site which is located in the Gaibandha and Rangpur districts, west of the convergence of the Teesta and Jamuna Rivers in Northwest Bangladesh.
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	Figure 7: JiVitA Geographic Information System
	Image depicts some of the geographic data created as part of the JiVitA study
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	Figure 8: Study population flow chart
	This flow chart describes the creation of the study populations for each of the three analyses conducted as part of this dissertation.
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	Maternal nutritional status has substantial importance for a healthy pregnancy and thriving children, however, surprisingly very little research has focused on the effects that impact the nutriture of mothers. Furthermore, many have noted nutritional status to cluster spatially for which the causes are uncertain. This analysis explores the determinants of maternal nutritional status at the individual, household and contextual level and attempts to explain observed spatial patterning. Data were obtained from the JiVitA-1 vitamin A supplementation trial in northwest Bangladesh. Determinants were grouped by level and added sequentially to a linear regression model after adjusting for seasonal, secular and spatial error effects. Residual spatial correlation from each sequential model was observed with correlograms and interpolated maps. Determinants at the individual, household and contextual level accounted for 7.7%, 3.0%, and 1.0% of the variance, respectively. The full model accounted for a total of 11.6% of the variance. Contextual variables accounted for substantially more spatial correlation than individual or household variables. The strongest determinants were measures of SES such as maternal education, household economic status, the average and distribution of neighborhood wealth and average neighborhood maternal education. Other promising contextual variables include population density, elevation, and travel-time to permanent bazaar and paved road. The findings from this analysis support previous research suggesting the relevance of location and community for understanding the system of influences on individual health outcomes. Contextual variables were interrelated with one another as well as with variables at other levels, providing independent and modified associations. Public health programing should encompass multilevel interventions targeting not only at-risk individuals, but also at-risk communities. 
	Maternal nutritional status has substantial importance for a healthy pregnancy and thriving children. Maternal anthropometry before and during pregnancy is correlated with the anthropometry of their children at birth and beyond [10–17,31,156]. Malnutrition during pregnancy can also impact offspring later in life through increased risk of hypertension [30], lung cancer [318] and insulin resistance [319]. The nutritional status and diet of new mothers continue to impact child growth as nutrients are shared via breastmilk [14,15,20,21]. These effects in infancy can lead to irreversible damage and reduced human capital later in life [22–28]. In addition to the consequences for the child, maternal malnutrition can also put the mother’s life at risk: decreased nutritional status in mothers at delivery is attributable for at least 20% of maternal mortality, based on a 2008 estimate[124]. Given the importance of maternal nutritional status in regards to the health of their children, surprisingly very little research has focused on the effects that impact the nutritional status of mothers.
	The current body of nutritional literature has primarily centered around the impact of individual and household factors, while generally overlooking the community context. This narrow perspective of health and nutritional status fails to consider the hierarchical amalgamation of causality motivating our analysis and depicted in the conceptual framework presented in Figure 3.  Several studies have noted that individuals of similar nutritional status are more likely to reside in close proximity to one another, even after controlling for relevant individual variables [49–52]. Nevertheless, the effects which result in “clustering” remain unclear. Fenn et al. (2007) and Morris (2000) suggest that this phenomenon is simply a result of individuals with similar individual and household characteristics clustering together [53,54]. Alternatively, some authors attribute this phenomenon to characteristics of the environment [55–57], such as land use, topography, climate, and road access; or to the influence of others in the community [58–61], such as urbanicity, community-level educational attainment, social participation, and community employment. These findings, when taken together, complement our framework and should be considered fully. There have been relatively few studies that include community effects, which are predominantly explored in childhood. 
	Two primary hurdles have hindered the incorporation of spatially explicit effects from the environment and community in the analysis of nutritional status: sample size requirements and spatial data availability. Environmental and community effects are often much smaller in magnitude than those applied at the individual or household scale and, thus, require substantially larger samples. In addition, the availability and quality of spatial data from the developing world is currently lacking, despite the fact that in recent years, spatial data from developed countries has become far more available.
	In light of these common obstacles, data collected from a cohort study conducted in northwest Bangladesh provides a rare opportunity to detect and evaluate the role of spatial effects in determining maternal health, as indicated by nutritional status. The large study population resides within a contiguous study area, and the data includes a rigorously collected geospatial information system. The incorporation of spatial analysis with multiple linear regression techniques allows for an assessment of the independent as well as synergistic effects of factors at the individual, household, and community levels. For this analysis, community characteristics will include spatially explicit effects of location, relative to community assets and the characteristics of neighbors. Findings from this analysis may improve understanding of the complex effects contributing to maternal malnutrition, and could inform intervention efforts taking a multi-level approach to address at-risk populations.
	Data used for this analysis were collected as part of the JiVitA trial. The study population has been described in great detail elsewhere [67]. In brief, the study site is a contiguous rural area of approximately 435 sq km located in northwest rural Bangladesh (Figure 5) situated to the west of the Jamuna river. The site is characterized by its remoteness and agrarian nature and was selected to reflect vital, health, and nutritional risks of many rural south Asian populations [67]. For the purposes of identification, enrollment, and tracking of study participants, the JiVitA Geographic Information System was established as a method of rural addressing (Figure 6). The details of the JiVitA Geographic Information System can be found elsewhere[317].
	The JiVitA study identified women eligible to participate in the supplementation trial beginning in July 2001. Eligible women were of reproductive age (13-44 years), married, not sterilized or menopausal, living with their husbands who were not sterilized, and consenting to be enlisted into a 5-weekly, home-based, pregnancy surveillance system. Women currently pregnant or post-partum and lactationally amenorrheic were placed on a “waiting list” for future eligibility once menstruation resumed. Eligible women in the surveillance system who were detected as being pregnant were enrolled between August 2001 and October 2006. At enrollment, household and maternal data regarding socio-economic status, pregnancy history, recent morbidity, diet, anthropometry, alcohol and tobacco use, and household logistics were collected. Since nutritional status was one of the primary outcomes of interest, anthropometry was meticulously measured. Of the roughly 125,257 women eligible to participate in the trial, approximately 59,666 were detected as pregnant and subsequently enrolled. 
	The primary outcome of interest is mid-upper arm circumference (MUAC) among mothers at nine weeks gestation (assumed to be nearly equivalent to pre-pregnancy nutritional status). MUAC will be treated as a continuous variable. MUAC measurements were performed in triplicate by JiVitA field staff trained and standardized in anthropometry and then averaged. MUAC, as stated in Chapter 2, was chosen over other anthropometric measurements for its ease of field administration, its relation to physiologic processes [73,77], and demonstrated sensitivity to short term changes in nutrition [75,78–84]. Maternal MUAC is also associated with infant MUAC [84] and birthweight [12,13,16,17]. Maternal MUAC was not standardized to the international reference population, because this analysis is restricted to those residing within the study area.
	For this analysis of maternal nutritional status, effects were considered at the individual, household and community levels. Variables of interest were identified through an extensive literature review and discussed in greater detail in Chapter 2. Individual variables previously associated with adult nutritional status and included in this analysis were maternal age[77,151–153], years of education[153,175,176], hygiene behavior[5,7,85,91–93,96,108,160], employment[178,184], and religion[161,162] [151,152,163]. Hygiene behavior includes washing hands before eating and after defecation. Household variables noted in the literature and included are presence of improved sanitation facilities[94,97,157,159,208,209], ownership of non-laundry soap[5,7,85,91–93,96,108,157,160], household size[108,163,209], crowding[54,108,192,209,212], and an assets-index of household living standards[81,177,193–197,204]. Since there are fewer studies which that have examined community variables, with conflicting results, several community variables were considered for inclusion in the regression analysis. Community variables discussed in the literature and considered were the neighborhood average household economic status[21,177,180,190,191,248], neighborhood economic inequality[21,235], neighborhood average educational attainment[58,141,176], population density[59,193,247], elevation[15,49,55], travel time to market/bazaar[233–235], travel time to a paved road[57,210,240], travel time to a healthcare service provider (HSP) [21,23,60,99,195,232,236–239], and the proportion of neighbors who had unimproved sanitation facilities, own a bar of soap not for cloths washing, and who wash their hands after defecation/before eating[5,7,85,91–93,96,108,157,160]. 
	Statistical analysis was conducted using R Statistical Software (Version 3.0.2)[320]. MUAC measurements will be standardized and centered at mean zero so within study population comparisons could be made. Exploratory data analysis (EDA) was conducted to evaluate data distribution and potential collinearity and confirm regression assumptions. A variogram was created from observed MUAC data to observe the degree of spatial dependence with distance and to determine the diameter of individuals’ “neighborhood.” A variogram is a function describing spatial dependence through the variance of difference between pairs of observed values, in regards to distance between the pairs. Neighborhood was defined as the distance when increase in variance observed in the variogram becomes negligible in conjunction with field knowledge. 
	Linear Regression techniques were employed to evaluate statistical associations. To explore possible mediation and confounding, simple linear regression was use to provide variable coefficients for comparison against coefficients in multivariate linear regression models. Five multivariate models were estimated and are described below:
	Model 1: Control Model – The Control Model adjusted for seasonality and secular effects. Model 1 included a variable indicated if the mother was enrolled the week after Ramadan, and dummy variables for the twelve months in a year and for each year mothers were enrolled into the study (2001 – 2006). Given the period of fasting which occurs during Ramadan, there were expected decreases in nutritional status. Significant seasonal variations were also expected, as the region of the study area experiences substantial seasonal changes in precipitation and temperature and associated growing seasons and, therefore, changes in labor and income. There were also numerous NGOs operating in the area, with much work in the region striving to improve various aspects of maternal and child health during the period this study was underway; therefore, a secular improvement in health was expected. These background temporal changes were controlled for. 
	Model 2: Mother Model – In addition to the Control Model variables, the Mother Model included characteristics of the mother including her age, education, hygiene behavior, religion, and employment status. The effect of maternal age was assumed to be non-linear based on the previously discussed literature, with changes in growth velocity at ages 19 and 40. These changes were confirmed through EDA and incorporated using linear-spline coefficients. The association between educational attainment and maternal MUAC, in this analysis, was assumed to be linear and was confirmed in EDA. Hygiene behavior, such as washing hands with soap before eating and after defecation, was adjusted for, using binary indicator variables. 
	Model 3: Household Model – This model built upon the Mother Model by including proximate characteristics of the household. Variables included presence of unimproved sanitation, ownership of a bar of soap not used for laundry, the number of household members alone and adjusted by the number of rooms (crowding), and a living standards index (LSI), a measure of household assets. Binary variables were used to indicate presence of unimproved sanitation and bar soap ownership. The effect of household size and crowding was assumed to be linear and confirmed using EDA. The assets-based living standards index (LSI) is a proxy for economic status, which is consistently related to nutritional status [108,153,175,321]. The use of an assets-based index is a well-recognized method to approximate the underlying household economic status in developing settings [81,177,193–197,204]. The LSI used in this analysis was created by Gunsteinsson et al. (2010) using principal component analysis (PCA), which is regularly used in this application [196]. 
	Model 4: Community Model – The Community Model added characteristics of the household location and the characteristics of the proximal neighbors to the Household Model. Variables included the neighborhood average LSI, neighborhood economic inequality (GINI), neighborhood average education, population density, elevation, and the travel times to the nearest paved road and bazaar. Neighborhood was defined the variogram calculated for spatial autocorrelation of maternal MUAC and field knowledge. Neighbors were households who were also enrolled in the study and within the “neighborhood” of a given household. Estimates were calculated based on the neighbors of a given household with the values of the given household removed. Estimates were made in this manner for all study households to calculate average LSI, neighborhood GINI coefficient (based on LSI), and average education. 
	Population density was calculated for the study area using a kernel smoothed intensity function from the household locations which were weighted by household size and with values extracted for each household location. This data is not derived from a 100% population sample, so will act as the best proxy for true population density. Household elevation values were estimated from Shuttle Radar Topography Mission (SRTM) data [322]. In this analysis, travel-time estimates were calculated from a road network with attributes noting road quality. Travel velocities were based on those chosen by Entwisle et al. (1997)[323] and by Tanasescu et al. (2002)[324] for regions of similar context. Average velocities chosen were 40 mph for paved national highway, 20 mph on paved and 10 mph on non-paved roads, 5 mph on gravel paths, and an assumed walking speed of 2 mph for all non-road/path areas. Velocities were then converted to meters/second. Map surfaces were calculated with cumulative increasing travel time from a destination of interest (bazaar, paved road, etc.). Household travel times were extracted from the map surface based on household location. 
	Model 5: Spatial Error Correction – This model re-estimated the Community Model using spatial regression techniques. Given the potential spatial auto-correlation of the outcome and parameter variables, Model 5 adjusted coefficient confidence intervals to account for the reduced effective sample size. The Lagrange multiplier diagnostics for spatial dependence was used to determine if a spatial errors model or a spatial lag model was more appropriate to adjust for the residual spatial dependence resulting from the compete community model. 
	To observe how characteristics from each level account for spatial correlation, correlograms were created from the residuals of each sequential model. Correlograms were chosen over semi-variograms, which are generally more common in spatial statistics, to retain a common scale of reference (-1:1) so clear comparisons could be made. Correlograms, semi-variograms and covariograms all essentially have similar calculations and are used to evaluate spatial auto-correlation.
	A total of 59,854 expectant mothers completed the pregnancy enrollment form; however, due to duplicate locations and missing and incomplete data, 14,066 women were excluded from this analysis (see Figure 7: Study population flow chart). Expectant mothers were required to have complete and unique location data within the designated study boundary at the time of enrollment, as well as complete anthropometric assessment. Inclusion in the analysis also required complete covariate information. Analysis was conducted using the remaining 45,788 participants after exclusions were made. There were no statistical differences in anthropometry between expectant mothers with complete or missing data. Mothers had a mean MUAC of 22.79 cm, 23 years of age, and 3.592 years of education and about 16% are paid to work. The area was, by a vast majority, Muslim (92%). Distribution information can be found in Table 1 for all variables considered. 
	After inspection of the variogram (Figure 8 & Figure 9) for maternal MUAC and discussions with field staff, two neighborhood radii were selected: 200 meters and 2000 meters. Neighborhood variables were created for both radii and tested. Given the sample size (N= 45788), most pair-wise variable correlations were significant regardless of the magnitude of the correlation. Several variables are worth noting for potential collinearity. Living Standards Index (LSI), for example, had substantial and significant positive correlations with maternal education, household size, hygiene behavior, and improved sanitation and negatively correlated with crowding. The correlations between LSI and neighborhood variables were stronger for those at 200 meters compared to those at 2000 meters. Population density had notable collinearity with measures of education, wealth, inequality, and, unsurprisingly, isolation.
	Table 2 presents the simple linear regression results. The simple linear regressions provided univariate estimates for the associations between MUAC and relevant variables. Taken generally, SES, sanitation and hygiene variables at all levels provided notable bivariate associations. Several community variables had promising associations. The proportion of neighbors who own bars of non-laundry soap, hand-wash before eating and after defecation, and have improved sanitary facilities as well as elevation had significant positive associations with maternal MUAC. Increasing population density and flood risk had significant negative bivariate associations. Mother and household variables tended to provide more explanatory ability and were chosen to be included over several promising community variables in cases when issues of multi-collinearity were presented. Variables such as neighborhood proportion without improved sanitation, and neighborhood proportion that wash their hands after defecation, for example, were collinear with several other individual and exogenous variables and, while they demonstrated favorable associations with the outcome, were removed from the multiple linear regression analysis to maintain statistical stability. The results from the multiple linear regression analysis are displayed in Table 3 and described below.
	Model 1 - Control: To account for the substantial seasonal weather and flooding differences in the study area, monthly dummy variables were included. Seasonal dummy variables provided substantial reductions in AIC over more basic Sine/Cosine adjustment. The only months to provide significant coefficients were February–April, which were in the positive direction. The year dummy variables were all significant and increasing in magnitude with time. The indicator variable for measurements made the week after Ramadan was also significant and negative.
	Model 2 - Mother: Addition of the Mother variables increased the significance and magnitude of the monthly control variables and decreased the significance and magnitude of the year control variables, particularly the 2002 and 2003 dummy variables, which lost significance at a .05 level. Maternal age was modeled using a linear spline to adjust for the non-linear effects of age. All maternal age spline coefficients were significant and indicated increasing MUAC until age 18 when the rate of increase decreased until approximately age 40 when MUAC begins to decrease with age. Maternal educational attainment had a linear increasing relationship with maternal MUAC. Maternal hygiene behaviors, measured by washing hands after defecation and before eating, were both found to be positively associated with maternal MUAC. Those mothers who reported as Muslim had significantly lower MUAC compared to those who did not report as Muslim. 
	Model 3 – Household: Addition of the household variables further increased the monthly and decreased the yearly control variables’ magnitude and significance. Household variables also increased the magnitude and significance of maternal age, but decreased the effects of maternal education and hygiene behavior. Unimproved sanitation, housing size, and crowding generally reduced maternal MUAC, while owning a bar of soap and having greater living standards (LSI) increased MUAC. LSI demonstrated the greatest effect on maternal MUAC. 
	Model 4 – Community Model – The Community model added characteristics of the household location and the characteristics of the proximal neighbors to Model 3. Community variables did not have any notable impact on the control variables beyond that of the household and maternal variables. There were also subtle reductions in the maternal and household effects, with the exception of small increases in the coefficients for mothers who washed their hands with soap after defecation and those who owned a bar of soap. 
	Variables calculated for a 200-meter neighborhood provided greater explanatory ability than those calculated for the 2000 meter neighborhood, with the exception of the neighborhood GINI coefficient. Since the range of the observed local GINI coefficients ranged from 34.09 to 34.34, it was mean-centered to make regression intercepts more interpretable. Maternal MUAC had a positive and significant association with increasing average neighborhood educational attainment with no notable change to the individual-level maternal education variable. Population density demonstrated a non-linear association with maternal MUAC. Decreases in maternal MUAC were observed with increasing population density until approximately 650 people per sq. km when maternal MUAC began to increase. Elevation had a positive and significant association with maternal MUAC. Arm circumferences appeared to decrease with increasing distance to bazaars and decrease with increasing distance from a paved road. Average neighborhood LSI had a minor, non-significant effect; however, when treated as an effect modifier, the interaction term was significant and positive.
	Model 5 – Community Spatial Regression Model - Results from the Lagrange multiplier diagnostics for spatial dependence indicated a spatial errors regression model would better adjust for the residual spatial dependence found in our complete community model compared to a spatial lag model based on their significance values, <2.2∗10−16  versus 0.0104 respectively. Coefficient values and significance levels for control, mother, and household variables experienced very little change after adjusting for residual spatial dependence. Coefficient values for the community variables experienced very little change; however, the significance values experienced some reductions. Coefficients for elevation and travel time to bazaar became non-significant at an alpha level of 0.05.
	Residual spatial correlation for each model was observed using correlograms. Figure 10 illustrates the change of residual spatial correlation with the addition of variables at each level in this population of expectant mothers. The observed outcomes and residuals from the control model exhibit similar patterns of spatial correlation. Characteristics of the mother and household provided notable decreases in spatial correlation. Community variables, by and large, provided the greatest reduction of spatial correlation.
	The findings from this analysis support previous research suggesting the relevance of location and community for understanding the system of influences on individual health outcomes. Contextual variables were correlated with one another as well as with variables at other levels, providing independent and modified associations. Spatial dependence can be treated as a statistical nuisance, and adjusted for using spatial errors regression. However, this method discards spatial information and does not provide any insight into the complicated causal pathways leading to malnutrition. Community variables, while elucidating a greater system of influences on individual nutritional status, also notably reduced spatial correlation between residuals.
	One of our key findings involves the synergy that exists between household SES and the average SES of the surrounding neighborhood. The mother and household level effects behaved as expected, consistent with current literature. Household socio-economic status (SES), as measured by the LSI, explained much of the variation in mothers’ MUAC, however, its influence was modified by the neighborhood context. Individuals of a given household SES will, on average, not only have better nutritional status when living in neighborhoods with higher average SES, but also appreciate greater increases in nutritional status with each incremental increase in household SES. For example, the wealthiest mother had an estimated MUAC which was 2.27 cm greater than the poorest mother were they to reside in the same neighborhood. However, were the wealthiest mother to live in the wealthiest neighborhood, she would have a MUAC which was 5.48 cm greater than the poorest mother residing in the poorest neighborhood, on average. These findings provide further evidence indicating the importance of the neighborhood SES structure to explain individual nutritional differences.
	In addition, this analysis demonstrates the importance of addressing economic inequality, such that, as neighborhood inequality decreases, maternal MUAC improves. Neighborhood inequality was the strongest community variable and one of the strongest variables overall, with those mothers living in neighborhoods with the greatest economic inequality measuring 0.5 cm thinner MUAC than those in the most equal, on average. In similar analyses exploring the deleterious effects of greater inequality, associations with greater food poverty [235], higher risk of stunting[190], and higher preventable and immediate death rates [325] were reported. Greater local inequality may impact health through reduced quality of infrastructure and public resources, or potentially through increased psychological stress, and weaker social ties and interpersonal support systems [326].
	 The neighborhood GINI coefficient performed better when neighborhoods were defined as 2000-meter compared to a smaller 200-meter neighborhood. The GINI coefficient is a measure of dispersion and may require a larger sample to create the needed variation to detect differences. Larrea and Kawachi (2005) and Reinbold (2011) also found the GINI coefficient to be more informative with calculations from larger areas [21,190]. 
	Educational attainment, at both the individual and neighborhood levels, was also associated with improved nutritional status. While controlling for all other variables, mothers could enjoy nearly identical nutritional improvements, were they, or their neighborhood average, to improve educational attainment by one year. The nutritional benefits of greater maternal education at the individual and neighborhood level may be more directly mediated by improved nutritional knowledge [23,108]. Interventions in rural areas, which improve nutritional knowledge, in even a small number of individuals, have been shown to benefit the overall neighborhood nutritional status as information disseminates through the community [327]. The benefits of increasing average community knowledge is appreciably larger than that of an individual in isolation[327], and may follow social contact networks [328].
	This analysis also considered nutritional effects associated with isolation from infrastructure and resources, such as the nearest bazaar, paved road or health service provider. Our findings indicate that, after controlling for relevant confounders, mothers who spend more time traveling to the nearest permanent bazaar had smaller MUAC than those residing closer, which was anticipated. This finding builds on the sparse and inconsistent body of prior nutritional research exploring the effect of isolation from food markets[234,329–332]. The conflicting reports appear to largely fall between developed and developing contexts. Previous work in the region by Ahmad et al. (2005) found that pregnant Bangladeshi women had lower dietary diversity if they lived greater than 0.5 km from a local bazaar[234], which could help explain the differences observed.
	Of particular interests was the positive association between travel time to a paved road and nutritional status that was observed in both the simple and multivariate regression models. This finding diverges from those in the literature and may indicate other factors at play in this association. For example, the region has not eliminated lead-based fuel. Lead exposure has been shown to hinder growth in adolescence and children[333–335], which can lead to reduced adult anthropometry. Distance from road was also correlated with several other confounding variables that could be more directly related to maternal nutriture.
	Establishing a relationship between the outcome and distance to a health service provider was difficult due to complexities in the health system. For example, an analysis by Sikder et al. (2011) noted many expectant women in this study area would turn to village doctors and other non-certified providers as “first-line providers” of which data were not available. Furthermore, certified basic care was available within a close proximity nearly anywhere in the study area. More sophisticated care required substantial travel for many residing in the study area; however, this was less associated with nutritional status in the study area, particularly after accounting for isolation from other resources such as bazaars and paved roads. 
	Population density also demonstrated an interesting association with nutritional status. Average MUAC was positively associated with population density until population density reached approximately 300 people/sq km, at which point the association became negative, as MUAC decreased particularly sharply from 450-650 people/sq. km. It then decreased less sharply from 650+ people/sq km in an unadjusted association. After adjusting for other model parameters, MUAC displayed a steady decrease to approximately 650 people /sq. km at which point MUAC increased sharply. This may be an indication of the ‘Urban’ effect affiliated with access to infrastructure or resources. As Bulk (2004) noted, approximately 650 people/sq. km may be a relevant cut-off to designate urban areas in the developing world, as opposed 1000 people/sq. km, which is conventionally used in developed countries . Differences in nutritional status between rural and urban populations have been reported by many [91,94,180,181,192,245,246]. Rural-urban differences in child nutritional status may be related to differences in occupation, behaviors, income, social collectiveness, isolation, or a combination of these. Several studies found the rural-urban nutritional gradient would disappear after accounting for differences in individual economic status [245,246].
	Secular and seasonal variables responded as variables were added at each level. Decreases in significance of yearly dummy variables and increases in significance of monthly dummy variables may be related to the adjustment for secular changes in asset ownership and education which experienced increases during the course of the study. Other variables considered for secular changes included household size, crowding, and age when pregnancy was detected, none of which had any notable observed changes during the course of the study. After adjusting for factors of the mother, household, and community, the magnitude of significant seasonal protective effects, in the early part of the year (February – April) and summer (July and August), and negative effects in December, increased. These effects may be related to local agricultural systems, annual economic oscillations, seasonal climate, and/or potentially flooding. 
	Several variables were omitted completely from the multivariate linear regression. The source of drinking water, which is often included in analyses of this type, was not included as nearly the entire study population (99.51%) received water from a tube well/irrigation pump. Variables related to public infrastructure, such as electricity, piped water, and sewer, were omitted, as these amenities were not provided publicly in the region. Any existing infrastructure improvements had been purchased at the household level, and were thus incorporated in the LSI. 
	Due to issues of collinearity with stronger individual- and household-level variables, many community-level variables were dropped from the multiple regression models to maintain statistical stability and improve AIC. The proportion of neighborhood households without improved sanitation, for example, exhibited a strong negative bivariate relation with maternal MUAC, yet was also highly collinear with measures of wealth, education, and unimproved sanitation at the household-level and was therefore omitted from the Community model. Similar issues were related to data on the proportion of neighbors who washed their hands after defecation. After adjusting for confounders, these associations either reversed direction or became non-linear. 
	The collinear relationships between community-level variables also help describe the multifactorial conditions of neighborhood wealth. Wealthier neighborhoods had higher maternal educational attainment, were more economically homogenous, were closer to health service providers, permanent bazaars, and paved roads, and were in areas of higher elevation and reduced flood risk. People in wealthier neighborhoods were more likely to own a non-laundry bar of soap, have improved sanitary facilities, and wash their hands before eating and after defecating. Those living in wealthier neighborhoods typically enjoy holistically healthier environments which may reinforce the benefits of greater household and neighborhood SES. The findings of this analysis suggest a systems approach would be appropriate in nutritional and health status analyses. Furthermore, our analysis adds to the literature on maternal nutritional status by demonstrating the importance of various spatially explicit variables. 
	This analysis could have been limited in several ways. First, the variables examined in our analysis represent a sample of the most salient variables indicated in the literature, and thus do not include all known and unknown effects at each level. As a result, the proportion of the variance accounted for by each level is only a result of the respective variable samples. Nevertheless, data collected as part of the JiVitA trial was comprehensive given available literature and compared to similar studies in developing settings at the time of this analysis. While this exploration has provided valuable insight into the associations between individual- and community-level SES and maternal nutritional status, the establishment of a causal pathway would be facilitated by a more exhaustive set of data. As examples of information missing from the present analysis, neighborhood economic structure may be indicative of local elements of social capital such as trust, reciprocity, and social cohesion, which are reported to substantially affect individual health [200,232,259]. Lack of social order in communities has been associated with negative mental and physical health outcomes [200,232,259–262]. Furthermore, peer support has demonstrated positive effects on maternal and child health [11,232,248,263]. Qualitative research in these areas could potentially help elucidate the causal pathways between neighborhood economic structure and individual health outcomes in developing settings.
	Second, the location information collected for this study is limited to the household location and does not account for full daily environmental exposure from places of employment, relatives’/friends’ residences, and commutes. Some studies have suggested that GPS tracking of individual daily movement patterns provides greater precision in estimating environmental exposures [336,337]. Additional research should consider individuals’ geospatial, familial and social networks as they pertain to child wellness, as this approach may help to tease out these systemic causal pathways.
	This analysis confirms that, in addition to characteristics of the individual and household, maternal nutritional status is influenced by attributes of the community context. A systems approach to nutritional research improves our comprehensive understanding of individual outcomes while also explaining the factors that lead to clustering. Our results demonstrate how neighborhood wealth modifies the effects of household SES on nutritional status as well as the multifactorial health benefits of living in wealthier communities. These findings suggest interventions should not only target individuals and households with elevated nutritional risk, but also features of the communities where they live.
	While improving average neighborhood SES may not be directly in the scope of many health interventions, the health-related characteristics of wealthier neighborhoods might be. Our findings suggest that improving neighborhood maternal education, hygiene behaviors, sanitary facilities, transportation infrastructure, and decrease exposure to environmental hazards such as flooding, could potentially improve the nutritional status of expectant mothers as well as others. Programs intending to improve the nutritional status of “at risk” mothers should take a holistic, or systemic, approach by providing individual, environmental and structural modifications. The urban planning concept of intergenerational communities, for example, engages individuals, neighborhoods, and political bodies to meet the resource needs of both the young and the old through community organization and municipal land use policies [338]. Intergenerational community programs may promote mentoring, tutoring, education, and physical fitness. Furthermore, educational interventions which take a greater community focus may, directly and indirectly, improve the health of expecting and new mothers as well as other community members due to knowledge shared through social networks[327,328]. Multi-level interventions hold great promise for improving overall community health behaviors and nutritional status; however, additional research is needed to better understand the ecologic mechanisms which apply varying influence on maternal nutritional status in developing settings. Interventions of this type may, however, be more challenging to measure in terms of impact and coverage compared to having discrete outcomes, which are preferred in program evaluation and budgeting. 
	This analysis demonstrated the analytical merits of treating maternal nutrition from a more comprehensive ecological framework by identifying several ways in which the attributes of the community influence maternal anthropometry and help to explain observed spatial patterning of individuals with similar nutritional status. These findings may be generalized to most of rural southern Asia, and possibly, more broadly to other developing contexts. Future studies, particularly in developing settings, should collect data ecologically, including attributes of location, community/neighbors, and infrastructure, in addition to the canon of routine individual and household factors. These attributes help evaluate and account for systemic effects and spatially dependent observations. Considering the multi-level causality of health outcomes can elucidate greater understanding and generate more creative, and potentially more effective, intervention initiatives. 
	Table 1: Descriptive Statistics of the JiVitA -1 population of expectant women between 2001 and 2007
	SE
	Mean
	Mother variables
	2.02
	22.79
	Maternal MUAC (cm)
	6.59
	23.17
	Maternal age (years)
	5.41
	3.59
	Education (years)
	15.85%
	Mother paid for work (%)
	7.90%
	Non-Muslim (%)
	6.75%
	Week after Ramadan (%)
	14.65%
	Handwashing before eating (%)
	41.26%
	Handwashing after defecation (%)
	 
