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ABSTRACT 

Adherence to the WHO guidelines for infant and young child feeding (IYCF) practice in low- and middle-income countries 

(LMIC) is unsatisfactory. Women’s empowerment has been noticed as the key factor which mediating intra-household resources 

to achieve optimal IYCF practice. Thus, we undertook a systematic review of studies exploring the indicator of women’s 

empowerment, which influenced IYCF practice. Keyword searches were conducted in Scopus, CINAHL, Science Direct, 

PubMed, and Google Scholar using combinations of the following terms: empowerment, women, feeding behaviour, and infant. 

The bibliography was also searched for potential publications. Studies were included if involved children <2 years old and their 

mother/carer as participants, conducted in LMIC, published from 2011 or later, and English. Researchers performed study 

selection, data extraction, quality appraisal, and thematic analysis. From 17 861 results, twenty-four studies were included. 

Mostly, socioeconomic status and education used as the indicator of women’s empowerment in IYCF practice. We found 

women’s empowerment indicators that facilitate IYCF practices, namely a sense of leadership, high education, land ownership, 

involvement in household decision-making processes, against domestic violence, high socioeconomic status, and employment. 

Meanwhile, the indicators that inhibit uneducated or low education, forced to be head of the family, not involved in the decision-

making process in family, low socioeconomic status, and high workload. Women’s autonomy over resources is debatable as a 

facilitator or barrier, as we found inconsistent results. This review highlighted the indicator of women empowerment, which is 

important for proper IYCF practice. Future research and empowerment intervention to improve IYCF should address these 

findings. 
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1. INTRODUCTION 

Childhood malnutrition continues to be a major public health 

problem in the world [1]. By 2020, 144 million children under 

five years old are stunted, 47 million are wasted, and 38 

million are overweight [2]. The burden of childhood 

malnutrition is greatest in LMIC, especially in Africa and 

Asia. While the prevalence of childhood stunting and wasting 

is slowly declining, the prevalence of childhood overweight 

and obesity increases [3]. This progress is inadequate to reach 

the target of the World Health Assembly by 2025 and the 

Sustainable Development Goals by 2030 [4]. 

Directly, childhood malnutrition was caused by 

inadequate dietary intakes and diseases [5]. A child’s 

improper dietary intakes and frequent exposure to the diseases 

are affected by several underlying factors, including 

household insecure access to food, improper care and feeding 

practices, unhealthy household and environments, and 

inaccessible health care services [6], [7]. Besides that, the  

 

 

local politics and cultural environment also have a role in 

childhood malnutrition [8].  

An unbalanced child’s nutritional intake and needs can 

lead to malnutrition [9]. The critical period for childhood 

malnutrition is 6-23 months old when complementary food 

starts to be introduced until the child can consume family food 

[10]. Achieving appropriate complementary feeding for 

infants and young children is an essential milestone for 

ensuring their healthy growth and development [11]. 

Conversely, poor complementary feeding practices during the 

first two years of life can lead to physical growth failure, 

intellectual disability, and developmental delay, reduce 

productivity, reduce endurance, and increase morbidity and 

mortality [5], [12], [13].  

Complementary feeding should meet WHO guidelines for 

IYCF practice, includes minimum dietary diversity, 

minimum meal frequency, and minimum acceptable diet [14]. 
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In fact, in most LMIC, only a few children receive 

nutritionally adequate and safe complementary food. It is 

often given in poor nutritional quality, too early or too late, 

less in portions, or inadequately fed in a timely manner[15]. 

Children still depend on adults for food. In most families, 

women are responsible for child’s feeding [16], [17]. 

Women’s empowerment has recently been pointed out as an 

important key to facilitate intra-household resources owned 

by the family to be used optimally for proper IYCF practices 

[18]. Women empowerment refers to women’s ability to 

decide and affect outcomes of importance to themselves and 

their families [19]. Kabeer divides women's empowerment 

dimension into resources, agency, and achievement [20]. 

Women who are empowered have these three things to claim 

the resources available in the household, have control, 

participate in decision-making, and act according to their 

wishes to change their lives to be better [21].  

Previous research has shown a positive correlation 

between women's empowerment and children's nutritional 

status [21]–[25], as well as adequate IYCF practices with 

children's nutritional status [23]. However, not many studies 

have explored how the indicator of each women's 

empowerment dimensions influenced IYCF practices. This 

systematic review was conducted to explore the indicator of 

women’s empowerment, which influenced IYCF practice. 