	 
	Household variables
	57.63%
	Unimproved sanitation (%)
	1.27
	3.20
	Crowding
	2.08
	4.49
	Household size  
	80.19%
	Own non-laundry barsoap (%)
	1.00
	-0.01
	LSI* 
	 
	 
	Context variables
	0.35
	-0.04
	Average LSI*†
	0.05
	0.00
	Gini Coef‡§
	1.24
	3.42
	Average Education†
	1.30
	5.47
	Pop. Density (100pp/sq. km)
	1.88
	25.47
	Elevation (m)
	1.36
	2.34
	Travel Time to Bazaar (hr)
	2.88
	3.80
	Travel Time to Paved Rd. (hr)
	0.13
	0.41
	Own barsoap ¶†
	0.18
	0.58
	Without improved sanitation ¶†
	0.11
	0.15
	Handwash before eating ¶†
	0.13
	0.41
	Handwash after defecation ¶†
	7.40
	4.30
	Weeks of observed flooding
	Characteristics of the JiVitA-1 population of 47,753 expectant mothers and their respective households and communities
	 
	 
	* Living Standards Index
	 
	 
	† Includes neighbors within a 200 meter radius
	 
	‡ Includes neighbors within a 2000 meter radius
	 
	 
	§ Mean Centered 
	 
	 
	¶ Proportion
	. 
	Table 2: Simple linear regression coefficients estimating scaled and mean centered maternal MUAC
	R²
	t-value
	SE
	Est. 
	Mother variables
	0.003
	10.99
	0.0007341
	0.0080674
	Maternal age (years)
	0.042
	44.69
	0.001139
	0.050896
	Education (years)
	0.006
	16.341
	0.012886
	21.06%
	Mother paid for work
	0.001
	6.412
	0.017159
	11.00%
	Non-Muslim
	0.002
	-8.582
	0.017621
	-15.12%
	Week after Ramadan 
	0.006
	15.998
	0.012576
	20.12%
	Handwashing before eating
	0.013
	24.97
	0.009284
	23.18%
	Handwashing after defecation
	 
	 
	 
	 
	Household variables
	0.044
	-46.17
	0.009219
	-42.56%
	Unimproved sanitation
	0.010
	-21.07
	0.003716
	-0.078275
	Crowding
	0.006
	16.13
	0.002216
	0.035734
	Household size  
	0.016
	27.01
	0.01166
	31.51%
	Own non-laundry barsoap
	0.080
	62.995
	0.004483
	0.282401
	LSI*
	 
	 
	 
	 
	Context variables
	0.025
	34.418
	0.0131
	0.45077
	Average LSI*†
	0.010
	-21.58
	0.193767
	-4.180769
	Gini Coef‡§
	0.021
	31.68
	0.00372
	0.11786
	Average Education†
	0.004
	-13.55
	3.57E-03
	-0.048347
	Pop. Density (100pp/sqkm)
	0.003
	11.29
	0.00247
	0.02788
	Elevation (m)
	0.000
	-4.903
	6.88E-03
	0.0114
	Travel Time to Bazzar (hr)
	0.001
	3.487
	3.27E-03
	-0.03375
	Travel Time to Paved Rd. (hr)
	0.006
	16.56
	0.03898
	0.64538
	Own barsoap ¶†
	0.016
	-27.56
	0.02594
	-0.71479
	Without improved sanitation ¶†
	0.002
	5.633
	0.043515
	0.33816
	Handwash before eating ¶†
	0.001
	9.804
	0.03449
	0.24511
	Handwash after defecation ¶†
	0.000
	-4.047
	0.000624
	-0.002525
	Weeks of observed flooding
	Coefficient values are changes in standard deviation in scaled and centered MUAC from the JiVitA-1 population of 47,753 expectant women
	 
	 
	 
	 
	* Living Standards Index
	 
	 
	 
	 
	† Includes neighbors within a 200 meter radius
	 
	 
	 
	‡ Includes neighbors within a 2000 meter radius
	 
	 
	 
	 
	§ Mean Centered 
	 
	 
	 
	 
	¶ Proportion
	Table 3: Multivariate regression coefficients estimating scaled and mean centered maternal MUAC
	Mother + Household + Context Model
	Mother + Household Model
	Mother Model
	 
	t-value
	SE
	Est.
	t-value
	SE
	Est.
	t-value
	SE
	Est.
	n = 45788
	-7.62
	0.11
	-0.85
	-8.14
	0.08
	-0.66
	-12.48
	0.08
	-0.99
	Intercept
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Mother variables
	7.20
	0.00
	0.03
	7.39
	0.00
	0.03
	6.74
	0.00
	0.03
	Maternal age (years)
	-3.18
	0.00
	-0.02
	-3.24
	0.00
	-0.02
	-2.39
	0.00
	-0.01
	(age > 19 years)
	-5.20
	0.02
	-0.09
	-5.38
	0.02
	-0.09
	-4.96
	0.02
	-0.09
	(age > 40 years)
	10.59
	0.00
	0.02
	12.74
	0.00
	0.02
	43.21
	0.00
	0.05
	Education (years)
	3.86
	0.01
	0.04
	3.26
	0.01
	0.03
	10.17
	0.01
	0.10
	Handwashing after defecation
	0.85
	0.01
	0.01
	1.01
	0.01
	0.01
	2.55
	0.01
	0.03
	Handwashing before eating
	4.18
	0.01
	0.05
	5.58
	0.01
	0.07
	5.73
	0.01
	0.07
	Mother paid for work
	3.26
	0.02
	0.05
	4.82
	0.02
	0.08
	5.77
	0.02
	0.10
	Non-Muslim
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Household variables
	-1.86
	0.01
	-0.02
	-2.21
	0.01
	-0.03
	 
	 
	 
	Unimproved sanitation
	3.85
	0.01
	0.05
	3.36
	0.01
	0.04
	 
	 
	 
	Crowding
	-7.96
	0.00
	-0.02
	-9.18
	0.00
	-0.03
	 
	 
	 
	Household size  
	-3.48
	0.00
	-0.02
	-4.00
	0.00
	-0.02
	 
	 
	 
	Own non-laundry barsoap
	23.80
	0.01
	0.21
	26.61
	0.01
	0.23
	 
	 
	 
	LSI
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Community variables
	1.72
	0.02
	0.04
	 
	 
	 
	 
	 
	 
	Average LSI*†
	-8.19
	0.12
	-1.00
	 
	 
	 
	 
	 
	 
	Gini Coef‡§
	4.05
	0.01
	0.02
	 
	 
	 
	 
	 
	 
	Average Education †
	-3.55
	0.00
	-0.02
	 
	 
	 
	 
	 
	 
	Pop. Density (100pp/sq. km)
	5.23
	0.02
	0.09
	 
	 
	 
	 
	 
	 
	                            (>650pp/sq. km)
	2.59
	0.00
	0.01
	 
	 
	 
	 
	 
	 
	Elevation (m)
	-2.67
	0.00
	-0.01
	 
	 
	 
	 
	 
	 
	Travel Time to Bazzar (hr)
	5.54
	0.00
	0.01
	 
	 
	 
	 
	 
	 
	Travel Time to Paved Rd. (hr)
	5.90
	0.01
	0.07
	 
	 
	 
	 
	 
	 
	LSI x Average LSI*
	0.1159
	0.109
	0.07707
	R²
	124464.7
	124816.5
	126425.9
	AIC
	Seasonal and secular effects have been adjusted for in all models; coefficient values are changes in standard deviation in scaled and centered MUAC from the  JiVitA-1 population of 47,753 expectant women
	 
	 
	 
	 
	 
	 
	 
	 
	 
	* Living Standards Index
	 
	 
	 
	 
	† includes neighbors within a 200 meter radius
	 
	 
	 
	 
	‡ includes neighbors within a 2000 meter radius
	 
	 
	 
	 
	 
	 
	 
	 
	 