The scope of this review was focused on the evidence from 

LMIC. 

2. METHOD 

2.1. Eligibility Criteria 

Studies that met the following criteria were included in 

this review. 

Participants: children <2 years old and their mother/carer. 

Outcomes: The WHO guidelines for IYCF practice 

(includes minimum dietary diversity, minimum meal 

frequency, and minimum acceptable diet). 

 

Language: published in English. 

Year: published from 2011 or later. 

All study designs (quantitative/qualitative/mixed method) 

were included to ensure the diverseness of evidence. Studies 

focusing on exclusive breastfeeding only and review studies 

were excluded. 

2.2. Information Sources 

In July 2020, potential publications were searched on five 

major electronic databases, including Scopus, CINAHL, 

Science Direct, PubMed, and Google Scholar, according to 

the PRISMA (Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses) statement [26]. A reference list 

of included articles was also hand-searched for potential 

publications. However, this review did not search grey 

literature to find additional potentials publications. 

2.3. Search Strategy 

The search strategy included the terms ‘empowerment’, 

‘women’, ‘feeding behaviour’, ‘determinant’, and ‘infant’. 

For example, the search strings used for Scopus were: 

 Term 1: empowerment  

Empower* OR Empowerment 

 Term 2: women 

Women OR Mother 

 Term 3: feeding behavior 

Feeding Behavior OR Food OR Complementary 
Feeding OR Feed OR Feeding Practice OR Nutrition 

 Term 4: determinant 

Determinant OR Associated Factor OR Factor 

 Term 5: infant 

Infant 

2.4. Study Selection and Data Extraction 

In total, 17 861 titles and abstracts were screened according 

to inclusion criteria. Two researchers (EMMH and YS) 

assessed these articles independently for potential inclusion. 

Any discrepancies and disagreements were discussed and 

resolved through consensus or referral to the third researcher 

(NN) if the consensus could not be reached. The initial search 

identified 278 titles (Scopus [n=43], CINAHL [n=133], 

Science Direct [n=22], PubMed [n=70], and Google Scholar 

[n=10]) requiring review. After deleting 42 duplicated titles, 

236 articles were processed for abstract review. As many as 

182 articles were excluded cause of unrelated topics 

remaining 54 articles for full-text review. Only twenty-three 

articles were included in this review after the review of full-

text. The other 31 articles were excluded for reasons: 3 

articles did not involve children <2 years old, 22 articles not 

focusing on IYCF practices, five articles conducted in high-

income countries, and 1 article was missing. Reference list 

search of the 23 retained articles added one relevant article. 

Finally, 24 articles were included for data extraction (Figure 

1). 
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Figure 1 search flow diagram of the current systematic 

review 

 

Data from the included studies were extracted in an Excel 

sheet to assist with data charting. Table 1 contains 

information about the title, authorship, study design, settings, 

number of participants, and key findings of the studies. 

2.5. The Assessment of Study Quality and Bias 

Risk  

To assess the methodological quality of each study, we 

use the JBI (Joanna Briggs Institute) Critical Appraisal 

Checklist, based on the study design. Three researchers 

perform critical appraisal independently. All of the 

disagreements during the assessment of study quality were 

discussed together to reach a consensus. Only studies that 

have critical appraisal scores of at least 50% were included in 

the review. As twenty-four studies get a score higher than 

50%, all of the studies were included in data synthesis. An 

assessment of bias risk of the found evidence did not critically 

investigate.  

2.6. Data Synthesis 

The findings of the included studies were then 

thematically analysed. The data synthesis results were 

described and explained following the study objectives. 

3. RESULT 

3.1. Published Year 

The included articles were published in a varied year, but 

no such study was published in 2014. The majority, the 

included articles (n = 18; 75%) were published in the last five 

years. 

 

 

3.2. Origin 

The included articles were conducted in LMIC from six 

different geographical regions, include, West Africa, East 

Africa, Central Africa, South Asia, South-East Asia, and East 

Asia. Two studies were involved in various countries across 

South Asia and East Africa. Many of the studies were 

conducted in East Africa (n=10; 41.67%). 

3.3. Number of Participants 

The total number of participants from 24 included studies 

was 80 645 respondents, consist of 18 161 children 0-2 years 

old; 40 615 mothers; and 21 678 infant-mother pairs. 