	§ Mean Centered 
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	Figure 9: Variogram of Maternal MUAC
	This figure depicts the change in semivariance, on the y-axis, between observations of maternal MUAC with increasing distance, in meters, on the x-axis. Semivariance was calculated for distances between zero and 15,000 meters divided into 20 bins.
	/
	Figure 10: Variogram of Maternal MUAC
	This figure depicts the change in semivariance, on the y-axis, between observations of maternal MUAC with increasing distance, in meters, on the x-axis. Semivariance was calculated for distances between zero and 3,000 meters divided into 13 bins.
	/
	Figure 11: Correlograms of maternal MUAC and explanatory model residuals
	Depicts spatial correlation between observations and explanatory models in the mothers; MOM MUAC (black) = Unadjusted Maternal MUAC; M1(red) = Control Model; M2 (blue) = Mother Model; M3 (green) = Household Model; M4 (purple) = Community Model. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis.
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	Poor nutritional status in infancy can lead to premature mortality and reduced productivity later in life. Children of similar nutritional status have been known to cluster spatially, indicating potential contextual effects. Little research has explored contextual influences, after accounting for determinants of the individual and household, and particularly how these influences may change in the first few months of life. This analysis investigates how the influence of individual, household and contextual determinants change with regard to infant nutritional status at birth compared to those aged six months. This analysis also intends to explore how determinants at each level account for residual spatial correlation. With data from the JiVitA-1&2 trials in northwest Bangladesh, determinants were grouped by level then added sequentially to a linear regression model accounting for seasonal, secular and spatial error effects. Residual spatial correlation from each sequential model was observed with correlograms and interpolated maps. Determinants of infant nutritional status at the child, mother, household and contextual levels accounted for 8.5%, 4.0%, 0.5% and .3% of the respective variance at birth, and 7.6%, 5.7%, 0.8%, and 0.4% at roughly six months. The full models accounted for a total of 13.2% and 14.5% of the variance at birth and six months respectively. Contextual variables accounted for substantially more spatial correlation than individual or household variables in both groups, however, there was limited spatial correlation in the group of newborns. The strongest determinants were related to socioeconomic status (SES) such as maternal education, household economic status, the average and distribution of neighborhood wealth and average neighborhood maternal education. SES variables such as maternal education and household economic status applied a nearly constant effect in both groups, while the effect of those associated with disease transmission, such as soap ownership and household size increased with age. The findings from this analysis suggest the increasing nutritional influence of location and community with age as well as accounting for spatial clustering. Many of the nutritional differences in both age groups were explained by characteristics of the child and the mother. Public health programing needs to target healthy mothers and pregnancies to give children a healthy starting point as well as role of the environment and community as it becomes increasingly important with age.
	Poor nutritional status in infancy can lead to irreversible damage later in life and reduced human capital [22–28]. Inadequate nutrition in early childhood hinders mental and motor development [27,37,38], which may negatively affect future academic performance and intelligence [28,39], adult economic productivity [26], and future health status[29–36,143]. 
	The body of research exploring factors related to malnutrition has focused primarily on the individual and household levels, while tending to neglect the community context. This overemphasis on individual characteristics has failed to acknowledge nutritional status as a systemic condition that results, in large part, from community influences. Several studies have identified spatial heterogeneity, or clustering, of malnutrition[49,50], in that, those who have similar nutritional status tend to live in close proximity to one other. Spatial clustering may indicate shared influence between observations, associated with their relative location; and decreased effective sample size resulting from spatial dependence. Understanding the origins of spatial clustering provides an opportunity to have a greater understanding of the etiologies and determinants of malnutrition. Some authors have attempted to explore this phenomenon, suggesting that nutritional status of young children may be influenced by environmental factors [55–57] such as land use, climate, topography, and road access, as well as contextual effects [58–61] such as urbanicity, population density, community-level education, social participation, community employment, and access to health facilities. 
	There is a paucity of studies that have considered how location-specific influences may change during the first few months of life as infants develop and have greater interaction with their surroundings. It is in this period that growth faltering is most pronounced, [45–47] and recovery is increasingly difficult if improvements are not made [48]. Several factors have impeded the analyses of community characteristics like these. Spatially explicit data, such as elevation, individual locations, agricultural variables, and distance to resources, are often of poor quality or non-existent. It may also be challenging to merge these data with individual data. Furthermore, community effects are often weaker than those at the individual or household levels, and thus require larger sample sizes to detect significant differences.
	In this analysis, the relative contributions of and interplay between determinants of child nutritional status at the individual, household, and community levels are explored, drawing from the conceptual framework detailed in Figure 3.  Our primary objectives were to assess (1) how these determinants and their health impacts change between the early neonatal period and roughly six months of age, and (2) the extent to which contextual factors at the community level account for spatial correlation between observations.
	Data used for this analysis were collected as part of the JiVitA trial, a prospective cohort, enrolled in a double-masked, cluster-randomized, dual-intervention, placebo-controlled trial conducted by the JiVitA project. The study population has been described in great detail elsewhere [67]. Eligible expectant women were enrolled between August 2001 and October 2006. At enrollment, household and maternal data regarding socio-economic status, pregnancy history, recent morbidity, diet, anthropometry, alcohol and tobacco use, and household logistics were collected. Data regarding breast and complementary feeding, vaccination, antenatal and post-partum care, maternal and infant morbidity and infant anthropometry were assessed at roughly three and six months post-partum. Gestational age was estimated using the interval between the dates of birth and the mother’s last menstrual period. Since nutritional status was one of the primary outcomes of interest, anthropometry was meticulously measured in triplicate.
	Of the roughly 125,257 women eligible to participate in the trial, approximately 59,666 were detected as pregnant and subsequently enrolled. Data were collected from 42,185 infants with measurements from a subset of 18,157 as newborns. For the purposes of identification, enrollment, and tracking of study participants, the JiVitA Geographic Information System was established in 2003 as a method of population enumeration. The system includes 236,681landmarks, 149,402 of which are households, study and political boundaries, local roads and paths, and hydrologic features. Many of these data were digitized and merged from 1:3960-scale cadastral maps produced by the British Survey of India in the 1930s. The system was maintained and updated throughout the JiVitA – 1 study period. The details of the JiVitA Geographic Information System can be found elsewhere [317].
	The primary outcome of interest for this analysis is mid-upper arm circumference (MUAC) among infants at birth and mid-infancy. Mid-infancy is defined as roughly six months of age (between 150 and 210 days since birth). MUAC is treated as a continuous variable. As was discussed in detail in Chapter 2 and Chapter 3, MUAC measurements were performed in triplicate by JiVitA field staff trained and standardized in anthropometry and the mean was used. MUAC was chosen over other anthropometric measurements for its ease of field administration and its relation to physiologic processes [73,77] and demonstrated sensitivity to short term changes in nutrition [75,78–84]. Infant MUAC has been suggested as a strong proxy for birthweight [13,68–71,78,339,340] and gestational age[70,339]. 
	The last several decades have generated an extensive body of knowledge related to the determinants of nutritional status in early childhood. For this analysis of nutritional status in infancy, effects at the child, mother, household and community level will be considered, both at birth and mid-infancy. The salient findings from this literature, previously discussed in Chapter 2, aided in the variable selection for this analysis and will be briefly reviewed here. Child variables associated with nutritional status and included will be parity[12,139–141], gestational age[12,70,142–144], gender[72,148,149,341], and in the case of mid-infancy, age in days since birth[72,148,149,341]. Mother variables included will be age in years[16,17,21,154], MUAC[10–17,31,156], years of schooling[4,17,21,50,144,174,177–183], still breastfeeding the infant at the time of measurement[149,166,168,172], hand washing with soap after defecation and before eating[5,7,85,91–93,96,108,160], employment status[178,184] and being Muslim[151,152,163]. Household variables which will be included are having unimproved sanitation[94,97,157,159,208,209], non-laundry bar of soap, number of household members[108,163,209], and an asset-based living standards index (LSI) [81,177,193–197,204]. Community aspects included are the average LSI[21,177,180,190,191,248], local Gini coefficient[21,235], average years of education for mothers[58,141,176], population density[59,193,247], elevation[15,49,55], and travel time to the nearest permanent bazaar[233–235] and paved road[57,210,240]. Criteria for inclusion require observations to have unique locations within the study boundary and complete variable information at each analytical level. Additionally, for the mid-infancy population, only infants for which anthropometric measurements were made between 150 and 210 days from birth were included.
	The samples at birth and mid-infancy will be treated as two cross-sectional population analyses. MUAC measurements will be standardized and centered at mean zero for each sample so equivalent comparisons can be made. Statistical analysis was accomplished using R Statistical Software. Exploratory data analysis was conducted to evaluate data distribution and potential collinearity and confirm regression assumptions. 
	To evaluate statistical associations, linear regression techniques were employed. Coefficients from both simple and multivariate regressions were compared to determine possible mediation and confounding. Effects at each level were added sequentially to observe associated explanatory gains. Six multivariate models were developed, each building upon the prior, and are described below.
	Model 1: Control Model – The Control Model adjusted for seasonality and secular effects. Model 1 includes dummy variables for each of the twelve months in a year and for each year data were collected (2001 – 2006). The study area experiences substantial seasonal changes in precipitation, temperature and associated growing seasons, which is tied to labor and income. Significant seasonal variations are expected. There were also numerous NGOs and government programs operating in the region working to improve various aspects of maternal and child health during the period this study was underway; therefore, a secular improvement in health was expected. The dummy variables contained in this control model will attempt to control for these background temporal changes. 
	Model 2: Child Model – Building on the control model variables, Model 2 includes characteristics of the child. These variables are parity, gestational age, and gender. Age, in days since birth, was added for the mid-infancy population to adjust for differences in growth. Parity and gestational age were assumed to have linear associations with MUAC at both time-points. A binary indicator variable for gender was also included.
	Model 3: Mother Model – In addition to the control and child variables, characteristics of the mother and her infant care behaviors were included in the mother model. These characteristics are age, education, breastfeeding, hygiene behavior, employment status and religion. Age and education were treated as continuous variables. A binary variable was used to indicate if the child was still breastfed at the time of the anthropometry measurement. Hygiene behavior was indicated with binary variables for hand washing after defecation and before eating. Binary variables were also used indicate if a mother was non-Muslim or received money for her work. 
	Model 4: Household Model – Model 4 built upon the Mother Model by including proximate characteristics of the household. Variables included presence of unimproved sanitation, ownership of a bar of soap not used for laundry, the number of household members and a living standards index (LSI), a measure of household assets. Binary variables were used to indicate presence of unimproved sanitation and bar soap ownership. The effect of household size was assumed to be linear and confirmed using EDA. The assets-based living standards index (LSI) is a proxy for economic status. which is consistently related to nutritional status [108,153,175,321]. The use of an assets-based index is a well-recognized method to approximate the underlying household economic status in developing settings [81,177,193–197,204]. The LSI used in this analysis was created by Gunsteinsson (2010) using principal component analysis (PCA) [196]. 
	Model 5: Community Model – Model 5 built upon the household model by adding characteristics of household location and characteristics of proximal neighbors. Added variables are the neighborhood average LSI, local economic inequality (Gini coefficient), neighborhood average years of maternal education, population density, elevation and the travel times to the nearest paved road, and bazaar. Neighborhood was defined as 200 meters for all variables except for the local Gini coefficient estimates, which was defined as 2000 meters. These distances were established from a previous study of maternal nutritional status (cite paper 1), through analysis of spatial auto-correlation and field knowledge. The values were calculated for a given household location from the values of other enrolled mothers within either 200 or 2000 meters, excluding the values from the given household.
	Population density was calculated for the study area using a kernel smoothed intensity function from household locations weighted by household. These data are not derived from a 100% population sample, so will act as the best proxy for true neighborhood values and population density. Household elevation values were estimated from Shuttle Radar Topography Mission (SRTM) data[322]. In this analysis, travel time estimates were calculated from a road network and accounting for road quality. Travel velocities were based on those chosen by Entwisle et al. (1997)[323] and by Tanasescu et al. (2002)[324] in regions with similar context. Average velocities chosen were 40 mph for paved national highway, 20 mph on paved and 10 mph on non-paved roads, 5 mph on gravel paths, and an assumed walking speed of 2 mph for all non-road/path areas. Velocities were then converted to meters/second. Map surfaces were calculated with cumulative increasing travel time from a destination of interest (bazaar, paved road, etc.). Household travel times were extracted from the map surface based on household location.
	Model 6: Spatial Error Correction – This model re-estimated the Community Model using spatial regression techniques. Given the potential spatial auto-correlation of the outcome and parameter variables, Model 6 adjusted coefficient confidence intervals to account for the reduced effective sample size. The Lagrange multiplier diagnostics for spatial dependence was used to determine if a spatial errors model or a spatial lag model was more appropriate to adjust for the residual spatial dependence resulting from the compete exogenous model. 
	To observe how characteristics from each level account for spatial correlation, correlograms were created from the residuals of each sequential model at both time-points. Correlograms were chosen over semi-variograms, which are generally more common in spatial statistics, to retain a common scale of reference (-1:1) so clear comparisons could be made. Correlograms, semi-variograms and covariograms all essentially have similar calculations and evaluate spatial auto-correlation.
	Anthropometric measurements were taken as soon as possible after birth (median: 18 hours of age [IQR: 9-36 hours])[316]. Of the 17,116 live infants born to consenting mothers, only 15,508 met analysis inclusion criteria (see Figure 7: Study population flow chart). Infants had a mean MUAC of 9.47 cm, 51% were male. Infants were born at 38 weeks gestation, on average. This was the first birth for 44.8% of mothers. Mothers, on average, were about 21 years of age, had a MUAC of 23 cm and 4 years of education. They tended to be Muslim (91.7%), unemployed (77.6%), breastfeed their infant after birth (69%), and wash their hands with soap after defecation (55%), but tended not to wash hands with soap before eating (76%). The majority of households had a non-laundry bar of soap (84%), and roughly half of the households didn’t have improved sanitation. The average household had four members (IQR: 3-5). The study site had an average local Gini coefficient (based on household LSI) of 34 which coincides well with the World Bank 2005 national estimate of 33.2 [342]. The average elevation for the study site was 25 meters (range: 18-32 meters) above sea-level and population density of 547 people per square kilometer (range: 104-857ppl/sqkm). Household members must travel, on average, 2.4 hours to the nearest permanent bazaar and 3.8 hours to the nearest paved road. Distribution information for the early-neonatal variables can be found in Table 4.
	Of the 47,091 live infants for which data were collected, only data from 24,016 infants were included for analysis (see Figure 7: Study population flow chart). Anthropometry was assessed at approximately 6 months (median: 171 days after birth [IQR: 168 – 177 days]). Infants in this sample, on average, had a MUAC of 13 cm and were born at 38 weeks gestation, half of which were male (50.2%). This was the first birth for the majority of mothers (39%). Mothers, on average, were 22 years old, had a MUAC of 22.84 cm, and 3.8 years of schooling. Most women were still breastfeeding their infant (99%), were Muslim (91.6%), unemployed (82%), and didn’t wash their hands with soap before eating (81%) or after defecation (51%). Households typically had four members (IQR:3-5), owned a non-laundry bar of soap (82%), and didn’t have improved sanitation (56%). The community characteristics for this sample (Gini coefficients, elevation, population density and travel times) were identical to those of the neonatal sample. Variable distribution information for the mid-infancy sample can be found in Table 4.
	Collinearity was tested using a correlation matrix for the variables of interest. Given the sample size, nearly all Pearson’s correlations were significant (α < 0.05). Several collinear relations may exist and values were nearly identical for both samples. LSI, for example, had notable positive correlations with maternal education (R = 0.61), neighborhood average LSI (R = 0.38) and education (R = 0.30), household size (R = 0.5), improved sanitation (R = 0.6), non-laundry bar of soap (R= 0.37) and other hygiene related variables. LSI was negatively correlated with parity (R = -0.25). All variables associated with isolation (travel times and population density) had weaker, but consistently negative correlations with LSI, education, and elevation. Maternal age was positively correlated with parity and employment, and negatively correlated with education, LSI, and other variables associated with economic status.
	To confirm regression assumptions, variable data distributions and associations were evaluated. For variables which were considered continuous, many had generally normal distribution and near-linear associations. Maternal age and parity were two notable exceptions. Maternal age was observed to have a non-linear association with child MUAC. Average child MUAC appeared to increase until, approximately, the maternal age of 21, when average child MUAC would begin to decrease. This non-linear association was observable in both age groups and adjusted for as a linear spline with a knot at the maternal age of 21in the regression models for both groups. The effect of parity appeared to have the greatest effect between nulliparous and primiparous women in the neonatal group, while the association was clearly linear and negative in the mid-infancy group. The parity distributions were also right skewed. Log-linear transformation was considered for parity and other slightly skewed variables, however, did not substantially change associations in the simple or multivariate regression models and would make interpretation more abstruse. 
	Table 5 presents the simple linear regression results. The simple linear regressions provided univariate estimates for the associations between MUAC and relevant variables at the two age periods. Maternal age, having un-improved sanitation, hand washing after defecation, LSI, and both individual and neighborhood maternal education variables all had univariate coefficients which were similar at the two age periods. Gestational age, household size, religion and longer travel time to a permanent bazaar were associated with larger effects in the early neonatal period than in the mid-infancy period. Variables which had larger effects in mid-infancy were being breastfed, parity, gender, maternal nutritional status, maternal employment, hand washing before eating, owning non-laundry soap, neighborhood average LSI, local inequality (Gini), elevation and population density.
	Table 6 displays the results for the multivariate regression analysis. As additional variables were added to the multivariate model many of the variable coefficients experienced some decrease in magnitude and significance compared to the simple regression estimates. This is related to possible mediation and confounding from other variables. Figure 11 displays increases in the proportion of variance accounted for with the addition of each level of variables.
	Seasonality and secular trends explained a greater proportion of the variance, based on R², in the early neonatal period (1.33%), compared to mid-infancy (0.38%). With the addition of descriptive model variables, seasonal effects became more pronounced in the early months of the year for the early neonatal period (February – June) and in mid-infancy (February – March). Annual control variables provided some puzzling results. In the early neonatal period, the influence of 2005 became increasingly negative and significant, while the positive influence of 2006 decreased and lost significance with the addition of descriptive variables. There are only seven neonatal observations which occurred in 2007. This small sample could explain the consistent and significant coefficient. In the mid-infancy period, the annual dummy coefficients became increasingly negative and significant as descriptive variables were added to the model. 
	The addition of child-level variables provided significant explanatory improvements over the control variables, slightly more-so in mid-infancy compared to the early-neonatal period(R² increased by 5.4% in neonates vs. 6.2% in mid-infants). The effect of gender became greater with the addition of other child characteristics compared to the simple regression. Gender coefficients did not change much with the addition of variables at other levels. Gender has a more substantial impact on child MUAC in mid-infancy compared to the early-neonatal period. Results from the full community model indicate the female arm circumference is approximately 0.44 standard deviations (SD) thinner than that of males in mid-infancy compared to the early-neonatal period when female MUAC is only 0.06 SD thinner than males. Coefficients for gestational age in both groups decreased slightly from the simple regression and after adding other child and mother-level variables, but were not affected when household or community variables were added. The effect of gestational age also remained highly significant in all regression models, although, less pronounced in mid-infancy. Parity became positive and significant in the early neonatal period and remained negative and significant for mid-infancy once added to the multivariate model compared to the simple regression. The parity effect increased in the neonatal and decreased in the mid-infancy periods with the addition of maternal variables, but didn’t change after adding household or community variables. Results also indicate child MUAC increases by approximately 0.07 SD per month of age in the mid-infancy sample. 
	Characteristics of the mother also provide considerable explanatory power for both age groups, however, slightly more so in mid-infancy (R² increased by 4.7% in neonates vs. 6.6% in mid-infants). Maternal age had similar effects in the simple and multivariate regressions in both age groups. Child MUAC in both groups tended to increase by 0.03 SD with each year of maternal age, until mothers were 21, when child MUAC would begin to decrease by 0.004 SD per year of maternal age. The coefficients for maternal education decreased from the simple regression estimates in the multivariate model for both age groups, however, remained relatively constant and highly significant when other variable levels were added. With each additional year of maternal education was associated with 0.018 SD and 0.011 SD greater MUAC in the early-neonatal and mid-infancy periods, respectively. The effect of breastfeeding experienced subtle decreases in the multivariate estimates for both age groups compared those from the simple regressions; however, the effects did not change and remained highly significant when household and community variables were added. Infants, who were still breast fed at the time of assessment, had MUAC measurements which were 0.11 SD and 1.06 SD larger than those who were not in the early neonatal and mid-infancy period, respectively, based on the full model. The hand washing variables appeared to be confounded by other maternal factors, such as education, and became non-significant in the multivariate models. The effect of maternal employment became significant and increased in magnitude in the early neonatal period, but decreased in magnitude and lost significance in the mid-infancy period, compared to the simple regression estimates. The coefficients for being non-Muslim slightly decrease in magnitude when included in the multivariate models, compared to the simple regression estimates, and continue to decrease with the addition of household and community-level variables. The children of non-Muslim mothers had an average MUAC which was 0.14 SD larger in the early-neonatal period and 0.08 in mid-infancy compared to their Muslim counterparts.
	The addition of household-level variables provided modest explanatory increases for both age groups, with slightly higher gains in mid-infancy as compared to the early neonatal period (R² increased by 0.6% in neonates vs. 0.8% in mid-infants). The effect of LSI had a subtle decrease in magnitude from the simple regression estimate, when added to the multivariate model; however changed very little when community-level variables were added. LSI applied a comparable effect, increasing MUAC by about 0.1 SD in both age groups with each unit integer increase in LSI. The coefficient for household size changed sign to become negative for both age groups, once added to the multivariate model, and was only significant in mid-infancy. With each additional household member, child MUAC would decrease by 0.02 SD in mid-infancy. This change in sign was associated with the addition of LSI indicating confounding. The effect of non-laundry bar soap also only remained significant in the mid-infancy period once adjusting for other variables of interest. Coefficients for both household size and bar soap decreased in magnitude for both age groups, compared with the univariate estimates. Having unimproved sanitary facilities no longer applied a significant influence after accounting for other variables, such as LSI and maternal education, which confound the association.
	The inclusion of community-level variables produced some minor explanatory improvements in both groups (R² increased by 0.3% in neonates vs. 0.5% in mid-infants).The coefficients for neighborhood economic and education variables decreased slightly after adjusting for other levels of descriptive variables however provided the most stable community effects in both age groups. The community economic structure appeared to have a stronger influence in mid-infancy, while maternal education in the community was more important in the early neonatal period. MUAC in mid-infancy had a significant positive association with neighborhood average LSI and significant negative association with increasing local inequality (Gini). The effect of neighborhood average maternal education was positive and significant for early neonates. The interaction coefficient for LSI and neighborhood average LSI was only significant for the early neonatal group.
	The observations in this analysis occur within close proximity of each other and contain some spatial auto-correlation which required adjustment. The Lagrange multiplier diagnostics for spatial dependence indicated a spatial errors model was more appropriate compared to a spatial lag model. Spatial error adjustment resulted in negligible changes to control, child, mother and household coefficients and significant values. Many community variables, including population density, elevation, and travel time became non-significant. Estimates for neighborhood average LSI remained unchanged and strongly significant, but only in mid-infancy. The effects of local inequality, in mid-infancy, and neighborhood average maternal education, in the neonatal period, decreased in magnitude and significance, but remained significant at an alpha level of 0.05. 
	Residual spatial correlation for each model at both time-points was observed using correlograms. Figure 12 and Figure 13 illustrates the change of residual spatial correlation with the addition of variables at each level and after adjusting for spatially correlated errors in the early neonatal and mid-infancy periods, respectively. Observations in mid-infancy are noticeably more correlated than those made near birth. The observed outcomes and residuals from the control model exhibit similar spatial correlation in both age groups. Child-level variables slightly increase spatial correlation in the neonate group, and only slight reduction at mid-infancy. Mother variables provide notable decreases in spatial correlation for both groups. Household variables, when added to the models, did not reduce spatial correlation in the neonatal group, however had observable decrease in the mid-infancy group. Community variables, by and large, provided the greatest reduction of spatial correlation in both groups. The residual spatial correlation from the spatial error models disappeared, as expected, in both groups. 
	These findings suggest that child and mother variables have a much stronger effect on MUAC during the first six months of life, compared to household and community variables. Seasonality and secular trends had more influence in the early-neonatal period than in mid-infancy. Household- and community-level variables played a greater role in explaining differences in nutritional status in mid-infancy than in the early neonatal period. Infants displayed greater spatial dependence with age. Spatial dependence, as a statistical nuisance, can be adjusted for using spatial errors regression; however, this method does not provide any insight into the complicated causal pathways leading to malnutrition. Community variables, while elucidating a greater system of influences on individual nutritional status, also notably reduced spatial correlation between residuals. 
	Generally, the individual- and household-level variables behaved as expected based on the body of nutrition literature. The effects of LSI and maternal age were nearly constant between the age groups. Many variables demonstrated significant importance in both age groups; however, the magnitude differed between the age groups indicating either diminishing or enhancing influence with time. Increases in parity, for example, are associated with larger MUAC in neonates, however, smaller MUAC later in infancy. This change in effect may be related to parity acting as birth-order in mid-infancy which others have also associated with decreased nutritional status [140,141]. The effect of gestational age is significant in both age groups; however, the magnitude diminishes in mid-infancy. This change is expected and most likely a result of early catch-up growth in premature infants [343–345]. 
	The role of religion, particularly Islam, in explaining differences in child anthropometry has been noted in several studies [163,183,346]. Islamic doctrine has strong recommendations on diet, the practice of consumption and times of fast and feast which may impact the nutriture of a mother and developing fetus. Muslim children are typically not required to fast until they reach puberty. These practices may explain the greater religion effect in newborns which wanes by mid-infancy.
	Employment status may indicate increased maternal autonomy[347–350], which has been associated with improved child health status [50,141,178,184]. This positive effect was not apparent in this analysis in either age group after adjusting for other descriptive variables. Maternal employment status was, however, associated with decreased MUAC in the early neonatal period which could be related to occupational hazards[351] or less time spent at home with the child[137]. 
	The effects of biological variables, such as maternal MUAC, breastfeeding, gender and maternal age, while significant in both age groups, were enhanced in the mid-infancy period. These findings corroborate the reams of studies resounding the importance of maternal nutriture and breastfeeding to improve infant growth trajectories and breaking intergenerational malnutrition.
	Household size and owning non-laundry soap were only significant in mid-infancy which may be related to infectious transmission in the local environment to which infants are increasingly exposed with age. The negative effect of increasing household size could also be related to increasing division of resources or crowding. These findings demonstrate the dynamic process which occurs early in life as infants increasingly interact and are exposed to the household environment and ultimately influence nutriture. 
	Maternal education and household economic status (LSI) are strongly inter-related; however the manner in which they influence child nutritional status is complex. The results from our analysis indicate the influences change over the course of the first few months of life. Maternal education was more important in the early neonatal period, compared to mid-infancy; an effect which became more pronounced at the community level. The community economic structure, while only slightly modified the household effect for newborns, explained much of the difference in mid-infancy nutriture. Similar age-specific effects were found in a population of young children in Maputo, Mozambique. The study reported maternal education having a greater influence on child anthropometry in the first two years of life compared to household economic status which applies a greater influence after a child’s second birthday [179]. These observed community effects may be related to the exchange of knowledge and resources between neighbors, as indicated by the variable, and/or aspects of the neighborhoods which wealthier, better educated households tend to reside.
	Increasing community average SES was closely related greater equality and community maternal education, all of which may apply multifactorial neighborhood health effects. They were positively correlated with other health related community variables such as proportion of neighbors practicing hand-washing behaviors, having improved sanitation facilities, and owning non-laundry soap as well as elevation, population density, and shorter travel times to closest bazaar and paved road. Living in a wealthier neighborhood not only indicated having wealthier neighbors, but also living in a healthier environment. Many community-level variables were considered and dropped in this analysis in favor of greater model stability, as they exhibited collinearity with significantly stronger variables.
	Other variables which are regularly included in similar studies, such as source of, and distance to drinking water, piped sewer, and presence of electricity, were also explored but excluded from the analysis. Nearly 100% of the samples receive their drinking water from wells which are nearly ubiquitous. Furthermore, these and other similar variables were also included in the creation of the LSI. 
	Seasonality coefficients, while not a focus of this analysis, provided some interesting results. Patterning of monthly coefficients exhibited two notable “seasons”: a long season from February through July, and a short season from September through November. These seasons had very different effects, on average, for the early neonatal compared to the mid-infancy group. The long season had a beneficial effect for those in the early neonatal period and a detrimental effect for those in mid-infancy and vis-versa for the short season. These anthropometric patterns may be associated with the Aman (November -mid-December) rice harvest and the smaller Aus (June-August) and Boro (April-May) harvests and related nutritional and economic response experienced by the mother. Household liquid capital could fluctuate with these harvests, creating this seasonal pattern in infant nutriture or maternal nutriture during gestation. Unfortunately, data were not collected for changes in household liquid income. This temporal pattern in anthropometry, and relation to the fetal development cycle, is quite involved. Further investigation would be required to tease out any clear relationship or causality.
	The analysis could have been limited by the following. First, anthropometric data for this analysis were only collected at two time points in the first months of life. Some observations were also dropped because anthropometric measurements were not made within the mid-infancy window (150 – 210 days). A longer observation period with more regular measurement points could have provided more robust results regarding the effect of the community with increasing age. 
	Second, the variables examined in our analysis represent a sample of the most salient variables indicated in the literature, and thus do not include all known and unknown effects at each level. As a result, the proportion of the variance accounted for by each level is only a result of the respective variable samples. Nevertheless, data collected as part of the JiVitA trial was comprehensive given available literature and compared to similar studies in developing settings at the time the trial was conducted. While this analysis has provided valuable insight into the associations between individual and community level SES and child nutritional status, the establishment of a causal pathway would be facilitated by a more exhaustive analysis. 
	Third, the location information collected for this analysis is limited to the household location and does not account for full daily environmental exposure from places of employment, relatives’/friends’ residences, and commutes. Some studies have suggested that GPS tracking of individual daily movement patterns provides greater precision in estimating environmental exposures [336,337]. Additional research should consider individuals’ geospatial, familial and social networks as they pertain to child wellness, as this approach may help to tease out these systemic causal pathways.
	This analysis confirms that, in addition to characteristics of the child and mother, attributes of the household and community provide modest, yet notable, influence to child nutriture, which appears to increase with infant age. In particular, community variables afford insight into the system of effects leading to malnourishment while also largely reducing residual spatial correlation. Several individual features, such as maternal anthropometry, maternal age, breastfeeding, and child gender, also appear to have increasing effect with age during infancy. These findings demonstrate the systemic and changing influences of individual, household and community characteristics throughout the first six months of life. Interventions targeting characteristics with increasing effect with age may provide exponentially beneficial effects for childhood nutritional status. 
	Through increased understanding of the complex system of influences resulting in maternal and child undernutrition, public health programming can further corroborate current initiatives for continued progress. Interventions intending to promote healthy child growth, which only target individuals, disregard the increasing influence of the environment and community with age. Interventions need to take an ecological approach, combining the successes of individual programs with structural and environmental components. Structural components include laws, policies and standard operational procedures [352]. Environmental components include living conditions, resources, social pressure, and opportunities available to individuals [352].
	While initiatives to radically improve economic circumstance are often challenging and long-term in scope, energy could be spent to improve the factors, often tied with economic circumstance, which exist in the health pathway. In the case of this analysis, efforts to promote better education, hygiene and sanitation throughout communities, which were correlated with wealthier neighborhoods, may produce similar health improvements as improving wealth itself and be, perhaps, a little less arduous. As examples, environmental/structural approach could stigmatize poor hand-washing behavior, promote family planning around seasonal nutritional fluctuations associated with harvests, or encourage the transmission of healthy information at a societal scale.
	These findings are generalizable for most of rural southern Asia, and potentially, more broadly in other developing contexts. This analysis has demonstrated the analytical merits of treating infant nutrition from a more comprehensive ecological framework and elastically through time. Future studies should collect data holistically, including attributes of location, community/neighbors, and infrastructure, in addition to the canon of routine individual and household factors. Considering multi-level causality of health outcomes can elucidate greater understanding and generate more creative, and potentially more effective, intervention initiatives. 
	Table 4: Descriptive Statistics of the JiVitA -1 population of Infants as newborns and rough six months of age assessed between 2001 and 2007
	Infants
	Newborns
	 
	24016
	15508
	N
	SD
	Mean
	SD
	Mean
	Child
	1.05
	13.03
	1.08
	9.47
	MUAC (cm)
	1.50
	1.28
	1.40
	1.13
	Parity
	2.95
	37.67
	2.88
	37.82
	Gestational Age (weeks)
	49.82%
	49.33%
	Sex (% Female)
	9.66
	173.8
	 
	 
	Age (Days)
	 
	 
	 
	 
	Mother
	5.72
	22.06
	5.74
	21.84
	Age (Years)
	2.00
	22.84
	2.01
	23.01
	MUAC (cm)
	4.04
	3.78
	4.03
	4.14
	Education (Years)
	99.32%
	68.81%
	Breastfed (%)
	48.84%
	54.99%
	Wash hands after Defecation (%)
	18.95%
	24.20%
	Wash hands before eating (%)
	17.56%
	22.42%
	Paid for work (%)
	8.34%
	8.26%
	Non-Muslim (%)
	 
	 
	 
	 
	Household
	55.87%
	49.27%
	Unimproved sanitation (%)
	82.09%
	84.20%
	Barsoap ownership (%)
	2.02
	4.3
	2.07
	4.33
	Household size
	0.99
	0.01
	1.00
	0.14
	LSI
	 
	 
	 
	 
	Community
	0.35
	-0.04
	0.35
	-0.03
	Average LSI (200m)
	0.05
	34.18
	0.05
	34.18
	GINI (2000m)
	1.24
	3.43
	1.24
	3.44
	Average Education (Years)
	1.28
	5.48
	1.29
	5.47
	Population Density (100 ppl/sqkm)
	1.88
	25.47
	1.89
	25.46
	Elevation (m)
	1.35
	2.34
	1.37
	2.36
	Travel time to bazaar (Hours)
	2.90
	3.82
	2.87
	3.81
	Travel time to paved road (Hours)
	Characteristics of the JiVitA-1 population of newborns and infants at six months and their respective mothers, households and communities 
	Table 5: Simple linear regression results
	Infants
	Newborns
	 
	24016
	15508
	N
	R²
	t-value
	SE
	Coef.
	R²
	t-value
	SE
	Coef.
	Child
	0.007
	-13.39
	0.00
	-0.06
	0.000
	-0.81
	0.01
	0.00
	Parity
	0.007
	12.73
	0.00
	0.03
	0.056
	30.36
	0.00
	0.08
	Gestational Age (weeks)
	0.046
	-34.21
	0.01
	-0.43
	0.001
	-2.99
	0.02
	-0.05
	Female
	0.001
	4.11
	0.00
	0.00
	 
	 
	 
	 
	Age (Days)
	 
	 
	 
	 
	 
	 
	 
	 
	Mother
	0.005
	8.99
	0.00
	0.03
	0.005
	8.65
	0.00
	0.04
	Age
	 
	-10.48
	0.00
	-0.05
	 
	-7.87
	0.01
	-0.05
	Age  > 21
	0.048
	34.70
	0.00
	0.11
	0.027
	20.71
	0.00
	0.08
	MUAC
	0.024
	24.35
	0.00
	0.04
	0.026
	20.22
	0.00
	0.04
	Education
	0.006
	11.93
	0.08
	0.93
	0.006
	9.93
	0.02
	0.17
	Breastfed
	0.002
	6.92
	0.01
	0.09
	0.002
	5.61
	0.02
	0.09
	Wash hands after Defecation
	0.001
	3.63
	0.02
	0.06
	0.000
	1.49
	0.02
	0.03
	Wash hands before eating
	0.000
	3.07
	0.02
	0.05
	0.000
	-1.02
	0.02
	-0.02
	Paid for work
	0.003
	7.99
	0.02
	0.19
	0.003
	7.40
	0.03
	0.21
	Non-Muslim
	 
	 
	 
	 
	 
	 
	 
	 
	Household
	0.016
	-19.69
	0.01
	-0.25
	0.013
	-14.23
	0.02
	-0.22
	Unimproved sanitation
	0.010
	15.47
	0.02
	0.26
	0.003
	7.43
	0.02
	0.16
	Barsoap ownership
	0.001
	4.05
	0.00
	0.01
	0.007
	10.49
	0.00
	0.04
	Household size
	0.031
	27.65
	0.01
	0.18
	0.033
	23.20
	0.01
	0.18
	LSI*
	 
	 
	 
	 
	 
	 
	 
	 
	Context
	0.017
	20.69
	0.02
	0.38
	0.011
	13.29
	0.02
	0.30
	Average LSI*†
	0.011
	-16.71
	0.13
	-2.23
	0.003
	-6.41
	0.17
	-1.06
	GINI Coef‡§
	0.014
	18.37
	0.01
	0.09
	0.013
	14.57
	0.01
	0.09
	Average Education†
	0.003
	-8.81
	0.00
	-0.04
	0.002
	-5.16
	0.01
	-0.03
	Pop. Density (100 ppl/sq. km)
	0.002
	6.21
	0.00
	0.02
	0.000
	2.02
	0.00
	0.01
	Elevation (m)
	0.000
	-3.51
	0.00
	-0.02
	0.001
	-4.39
	0.01
	-0.03
	Travel time to bazaar (Hr)
	0.000
	-1.14
	0.00
	0.00
	0.000
	-0.54
	0.00
	0.00
	Travel time to paved road (Hr)
	Coefficient values are changes in standard deviation in scaled and centered  MUAC from the respective study populations of newborns and infants* Living Standards Index        † Includes neighbors within a 200 meter radius        ‡ Includes neighbors within a 2000 meter radius      § Mean Centered
	Table 6: Multivariate regression coefficients estimating scaled and mean centered newborn and infant MUAC
	/
	/
	Figure 12: Variance accounted for with addition of each level of variables
	This graph depicts, on the y-axis, the variance accounted for (R²) with the addition of each level of variables on the x-axis. Note a greater proportion of variance is accounted for by mother, household and community variables in the infant group, compared to the neonate group.
	/
	Figure 13: Correlograms for growth model residuals in the neonatal group
	Correlograms depicting spatial correlation between observations and explanatory models in the newborn group. Neo MUAC (black) = Unadjusted Neonatal MUAC; M1(red) = Control Model; M2 (blue) = Child Model; M3 (green) = Mother Model; M4 (purple) = Household Model; M5 (orange) = Community Model; M6 (yellow) = Spatial Errors Community Model. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis.
	/
	Figure 14: Correlograms for growth model residuals in the mid-infancy group
	Correlograms depicting spatial correlation between observations and explanatory models in the mid-infancy group. Inf MUAC (black) = Unadjusted Infant MUAC; M1(red) = Control Model; M2 (blue) = Child Model; M3 (green) = Mother Model; M4 (purple) = Household Model; M5 (orange) = Community Model; M6 (yellow) = Spatial Errors Community Model. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis.
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	The effects of poor growth early in life can resonate well into adulthood. The body of nutritional literature has noted those of similar nutritional status to cluster spatially, indicating possible contextual influences. Previous research investigating differences in growth trajectories has primarily focused on characteristics of the pregnancy, the mother, and the child at birth, while predominantly ignoring context. This analysis considers the role of context in determining differences in growth trajectories, and accounting for spatial correlation, after adjusting for relevant characteristics of the child, mother and household. Using data from the JiVitA-1&2 trials in northwest Bangladesh, determinants were grouped by level then added sequentially to a linear regression model accounting for seasonal, secular and spatial error effects. Residual spatial correlation from each sequential model was observed with correlograms and interpolated maps. Determinants of infant growth at the child, mother, household and contextual levels explained 35.9%, 2.1%, 0.8% and 1.3% of the respective variance. Contextual variables accounted for more spatial correlation than any other group of variables and explained more of the variance than household-level variables. MUAC at birth alone attributed 32.7% of the variance. Determinants related to socioeconomic status (SES), such as maternal education, household economic status, the average and distribution of neighborhood wealth and average neighborhood maternal education also provided notable influence. The findings from this analysis suggest, after accounting for child and mother-level covariates, context better explains differences in growth trajectories than household characteristics and modifies effects at lower levels. Public health programing needs to target adolescent girls, mothers and pregnancies as early as possible to give children a healthy starting point as well as role of the environment and community as they modify child and mother effects.
	Children born to poorer families and malnourished mothers start life at a marked disadvantage, which continues to reverberate throughout life. Those born to malnourished mothers are more likely to be small for gestational age, low birth weight, and have smaller anthropometric measurements through infancy [10–19]. Poor growth in early childhood, especially in the first two years, can lead to irreversible damage and reduced human capital [22–28]. Nutritional status in infancy is associated with mental development [27,37,38], future academic performance [28,39], alcohol and drug use, fertility [39], blood pressure [29–34], insulin resistance [31], risk of stroke [35], metabolic syndrome [36] and ultimately adult economic productivity [26]. Therefore, early childhood nutritional status can act as a multi-factorial indicator for future health and productivity. 
	A child’s health can also be influenced by the socio-economic status of their parents. Children born to poorer families experience poorer health in childhood and reduced productivity and health as adults [40–42]. This effect may be exacerbated with prolonged poverty [19]. Additionally, children born to uneducated mothers tend to have reduced anthropometry [43] and are less likely to go to school [44], which is related future economic productivity. Since malnutrition is so closely tied with poverty, and both malnutrition and poverty can be intergenerational, these effects further entrench offspring into desperate circumstance. 
	Generally speaking, individual nutritional status is determined through two primary pathways: biology and socio-economy. Biological factors include age, gender, parental anthropometry, fetal development[12,70,142–144], anthropometry at birth[22], infection [5,7,85,89,91,92,96,160], among others. Socio-economic factors are considered to be one of the basic causes of ill health and poor nutritional status in individuals, as mediated through hazardous exposures (e.g., suboptimal sanitation, drinking water quality, hygiene) as well as limited access to health-promoting resources (e.g., high-quality food, healthcare, electricity, health insurance) [136,137]. A household’s economic status is closely linked to education, each enhancing the other, and higher academic attainment is associated with greater earning potential and greater economic standing. Education is also related to knowledge of healthy behaviors[23,108]. These pathways substantially influence health in both adults and their children, and have been explored at length during the past several decades of research. While such explanatory models have provided considerable implications for intergenerational malnutrition, they have not accounted for all of the differences in individual nutritional status. 
	Several authors have reported spatial patterning, or clustering, of malnourished populations [3,49–52,56,57,60,160,223,240,285]. This phenomenon suggests that malnutrition may be subject to contextual influences. Others have considered this issue, reporting external influences from agricultural factors [56,57,227,228], elevation [15,49,55], rural-urban differences [91,94,180,181,192,245,246], distance from urban centers [99], population density [59], community economic structure [21,177,180,190,191,248], average neighborhood educational attainment [43,58,141,176],  individual-community interactions[21,49,110,250], community stability [232,248,260], and increased access to public goods such as schools, health services [21,23,60,99,195,232,236–239], electricity [139,236], paved roads [57,210,240], and piped water [57,60,94,229,236,241]. Until recently, spatially explicit data, such as that which was used in these types of studies, has been difficult to acquire in conjunction with study time, scale and location. Data sources were often not available, of poor quality, or did not match the study period or geographic scale. Most of the analyses referenced above required data from many external sources, potentially impacting validity, as opposed to being collected holistically as part of a comprehensive dataset. 
	Much of the nutrition literature has focused on individual and household determinants and has failed to consider how contextual factors, discussed previously, may be transmitted between generations and, ultimately, impact longitudinal growth trajectories in infancy. Emanuel (1986) defined intergenerational influences as “conditions, exposures, and environments experienced by one generation that relate to the health, growth and development of the next generation.” These influences may become more pronounced when generations share similar circumstance. Substantial improvements in linear growth have been observed with change in circumstance related to child adoption, family migration, or swift national socio-economic development [18]. Children born to mothers who were malnourished as children can experience nearly normal growth when “profound improvements in health, nutrition and the environment take place before conception” [18]. Healthy growth in the first two years of life is particularly important. It is in this period which growth faltering is most pronounced  [45–47] and recovery is increasingly difficult if improvements are not made [48]. If children are to break from the shackles of intergenerational malnutrition, it is imperative that we gain a better understanding of the system of influences so as to design interventions to be as effective as possible. 
	The current body of evidence upholds the premise that individual nutritional status is a consequence of more than just individual or household factors. Rather, it is a product of an interaction between individual circumstance, local context and intergenerational influences. A more complex analytical approach may be appropriate for the analysis of individual health and nutritional status. Systems biology, or systeomics, is an approach typically used in genetics research to observe complex interactions between the causes and effects in biological systems [63]. In the case of nutritional epidemiology, using this type of approach, individuals may be considered as cells, their households and families as tissue, and their neighborhoods as organs, such that individuals are interconnected to the system as a whole, applying positive, negative, and interactive effects.
	The present analysis explores infant growth trajectories as an ecological product resulting from an interaction of biological, socio-economic and contextual forces. Data from a comprehensive cohort study in north-west Bangladesh has provided intriguing evidence for intergenerational malnutrition as an ecologic phenomenon. From these data, a spatial trend is observed in anthropometry of expectant mothers across the study area, with healthier women in the west and thinner women in the east. This pattern was not well manifested in the anthropometry of their newborns, seemingly protected from the status of their mothers; however, by roughly six months, infant anthropometry mirrored that of their mothers relative to the respective means. Thus, over the course of the first six months of life, the near random distribution of birth anthropometry rapidly take on the spatially distinctive character of their mothers (see Figure 14). The objective of this analysis is to consider the spatial patterning of this intergenerational trend and investigate the interactions of biological, socio-economic, and contextual forces at several levels to determine the underlying effects leading to the observed spatial patterning. The analysis implemented in this analysis is loosely based on the constructs of systems biology.  
	Data used for this analysis were collected as part of a sample from a prospective mother-infant dyad cohort that was enrolled in a double-masked, cluster-randomized, dual-intervention, placebo-controlled trial conducted by the JiVitA project. The study population has been described in detail elsewhere [67]. In brief, the study site is a contiguous rural flood prone area of approximately 435 sq km located to the west of the Jamuna river, in northwest Bangladesh (Figure 5). The site was selected to reflect vital, health, and nutritional risks of the rural Bangladeshi population [67]. The site is also characterized by its remoteness and agrarian nature and is similar in context to many areas of south Asia. 
	Of the 125,257 women eligible to participate in the trial, 59,666 were detected as pregnant and subsequently enrolled between August 2001 and October 2006. From those enrolled, data were collected for 42,185 of their infants, 18,157 of these infants had additional measurements as newborns. Since nutritional status was one of the primary outcomes of interest, anthropometry was meticulously measured in triplicate. 
	For the purposes of identification, enrollment, and tracking of study participants, the JiVitA Geographic Information System was established as a method of rural addressing (Figure 6). The system includes 236,681 landmarks, 149,402 of which are households, study and political boundaries, local roads and paths, and hydrologic features. The system was maintained and updated throughout the JiVitA – 1 study period (2001-2007). The details of the JiVitA Geographic Information System can be found elsewhere [317].
	The primary outcome of interest is the average daily change in mid-upper arm circumference (MUAC) among children at birth and mid-infancy (between 5-7 months since birth). Change in MUAC was treated as a continuous variable. Values were mean centered and scaled based on the sample distribution such that the primary outcome was standard deviation from mean zero. This adjustment was meant to provide outcome values relative to the study population. MUAC measurements were performed by JiVitA field staff trained and standardized in anthropometry. Triplicate measurements were taken for precision and then averaged. As discussed in Chapter 2, MUAC was chosen over other anthropometric measurements for its ease of field administration and its relation to physiologic processes [73,77]. MUAC is highly correlated with other anthropometric measurements [13,69,71,78], has demonstrated sensitivity to short term changes in nutrition [75,78–84], predicts lean and fat mass equally well [31] and has been used to indicate episodes of growth faltering [85]. 
	To explore the manner in which the observed spatial patterning relates to interacting biological, socioeconomic, and contextual forces, this analysis will consider effects at several levels which were discussed in Chapter 2. Biological forces will include child gender and MUAC at birth, and maternal MUAC, age and breastfeeding behavior. Anthropometry at birth is closely related to maternal anthropometry and both are associated with fetal development/gestational age at birth, maternal age, and socioeconomic status. Socioeconomic forces will include maternal education and a household living standards index. Contextual forces considered are the neighborhood average LSI and maternal educational attainment, local inequality (Gini), population density, elevation, and travel time to the nearest bazaar and paved road. 
	Statistical analysis was accomplished using R Statistical Software (Version 3.1.1)[353]. Exploratory data analysis (EDA) was conducted to evaluate data distribution and potential collinearity and confirm regression assumptions. Neighborhood was defined through both field knowledge and observation of spatial dependence in outcome measurements, using a correlogram. Correlograms were used to compare spatial auto-correlation between observation locations for all variables of interest. Correlograms were chosen over semi-variograms, which are generally more common in spatial statistics, to retain a common scale of reference (-1:1) so clear comparisons could be made. Correlograms, semi-variograms and covariograms all essentially have similar calculations and evaluate spatial auto-correlation. 
	To evaluate statistical associations, linear regression techniques were employed. Coefficients from both simple and multivariate regressions were compared to determine possible mediation and confounding. Dummy variables for month and year of birth were added to all multivariate regressions to adjust for seasonality and secular trends. Effects at each level were added sequentially to observe associated explanatory gains. Five multivariate models were estimated and are described below.
	Model 1: Child Model – The child model adjusts for child gender and MUAC at birth. Gestational age and parity were not included since they are closely related with anthropometry at birth. These variables adjust for the primary biological pathways at the child level which are associated with growth rate.
	Model 2: Mother Model – The mother model adjust for maternal age and MUAC. This model builds on the child model by adjusting for variables of primary biological influence on child growth rate. Maternal MUAC also partially mediates the effects of maternal socioeconomic status. 
	Model 3: Socioeconomic Model – The socioeconomic model adjusts for maternal education and household living standards. This model builds on the mother model, which accounts for biological factors associated with child growth at the child and mother level, and adds variables associated with circumstance which may influence child growth either directly or indirectly. 
	Model 4: Context Model – The context model builds on the socioeconomic model and explores the effects applied from an individual’s location and community. Variables considered are elevation, population density, travel time to the nearest permanent bazaar and paved road, neighborhood economic structure (average living standards and local Gini coefficient), and neighborhood average maternal education. 
	Model 5: Context Model with Interactions – Interactions between individual socioeconomic variables and context variables were also considered. Contextual variables and interactions were then selected based on variable coefficient significance and improvements to overall model fit.  
	Residual spatial auto-correlation from each model was evaluated using correlograms. Model residuals were also exported from R and imported into ArcGIS 10.2.2 where they were interpolated using ordinary kriging and mapped for visual inspection.
	Data were available from 59,854 expectant mothers, and 47,091 children, however, only a subset of 18,157 had measurements as newborns which were made as close to birth as possible (median: 18 hours of age [IQR: 9-36 hours])[316]. After exclusions, data from 17,244 children were included (see Figure 7: Study population flow chart). Table 7 depicts the dependent and independent variable distributions. The children, on average, had a MUAC of 9.46cm at birth and 13.00cm in mid-infancy, and gained 0.02 cm in MUAC per day in between. They were born at a median of 38 weeks gestation and roughly half (48.33%) were female. They were born to generally uneducated and malnourished mothers (mean MUAC: 22.97) with nearly half falling below the 23cm cut-off for “low MUAC” [354]. The study population was reasonably isolate, most needing to travel over two hours to the nearest permanent bazaar and three hours to the nearest paved road. Distribution of resources was fairly equitable (mean Gini: 34.18) and comparable to the World Bank’s 2005 national estimate of 33.2[342]. 
	After considering observed spatial dependence and field knowledge, neighborhood was defined as those living within 200m and 2000m. Both radii were evaluated for context variable calculations. With the exception of the local Gini calculation, variables were more influential when calculated with the 200m radius. The local Gini variable was more influential when neighbors within the 2000m radius were included, most likely related to Gini being an estimate of dispersion. 
	Potential collinearity between variables of interest was assessed with pair-wise Pearson’s correlation calculations. Due to the sample size, most of the correlation coefficients were significant, regardless of magnitude. Early Neonatal MUAC was correlated with gestational age (R = 0.22), maternal MUAC (R = 0.17), LSI (R = 0.19), maternal education (R = 0.16) and the neighborhood averages for LSI (R = 0.11) and maternal education (R= 0 .11). These variables were also closely correlated to each other. Maternal education was closely associated with LSI both at the individual (R = 0.60) and neighborhood (R = 0.76) level. Context variables were also correlated with each other with R values generally ranging between +/- 0.1 to +/- 0.53.
	Table 8 displays the results of the simple linear regressions. Generally, much of the difference in growth rate was explained through biological variables at the child-level. MUAC at birth was negatively associated with child growth rate and accounted for the greatest portion of variance (R² = 0.327). Female gender and gestational age were also negatively associated with growth rate and accounted for 2.6% and 1.3% of the respective variance. Biological variables at the mother-level demonstrated non-linear associations with child growth. Infant growth rate was positively associated with maternal age and maternal MUAC until 21 years of age and 26cm, respectively, when the slope of association would change. This non-linear association was observed graphically and statistical for both maternal variables. Addition of the mother-level biological variables improved the fit, based on R², of the child-model from 0.359 to 0.38 and decreased AIC by 865.94.
	Interestingly, the socioeconomic variables were non-significant in the simple linear regressions, however, became significant (p < 0.0001) after adjusting for the biological variables at the child and mother level. Maternal educational attainment and household living standards are both positively associated with child MUAC growth rate. The addition of socioeconomic variables provided modest improvements in model fit, increasing R² from 0.38 to 0.39 and decreased AIC by 220.04 from the mother-model. 
	The model fit improvements associated with the contextual variables were comparable to those of the household variables, increasing R² from 0.39 to 0.40. Contextual and interaction variables decreased AIC by 390.87, which is nearly twice the reduction found when household variables were added to the model. Economic inequality (Gini) was one of the strongest contextual variables. Many of the economic context variables exhibited convoluted non-linear associations with residuals from the previously discussed more basic models. Exploratory data analysis suggested these observed non-linear associations may be the result of variable interaction. Many significant interactions were found, however, interactions between MUAC at birth and LSI and between gestational age and average neighborhood LSI were conceptually plausible and provided the greatest improvements in model fit. These interactions depicted an interesting phenomenon. The growth of infants who were born early and/or smaller, to wealthier households was notably faster than their poorer counterparts, while infants who were born later in gestation and/or larger to wealthier households grew more slowly than those of poorer circumstance. Elevation was significant and positively associated with anthropometric growth when added to the household model, however, became non-significant when economic context variables were added and was excluded from the full model. Population density was significant and positively associated with growth, even after adjusting for other relevant context variables. Results from the multivariate regression analysis can be seen in Table 9.  
	Spatial auto-correlation of the variables of interest was explored using correlograms. Figure 15 displays correlograms for our study population of mothers and their children at birth and roughly six months of age. The correlation between early neonates appears to be present and similar to mothers at closer distances (<2000m), however, disappears quickly at approximately 4000m. Correlation between infants within closer proximity (<2000m) was much higher than early neonates and mothers, however, weakened rapidly and remained until roughly 8000m. The correlation between mothers was lower than infants, but similar to neonates in close proximity (<2000m) and waned slowly with distance until about 12000m. The correlograms created for select explanatory variables can be seen in Figure 16 - Figure 18. Correlograms indicated some spatial auto-correlation of LSI and maternal education between observations. The biological effects of maternal age, gestational age and child gender occurred nearly randomly across space, as expected. This was further corroborated when these variables were included into regression models and residual auto-correlation was observed. After adjusting for these biological effects at the child level, model residual spatial correlation increased. Addition of mother and SES variables only slightly decreased residual spatial correlation. Context variables, however, provided substantial decreases in correlated residuals. Local inequality (Gini) accounted for considerably more of the residual spatial correlation than any other explanatory variable. Reductions in residual spatial correlation accounted for by each multivariate regression can be seen in Figure 19 and Figure 20. 
	The findings from this analysis have provided supporting evidence for the relevance of location and community in determining infant health and nutritional status. Biological factors of the mother and child were important in explaining differences in infant growth trajectories. Infants enjoy protective effects from higher economic status both at the household and community levels, which interact with characteristics of newborns resulting in differing growth trajectories. Birth size, gestational age, and infant gender were generally dispersed randomly across the study site. After accounting for these variables, model residuals became substantially more spatially correlated. Community economic structure, inequality, in particular, was primarily responsible spatial clustering observed in this analysis. This analysis also reveals population sorting; a more pervasive societal issue which marginalizes economically disadvantaged households into locations with greater environmental hazards, in our seemingly homogenous rural developing setting.
	The predominant effect determining anthropometric growth in this population of infants was anthropometry at birth. Infants with the greatest MUAC as newborns grew at a rate that was roughly six standard deviations slower than those born with the smallest MUAC. This effect is most likely related to catch-up growth which has been observed in several other studies [355,356]. MUAC in the first few days of life alone accounted for approximately 32% of the variance in infant MUAC growth. Child-model residuals demonstrated strikingly more spatial correlation than were observed in infant growth alone. This suggests much of the spatial randomness in MUAC growth was accounted for by characteristics of the child and some of the unadjusted effects have spatial structure. 
	Maternal variables, such as MUAC and age, were also important in explaining growth-rate differences. The associations of maternal MUAC and age with change in infant arm-circumference were found to be non-linear. The association between maternal MUAC and infant growth was continuous, positive and significant. There was a noticeable change in association for mothers with MUAC greater than 26 cm, when the rate of increase lessened, but remained positive. The depreciated benefit after 26cm provides evidence supporting this as a cutoff for healthy maternal MUAC as suggested by others[316,357–359], since an optimum maternal MUAC has not been adequately explored[354]. The association between maternal age and infant growth was positive with a peak at the maternal age of 21, where, thereafter, the association was negative. Within the study population, maternal age ranged from 9 to 48. Holding all else constant, infants born to 21 year-old mothers grew approximately 0.2 standard deviations faster than their counterparts born to the oldest and youngest mothers. This may suggest a peak of female reproductive health at approximately 21 years of age, similar to the findings of Ketterlinus (1990) related to risk of LBW[360]. Valero De Bernabé (2004) also noted this parabolic association with low birthweight [361]. This could represent a peak of physiological and/or psychological maturity as well as necessary reproductive competence. Mother and SES variables improved overall model fit, however only minor decreases in residual spatial auto-correlation. 
	Context variables provided similar improvements to overall model fit and reduced residual spatial auto-correlation considerably. Local inequality was particularly important in explaining the spatial patterning of growth-rate differences across the study area. The average change in MUAC of infants living in the most economically equal neighborhoods was 0.4 standard deviations larger than those living in the least economically equal neighborhoods, holding all other variables constant. This finding is particularly interesting in that data for local variation in economic inequality is rarely available or explored. The local Gini variable performed better with the 2000m radius than the 200m radius used for other contextual variables. Others have also found inequality (Gini) to be less sensitive with smaller spatial resolution [21,190]. In similar analyses, greater inequality was associate with higher rates of stunting[21,190], greater food poverty [235], and higher preventable and immediate death rates [325]. 
	Neighborhood average maternal educational attainment and average LSI were also important contextual variables associated with approximately 0.24 and 0.12 standard deviations of growth rate difference, respectively, across the study population. Similar studies have also found community average maternal education[141] and SES[191] to independently influence child health as well as modify the effects of individual and household characteristics. These studies suggested the importance of basic community resources as determinants of child health. 
	While household SES was a dominant determinant of child health in this analysis, community economic structure modified individual circumstance considerably. On average, the nutritional status of children born to poorer households living in wealthier neighborhoods often surpassed wealthier households residing in poorer neighborhoods (see Figure 21). This was particularly apparent when infants were stratified by birth anthropometry (see Figure 22). Neighborhood economic structure appeared to ‘sort’ individual growth better than household circumstance alone after adjusting for birth size. The observed synergy between individual and neighborhood circumstance could be homophily, a network-level effect of similarity of social contacts – as proposed by Centola (2011). Unhealthy individuals who interact with healthy individuals, are more likely to adopt similar healthy behaviors, however, unhealthy individuals interacting in a network of similar unhealthy individuals are the least likely to adopt healthy behaviors [328]. Those residing in wealthier neighborhoods may also have access to more shared resources, improved public provisions and have greater neighbor support and social cohesion.
	During the model building process, it became clear there was notable collinearity between the contextual variables. Wealthier households tended to reside near other wealthy households, creating wealthier neighborhoods. Those wealthier neighborhoods tended to be at higher elevation with lower risk of flooding, closer to paved roads and regular bazaars and with somewhat greater population density. Neighborhoods with greater average wealth also tended to have less inequality and greater average maternal educational attainment. Aspects such as elevation and proximity to paved roads may be related to household income generation. Brown (2003), in an analysis conducted in Nepal reported that households located closer to primary roads had smaller land holdings, greater access to agrochemicals and greater access to income through off-farm employment; more remote households had larger landholdings and were more reliant on subsistence agriculture. Authors reported land use was largely related to household elevation and suggested inequality in landholdings largely translated into economic inequality[294]. Brouwer et al. (2007) conducted in Bangladesh reported that households with lower income and less access to productive natural assets (i.e. landholdings) experienced increased risk of flooding. In addition, this analysis observed greater disparity in income and asset distribution at the community level in areas with greater flood risk [207]. 
	Our analysis and others have found economically vulnerable populations are disproportionally exposed to hazardous environmental conditions and experience greater health risks. Poorer households are often marginalized into communities which experience elevated environmental risks. Studies have observed those of lower SES residing closer to polluting facilities [287], have greater difficulty relocating from regions prone to natural hazards [288], and have a modified acute effect from exposure to black smoke pollution [289]. Several analyses have considered area-based environmental health hazard exposure from multiple dimensions such as air pollution, climate, industrial facilities, UV radiation, and green space, as they related to proximate household economic status. These analyses have found multiple environment deprivation to be associated with economic status in the UK[290,291] and New Zealand[292]. 
	This analysis could have been limited by the following. First, this analysis only considered anthropometric measurements made at two time-points during infancy. Furthermore, measurements were attempted at precise time intervals (i.e. 0, 3 and 6 months), however, for multitude of reasons, and they occurred earlier or later than the intended time point. These findings could have been more robust had this study had a longer observation period and data been collected at precise time points. 
	Second, since data collection only occurred at one study location and many of the effects are context specific, our inferences may not be generalizable elsewhere. Similar analyses would need to be reproduced in different developing locales for global inferences to be made. The study population was however, representative of rural developing southern Asia and inferences may be applicable in similar settings. 
	Third, the association between infant growth and neighborhood circumstance provides suggestive evidence for multi-level health influences, however, doesn’t elucidate causal pathways. Future research should investigate how characteristics of the community assert forces on individual health. These effects may be related to shared resources and knowledge, circulating values and norms, social capital and support, collective efficacy and organization, or social and familial contact networks. Additionally,  previous work has suggested the period of poverty (permanent vs. contemporaneous) was related to greater risk of restricted inter-uterine growth[19]. Data detailing the tenure of poverty exposure were not available for this study and could have provided greater explanation for differences in infant growth.
	The findings of this analysis suggest intervention efforts intending to break intergenerational malnutrition should focus on improving maternal nutritional status, increasing maternal education at the individual and neighborhood level and creating healthier environments. These recommendations complement those of Underwood (2002) to interrupt the intergenerational consequences of malnutrition. They suggest intervention efforts should focus on adolescent girls, pregnant women and lactating women and their children up to 2 years, with particular focus on women in the pre-conception period [362]. The nutritional status of soon-to-be mothers, as it is related to the initial size and gestational age of infants, which is closely related to growth rate, could provide the greatest impact for future generations. The nutritional benefits of greater maternal education at the individual and neighborhood level may be more directly impacted through improved nutritional knowledge [23,108]. Interventions in rural areas, which improve nutritional knowledge, in even a small number of individuals, increase the over-all neighborhood nutritional benefit as information disseminates through the community [327]. The benefits of increasing average community knowledge is appreciably larger than that of an individual in isolation[327], and may follow social contact networks [328]. Substantial changes in context have also observed improved linear growth in children[18], however, these changes were associated with child adoption, family migration or large-scale societal economic development. These types of interventions are, to say, less-than ideal. Interventions could, instead, focus on aspects of what makes healthier environments which promote healthy child growth. Such aspects could include improved societal nutritional knowledge, hygiene practices, social cohesion and support as well as collective efficacy, or public provisions and infrastructure.
	In conclusion, differences in growth trajectories, after accounting for birth size, gestational age and infant gender, are determined through differences in biological features of the mother as well as household and community socioeconomic circumstance. Interventions should focus on the health and education of mothers, household economic status and community circumstance in efforts to improve infant growth trajectories and break the chains of intergenerational malnutrition in developing settings. 
	This analysis also demonstrated the research advantages of taking a more holistic systems biology approach to understanding differences in nutritional status. Individual factors had significant interactions with household- and community-level characteristics which helped explain differences in infant growth trajectories. Community context played a significant role in sorting infant anthropometry, more-so than individual-level SES. Future research should consider a systems approach to improve understanding of the ecologic causal pathways surrounding intergenerational undernutrition.
	Table 7: Descriptive statistics of the JiVitA-1 population of infants assessed between 2001 and 2007
	 
	SD
	Mean
	Child
	 
	 
	0.01
	0.02
	MUAC Growth Rate
	2.84
	37.86
	Gestational Age (weeks)
	1.08
	9.46
	Early Neonatal MUAC (cm)
	1.04
	13.00
	Mid-Infancy MUAC  (cm)
	49.59%
	Female (%)
	Mother
	 
	 
	2.00
	22.97
	MUAC (cm)
	5.86
	21.89
	Age (years)
	99.27%
	Breastfed at 6 months (%)
	Socioeconomic
	 
	 
	1.01
	0.17
	Household LSI
	4.04
	4.27
	Maternal Education
	Context
	 
	 
	0.36
	-0.02
	Average LSI*†
	1.24
	3.46
	Average Maternal Education†
	0.05
	0.01
	Gini Coefficient‡§
	1.31
	5.49
	Pop. Density (100ppl/sq. km)
	1.88
	25.45
	Elevation (m)
	 
	 
	* Living Standards Index        
	 
	 
	† Includes neighbors within a 200 meter radius        
	 
	 
	‡ Includes neighbors within a 2000 meter radius      
	 
	 
	§ Mean Centered
	Table 8: Simple linear regression results
	 
	R²
	t value
	SE
	Coef.
	Child
	 
	 
	 
	 
	0.327
	-87.833
	0.006621
	-0.58
	Newborn MUAC (scaled)
	0.013
	-14.65
	0.002799
	-0.04
	Gestational Age (weeks)
	0.026
	-20.46
	0.01566
	-0.32
	Female
	Mother
	 
	 
	 
	 
	0.001
	3.274
	0.00396
	0.01
	MUAC (cm)
	0.001
	-3.252
	0.00136
	0.00
	Age (years)
	0.002
	5.235
	0.09932
	0.52
	Breastfed
	Socioeconomic
	 
	 
	 
	 
	0.000
	0.289
	0.007838
	0.00
	Household LSI*
	0.000
	-0.37
	0.001966
	0.00
	Maternal Education
	Context
	 
	 
	 
	 
	0.000
	2.029
	0.024072
	0.05
	Average LSI*†
	0.000
	0.705
	0.006858
	0.00
	Average Maternal Education†
	0.003
	-6.331
	1.79E-01
	-1.14
	Gini Coefficient‡§ 
	0.000
	-1.062
	0.006592
	-0.01
	Pop. Den. (100ppl/sq. km)
	0.000
	2.061
	0.004483
	0.01
	Elevation (m)
	Coefficient values are changes in standard deviation in scaled and centered MUAC from the JiVitA-1 population of 17,244  infants
	 
	 
	 
	 
	* Living Standards Index        
	 
	 
	 
	 
	† Includes neighbors within a 200 meter radius        
	 
	 
	 
	 
	‡ Includes neighbors within a 2000 meter radius      
	 
	 
	 
	 
	§ Mean Centered
	Table 9: Multivariate regression results
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	Figure 15: Intergenerational spatial patterning across the JiVitA study site
	This figure depicts the spatial patterning in mid-upper arm circumference (MUAC) observed by quintile across the JiVitA study site for mothers and their children as newborns and at approximately six months of life. Dark blue/brown indicates the largest/thinnest MUAC. Note the relative homogeneity of MUAC distribution at birth, turning into a near-mirror image of maternal MUAC gradient by 6 months of life.
	 /
	Figure 16: Correlograms of Mid-upper Arm Circumference
	Correlograms depicting spatial correlation between observations in population of mothers, newborns and infants at six months. Mom (black) = Unadjusted Maternal MUAC; Neonate (red) = Unadjusted Newborn MUAC; Infant (blue) = Unadjusted Infant MUAC at about six months. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis. Note quick reduction of correlation with distance in the neonatal/newborn group compared to the more sustained trends in mothers and infants at roughly six months
	/
	Figure 17: Correlograms of select explanatory variables
	Correlograms depicting spatial correlation between observations’ selected explanatory variables. LSI (maroon) = Household Living Standards Index; ED (gray) = Maternal educational attainment; Mom Age(red) = Maternal age; Gender (purple) = Child gender. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis. This figure shows the relative scale of difference in the spatial correlation found in select variables. Note the spatial correlation of education and LSI compared to the randomness found in the spatial distribution of maternal age, gestational age and gender.
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	Figure 18: Correlograms of select explanatory variables
	Correlograms depicting spatial correlation between observations’ selected explanatory variables. Av. LSI (Gold) = Neighborhood (200 m) average Living Standards Index; Av. ED (blue) = Neighborhood (200 m) average maternal educational attainment; LSI (maroon) = Household Living Standards Index; ED (gray) = Maternal educational attainment; Mom Age (red) = Maternal age; Gender (purple) = Child gender. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis. This figure shows the relative scale of difference in the spatial correlation found in select variables and how contextual variables are far more correlated than those at the individual and household levels.
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	Figure 19: Correlograms of select explanatory variables
	Correlograms depicting spatial correlation between observations’ selected explanatory variables. GINI (black) = Local (2 km) inequality measured by the Gini coefficient; Pop (red) = Population density; Elev (green) = Household elevation; Av. LSI (Gold) = Neighborhood (200 m) average Living Standards Index; Av. ED (blue) = Neighborhood (200 m) average maternal educational attainment; LSI (maroon) = Household Living Standards Index; ED (gray) = Maternal educational attainment; Mom Age(red) = Maternal age; Gender (purple) = Child gender. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis. This figure shows the relative scale of difference in the spatial correlation found in select variables and how contextual variables are far more correlated than those at the individual and household levels.  
	/
	Figure 20: Correlograms of residual spatial auto-correlation from regression models
	Correlograms depicting spatial correlation between observations and explanatory models in the mid-infancy group. Growth Rate (black) = Unadjusted change in infant MUAC between birth and roughly six months of age; M1(red) = Child Model; M2 (blue) = Mother Model; M3 (green) = Socioeconomic Model; M4 (orange) = Community Model; M5 (yellow) = Community Model with interactions. The dashed line indicates the point of zero correlation. Correlation is on the y-axis and distance, in meters, is on the x-axis. Note how inclusion of individual-level variables removes spatial randomness and increases correlation in M1, M2, and M3, and context level variables account for much of the observed spatial correlation.
	/
	Figure 21: Spatial trends in growth model residuals with addition of variable levels
	This figure depicts the change in spatial trends of residual values after accounting for variables at the child, mother, household, and contextual levels. Note, concomitant with Figure 19, the spatial patterning in growth rates becomes more pronounced with the addition of child variables, then is reduced with the addition of mother and household variables, and nearly disappears after adding contextual variables.
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	Figure 22: Mean change in child MUAC between birth and six months subset by quantile household LSI and neighborhood average LSI
	Colored by individual LSI (highest:lowest, LSI = Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1 (Individual LSI, Neighborhood average LSI). Note how, generally, the nutritional status of those in each individual economic strata is modified by the neighborhood economic status, with those living in the wealthiest neighborhood doing far better than their economic peers residing in poorer neighborhoods.
	/
	Figure 23: Mean change in child MUAC between birth and six months subset by birth MUAC, household LSI and neighborhood average LSI quantiles
	Colored by individual LSI (highest:lowest LSI = Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1 (Birth MUAC, Neighborhood average LSI). Note how, generally, the nutritional status of those in each individual economic strata is modified by the neighborhood economic status, even after stratifying by birth size, with those living in the wealthiest neighborhood doing far better than their economic peers residing in poorer neighborhoods.
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	The objective of this doctoral research was to investigate the manner in which individual nutritional status is influences by one’s location, as it pertains to community members and context, as well as inter-generational forces. This analysis identified characteristics of community context which influenced nutritional status and evaluated their relative contributions and interactions after accounting for salient individual and household effects established in the literature. Age-specific effects at the individual, household and contextual levels were explored at three key time-points: expectant mothers, newborns and infants at six months. This analysis also considered how nutritional status at each time point related to one another and ultimately determine anthropometric growth trajectories early in life. Furthermore, this research assessed spatial correlation between observed dependent and independent variables of interest and described how attributes at various levels contribute to spatial patterning. A holistic systems science approach was employed to achieve the research objectives of this dissertation which demonstrated statistical and explanatory benefits. 
	To break the cycle of intergenerational malnutrition we need to focus on the health and nutritional status of women prior to conception. In our population of expectant mothers the median MUAC was 22.6cm, and for 50%, their MUAC was <22cm, a cutoff conventionally used to identify wasting in adult women [77,354]. Others, however, have suggested higher cutoffs to determine pregnant women at risk for LBW, SGA and neonatal morbidity [17,363,364]. Karim et al. (1997) found the odds of pregnant Bangladeshi women with MUAC under 23cm to be five times greater than those with greater MUAC[17]. Using a cutoff of 23.5 cm, Lechtig (1988) reported odds of LBW to be eight times higher in undernourished pregnant Brazilian women. This was apparent in our analysis as nearly 50% of the newborn population was below the 9 cm cutoff associated with LBW[13,68,69,71]. At six months, roughly 50% were below 1 SD and 25% were below 2 SD the WHO MUAC-for-age reference mean. Nearly 5% would be identified as have severe acute malnutrition having MUAC below 11.5 cm, based on the WHO and UNICEF 2009 guidelines. 
	Initial MUAC was a chief determinant of growth trajectories as it explained about 33% of the variation. Infant MUAC increased, on average, by about 0.64 ± 0.21cm per month. Differences in growth trajectories, after accounting for birth size, gestational age and infant gender, were determined through differences in biological features of the mother as well as household and community socioeconomic circumstance. Similarly, Klemm (2002) noted initial anthropometry accounted 40-60% of growth variation until infants were six months of age, however, only accounted for 4-22% between six and eleven months of age[365]. 
	When the age-groups were explored cross-sectionally, individual characteristics account for the greatest proportion of the variance accounted for by our models which included variables at all levels. However, the proportion of variance accounted for by household and community variables increased from newborns, to infants, and then, substantially, in mothers (see Figure 23). This could indicate a longitudinal trend of increasing nutritional influence from the environment. Seasonality had a greater influence in newborns and mothers than in infants.
	Since the outcomes were centered and scaled, coefficients are interpreted as differences in population standard deviations for one unit change in a given independent variable. Therefore, effect comparisons can be made between our three age-group populations and age-specific effects can be observed. For example, with a one unit increase in household LSI, the MUAC of a given newborn is, on average, 0.09 SD larger, however, the increase is 0.1 SD and 0.21 SD for infants and mothers. These estimates indicate mothers stand to gain a much greater nutritional benefit with a single unit increase in household LSI than infants or newborns. Maternal educational, on the other hand, has a fairly constant effect with newborns, infants and mothers increasing MUAC by 0.020, 0.011, and 0.016 SD per additional year attained. Maternal education, while generally being a strong variable at both the individual and contextual levels in all three analyses, was particularly important for newborn nutritional status. Coefficient values can be seen for select individual and household characteristics in Figure 24 and for contextual characteristics in Figure 25. Variables associated with infectious agents, such as unimproved sanitation, household size, and hand-washing tending to have a greater effect in infants and mothers. 
	Variables which only applied to the infant groups also demonstrated age-specific effects (see Figure 26). The effect of breastfeeding, gender, and maternal nutritional status were notably larger in mid-infancy, than at birth. Maternal age had a nearly constant effect. Parity had an inverse effect as it was beneficial at birth and detrimental later in infancy, this could, however, be related to birth-order and the shared resources and infections associated with having siblings. Conversely, the effect of gestational age diminished with age. Factors like gestational age, which are associated with birth size, may account for less variation in anthropometry later in childhood. 
	This dissertation demonstrated the research advantages of taking a more holistic systems biology approach to understanding differences in nutritional status. Individual factors had significant interactions with household- and community-level characteristics which helped explain differences in infant growth trajectories. Neighborhood average SES played a significant role in sorting infant anthropometry between birth and six months, more-so than individual-level SES. Figure 27 displays the average changes in infant MUAC between birth and six months subset by individual LSI quantile and neighborhood average LSI quantile. Infants of higher individual wealth tend to be born larger and stay larger than their poorer counterparts. This association is, however, modified by neighborhood average LSI. Infants born to less wealthy households still enjoy the benefits of residing in wealthier neighborhoods, in some cases, surpassing the average growth of infants from wealthier households residing in poorer neighborhoods. 
	Even though much of the literature cites SES to be one of the more promising determinants of nutritional status, when this association was explored, stratifying infants by individual and community level LSI and maternal MUAC, alarming results were found. Children born to healthier mothers (light blue) tended to maintain their relative healthier nutritional status compared to children born to mothers with smaller MUAC. The stratified growth trajectories of infants tended to maintain similar nutritional ranking relative to their peers, however their average slopes were diverging, modified by both community and household wealth (see Figure 28 & Figure 29). 
	Local inequality was a major contextual contributor to nutritional status in all three analyses. It explained significant differences in maternal MUAC, infant MUAC at six months of age, and MUAC growth trajectories. Local inequality accounted for substantial residual spatial correlation in our regression analyses. In our exploratory stratified analysis, local inequality modified the associations between infant growth trajectories and maternal MUAC (Figure 30), household LSI (Figure 31), neighborhood average LSI (Figure 32). Differences in nutritional status associated with local GINI coefficients were scale dependent, responded to inequality calculated over a greater spatial area, which others have also found [21,190]. Previous research also found inequality to be associate with higher rates of stunting[21,190], greater food poverty [235], and higher preventable and immediate death rates [325].
	In addition to the contextual variables previously discussed, many exogenous effects were considered, which were not included in the full regression analyses, due to multi-collinearity with stronger variables. These contextual correlations did, however, help describe the multifactorial conditions accompanying neighborhood wealth. Wealthier neighborhoods had higher maternal educational attainment, were more economically homogenous, were closer to health service providers, permanent bazaars, and paved roads, and were in areas of higher elevation and reduced flood risk. People in wealthier neighborhoods were more likely to own a non-laundry bar of soap, have improved sanitary facilities, and wash their hands before eating and after defecating. Those living in wealthier neighborhoods typically enjoy holistically healthier environments which may reinforce the benefits of greater household and neighborhood SES.
	The findings from this thesis research suggest intervention efforts intending to break intergenerational malnutrition should focus on improving maternal nutritional status, increasing maternal education at the individual and neighborhood level and creating healthier environments. These recommendations complement those of Underwood (2002) to interrupt the intergenerational consequences of malnutrition. They suggest intervention efforts should focus on adolescent girls, pregnant women and lactating women and their children up to 2 years, with particular focus on women in the pre-conception period [362]. These recommendations have also been made by several others [18,45–47,366].
	Interventions improving nutritional status of soon-to-be mothers, which is related to the birth size, gestational age at birth, and ultimately to infant growth rate, could provide the greatest impact for future generations. Strategies should include interventions at multiple levels. Individual-level interventions, such as food and micronutrient supplementation, would be complimented by nutrition education classes, family planning services, and prenatal care provided at the community level and regional/national-level interventions such as radio, television and other mass-media educational campaign or custom information exchanged through mobile phones.
	Infants born to poor households residing in poorer neighborhoods with greater economic inequality were observed to have lower nutritional status than similarly poor households in wealthier more economically equal neighborhoods. Intervention strategies targeting ‘at risk’ individuals, residing in ‘at risk’ neighborhoods, could be a more effective strategy than targeting individuals or geographic regions alone. Storeygard et al. (2008) reported, globally, half of all infant deaths occur in 2.5% of the world’s populated land area where 29.3% of the global population resides. Intervention efforts focusing in the regions with the greatest mortality density could provide the benefit of heath resources to the greatest number in need with limited administrative costs. Fenn et al. 2007 considered geographically targeted intervention coverage. Authors concluded nutritional status is primarily determined by individual and household characteristics, compared to community context; however, given the hurdles of blanket coverage, also suggested resource allocation to high risk regions to selected high risk individuals as a possible cost-effective strategy.
	Reliable health data from civil registration are only available from 38 countries over the past decade, most of which are developed [2], and only account for about 3% of global deaths in children [1,367]. This leaves the majority of child deaths as statistical estimates [1,2,367]. Mortality data are rarely available at subnational levels, making geographic targeting of health interventions more difficult.  Public and private investments in public health should make timely location-based health surveillance and tracking data collection a central priority. 
	The growth of available and ubiquitous mobile technology may provide viable health surveillance and tracking solutions. Mobile phone ownership grew from 1 billion in 2000 to nearly 6 billion in 2012 [368]. In 2010, approximately 77% of mobile phones were in developing countries, increasing from 22% in 2000 [368]. Mobile technology has made location-specific data collection far more accessible and affordable. Furthermore, the internet has become a critical medium for the acquisition, dissemination and transmission of information. Analysis of internet queries and social media exchanges have provided promising low-cost surveillance tools for timely and location specific (based on IP address) disease surveillance [369]. Health workers can use mobile technology in the field to collect mortality and morbidity information which can be spatially referenced.    
	This doctoral research could have been limited in the following ways. First, the variables examined in our analysis represent a sample of the most salient variables indicated in the literature, and thus do not include all known and unknown effects at each level. As a result, the proportion of the variance accounted for by each level is only a result of the respective variable samples. Contextual variables such as land use, soil type, climate, local polluting facilities, indoor and outdoor air quality, seasonal fluctuations in liquid income as well as others discussed in Chapter 2 have been associated with nutritional and health status, however were not included in these analyses. In many cases data were not extant, readily available or reliable. Intermittent climate data were acquired from a weather station located in Rangpur, a city located about 80 km to the north of the study area, however, no clear associations were found either directly, or when combined with flood data collected by the JiVitA project team. Dietary intake was also cited as a direct determinate of nutritional status. Unfortunately these data were not available. Information was collected regarding mothers’ dietary diversity with a focus on foods containing vitamin A, which was the focus of the JiVitA-1 supplementation trial. Multiple techniques were attempted to include dietary diversity as a proxy for intake, however, no model improvements were observed. Additionally, pervious work has suggested the period of poverty (permanent vs. contemporaneous) was related to greater risk of restricted inter-uterine growth[19]. Data detailing the tenure of poverty exposure were not available for this analysis and could have provided greater explanation for differences in infant growth. 
	Second, this analysis only considered anthropometric measurements made at two time-points during infancy. Measurements were attempted at precise time intervals (i.e. 0, 3 and 6 months), however, for multitude of reasons, and they occurred earlier or later than the intended time point. Some observations were dropped because anthropometric measurements were not made within the mid-infancy window (5 – 7 months). Age differences at mid-infancy were adjusted for based on estimated days since birth. Furthermore, data were only collected at birth for a subset of the greater study cohort, limiting longitudinal hypotheses. This is a particular limitation given the importance of birth anthropometry as it relates to growth, future anthropometry and morbidity. These findings could have been more robust had this study had a longer observation period and complete data been collected precisely at all time-points. 
	Since data collection only occurred at one study location and many of the effects are context specific, our inferences may not be generalizable elsewhere. This analysis would need to be reproduced in different developing locales with diverse economic and environmental context characteristics for global inferences to be made. The site and population selected for the JiVitA-1 trial was, however, intended to be representative of rural southern Asia[67], therefore the validity of our inferences could be applicable in the region. Estimates are based on outcomes which were scaled to the study population and may not be transportable to other developing populations. Similar to many systems sciences in genetics, which attempt to completely sequence the genetic architecture of a specific species and establish all related biological pathways, our findings advance the understanding of similar human systems, however the magnitude and types of effects may differ between systems.
	This thesis research has validated the analytical benefits of a systems science approach to broaden the understanding of nutritional status. Nutritional status was affected by characteristics from multiple levels and observed these effects to change with age. This research also demonstrated the contributions of specific variables resulting in spatial patterning of nutritional status in mothers, newborns, infants and infant growth in the first six months of life. Based on the findings and methodologies of this dissertation, additional research could take several directions. Studies could continue to identify new multilevel ecological effects in this population, test the effects found in this research in a new locale, or delve deeper into the promising variables identified in this population to establish causality. There were several contextual variables which were not able to tested in these analyses due to data availability. Future research in this area explore more environmental characteristics associate with agriculture, soil type, land use, aspects of ground water, weather and climate, exposure to types of pollution, exposure to animal waste, and outdoor and indoor air quality. Social and economic variables which could also be considered are seasonal fluctuations of liquid income and exchange of funds, goods and services. 
	This research established associations between individual nutritional status and neighborhood economic structure, but did not establish the causal pathway. For example, neighborhood economic structure may be indicative of local elements of social capital such as trust, reciprocity, and social cohesion, which are reported to substantially affect individual health [200,232,259]. Lack of social order in communities has been associated with negative mental and physical health outcomes [200,232,259–262]. Furthermore, peer support has demonstrated positive effects on maternal and child health [11,232,248,263]. Qualitative research in these areas could potentially help elucidate the causal pathways between neighborhood economic structure and individual health outcomes in developing settings.
	There was also additional information available from the JiVitA-1 dataset. Anthropometric measurements were made when infants were roughly three months of age. The three-month measurements were not in this research since the greatest change observed in the exploratory data analysis was between birth and six months of age. This time-point could help test the consistency and gradient of age-specific multilevel effects explored in this dissertation. 
	Future research could also consider changes in household context to test the temporality of the association and provide experimental evidence inferring causality. Data from the JiVitA-1 study indicate, of the 59,854 pregnant women enrolled in the study, 173 of them had moved by the time their child was born, and 230 had moved by the time their child was 6 months old. Comparisons could be made between these households and others which did not move but were in comparable neighborhood context. Given the size of the total dataset, these few households did not provide any notable differences, however, they were not considered at length.
	The location information collected for this study is limited to the household location and does not account for full daily environmental exposure from places of employment, relatives’/friends’ residences, and commutes. Some studies have suggested that GPS tracking of individual daily movement patterns provides greater precision in estimating environmental exposures [336,337]. Additional research should consider individuals’ geospatial, familial and social networks as they pertain to child wellness, as this approach may help to tease out these systemic causal pathways and better ascertain contextual exposures.
	Another consideration for future research which was not fully explored in this dissertation is different methods for calculating neighborhood social characteristics, such as average educational attainment and LSI, among others. Neighborhood calculations made in this dissertation were simple averages of neighbor values falling within the 200 m or 2000 m ranges. Future research may consider testing effect differences between this method and one which incorporates spatially weighted averages, weighting neighbors residing closer with greater influence.  
	Future research may also evaluate spatial variation of variable specific effects employing geospatially weight regression techniques. These techniques estimate regression coefficients spatially from nearby values allowing the effects and associated significance figures to vary over the surface of data. These methodologies are useful in determining effects that are context specific, however, are lesser used since they do not provide global effect estimates which are more accepted in the literature.   
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	Figure 24: The proportion of total R² accounted for by each level of variables
	This figure depicts that the proportion of R² accounted for by each level of variables from each respective full model. Note the proportion of variance accounted for by community and household variables increases with age between the three groups. 
	/
	Figure 25: Change in select coefficient values between each age group
	On the y-axis are units of standard deviation and age groups are indicated on the x-axis. This figure depicts the change in coefficient values between the three age groups.
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	Figure 26: Change in select context variable coefficient values between each age group
	On the y-axis are units of standard deviation and age groups are indicated on the x-axis. This figure depicts the change in coefficient values between the three age groups. Note the possible carry-over context effect between mother and newborn. 
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	Figure 27: Change in select coefficient values between the newborn and mid-infancy age groups
	On the y-axis are units of standard deviation and age groups are indicated on the x-axis. This figure depicts the change in coefficient values between birth and mid-infancy. Note the increasing influence with age of breastfeeding, maternal nutritional status, and child gender. 
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	Figure 28: Mean change in child scaled MUAC between birth and six months subset by quantile household LSI and neighborhood average LSI 
	Colored by individual LSI (highest:lowest → Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1 (Individual LSI, Neighborhood average LSI). Note how, generally, the nutritional status of those in each individual economic strata is modified by the neighborhood economic status with those living in the wealthiest neighborhood doing far better than their economic peers residing in poorer neighborhoods.
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	Figure 29: Mean change in child scaled MUAC between birth and six months subset by maternal MUAC and household LSI quantiles
	Colored by Maternal MUAC (highest:lowest → Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1, (Maternal MUAC, Household LSI). Note how, generally, infant nutritional status is stratified by both maternal MUAC and Household economic status, with infants from healthier mothers and wealthier households increasing in nutritional status, compared to those with less favorable circumstance.
	/
	Figure 30: Mean change in child scaled MUAC between birth and six months subset by maternal MUAC and neighborhood average LSI quantiles
	Colored by Maternal MUAC (highest:lowest → Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1, (Maternal MUAC, Neighborhood average LSI). Note how, generally, infant nutritional status is stratified by both maternal health and neighborhood wealth.
	/
	Figure 31: Mean change in child scaled MUAC between birth and six months subset by maternal MUAC and local Gini quantiles
	Colored by Maternal MUAC (highest:lowest → Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1, (Maternal MUAC, Local Gini). Note how, generally, the nutritional status of those in each maternal MUAC strata is modified by neighborhood economic inequality, with the nutritional status of those living in greater neighborhood equity (1) increasing and diverging from their peers residing in neighborhoods with greater inequality (4).
	/
	Figure 32: Mean change in child scaled MUAC between birth and six months subset by individual LSI and local Gini quantiles
	Colored by individual LSI (highest:lowest → Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1, (Individual LSI, Local GINI). Note how, generally, the nutritional status of those in each individual economic strata is modified by the neighborhood economic inequality, with those living in relative equal neighborhoods improve far better than their economic peers residing in neighborhoods with greater inequality.
	/
	Figure 33: Mean change in child scaled MUAC between birth and six months subset by neighborhood average LSI and local Gini quantiles
	Colored by neighborhood average LSI (highest:lowest → Light blue, dark blue, green, red). Numbers in parentheses are highest:lowest, 4:1, (Neighborhood average LSI, Local GINI). Note how, generally, the nutritional status of those in each neighborhood economic strata is modified by neighborhood economic inequality, with those living in neighborhoods with relatively less inequality grow more rapidly than their economic peers residing in neighborhoods with greater inequality.
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