3.4. Study Design 

Out of the 24 included articles, two articles use qualitative 

study design [27], [28]. Among the quantitative study design 

articles, mostly was a cross-sectional study [13], [25], [29]–

[47] and one study used quasi-experiment design [48]. A 

detailed explanation of the included articles can be seen in 

Table 1. 

3.5. Themes Emerged in The Review 

The current systematic review identified the indicator of 

women’s empowerment, which can facilitate and inhibit 

IYCF practices.  

3.5.1 Women’s empowerment as a facilitator of IYCF 

practices 

This review highlighted studies suggesting the indicator 

of women’s empowerment which facilitate IYCF practices. 

These facilitators are as follows: 1) Resources, includes sense 

of leadership [39], well-educated [13], [30], [31], [37], [42], 

[43], [48], and land ownership [48]; 2) Agency, includes 

involvement in household decision making process [42], [48]; 

and 3) Achievement, includes women stands against domestic 

violence [41], high socioeconomic status [30], [31], [37], 

[38], [48], and employment [31].  

This review identified the indicators of women’s 

empowerment from the resources dimension, which related to 

the good practice of IYCF by mother. One study mentioned 

that maternal leadership, such as the sense of self and self-

confidence significantly associated with a greater dietary 

diversity score among female children [39]. Furthermore, this 

review identified seven studies that stated that maternal 

education was significantly correlated with the child’s 

minimum dietary diversity and acceptable diet. At least, 

women should reach the finished secondary education level. 

As high as their level of education, their ability to perform a 

good IYCF practice is also increasing [13], [30], [31], [37], 

[42], [43], [48]. One study conducted in Ethiopia revealed that 

maternal land ownership had increased odds of dietary 

diversity score (DDS) among children 1.11 times [48]. 

Records identified through database searching (n=17 861):
Scopus [n=68], CINAHL [n=133], Science Direct [n=90], PubMed [n=70], and Google 

Scholar [n=17500]

Records identified through database searching (n=278):
Scopus [n=43], CINAHL [n=133], Science Direct [n=22], PubMed [n=70], and Google 

Scholar [n=10]

Not meeting the inclusion criteria: 
(n=17 583)

Duplicates removed: 
(n=42)

Study screened:
(n=236)

Irrelevant studies: 
(n=182)

Full-text articles assessed for eligibility:
(n=54)

Full-text articles excluded with 
reasons (n=31):

Child’s age > 2 years old (n=3)
Not focusing on IYCF practices 

(n=22)
Conducted in high-income countries 

(n=5)
Full-text not found (n=1)

Studies included:
(n=24)

Bibliography search:
(n=1)
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Women empowerment’s indicator from the agency 

dimension, which is related to the good practice of IYCF by 

mothers, is women’s involvement in the household decision-

making process. Two studies mentioned that children whose 

mothers involved in the household’s decision-making process 

were more likely to meet recommended meal frequency (1.5 

times) and dietary diversity (1.27 times), as compared to the 

children whose mothers did not involve [42], [48]. Moreover, 

women’s autonomy over resources also significantly 

correlated with a good score of IYCF practice. Studies from 

Uganda revealed that women with a high level of freedom in 

the movement were 1.69 times more likely to fulfil children’s 

dietary diversity, as recommended by WHO [43]. The odds 

of children’s DDS and acceptable diet score increase as 

women have a higher ability to control their lives and 

financial resources [25], [49]. 

This review mentioned three indicators of women 

empowerment from the achievement dimension, which 

facilitates the IYCF practice, including women’s ability to 

stand against domestic violence, high socioeconomic status, 

and employment. One study from Ghana stated that the score 

of women’s opinion about wife-beating legitimacy is 

positively related to children’s dietary diversity score [41]. 

Several studies mentioned that women living in a high 

socioeconomic status household or higher monthly income 

rather than average were positively associated with the child’s 

dietary diversity and acceptable diet [30], [31], [37], [38], 

[48]. Children from mothers living in the highest wealth index 

household were 5.11 times more likely to consume iron-rich 

food [38]. Also, one study revealed that a mother’s status as a 

worker also facilitates appropriate IYCF practice. A study 

conducted in Pakistan found that an employed mother was 

better at achieving the recommended score of the child’s 

acceptable diet than an unemployed mother [31].  

3.5.2 Women’s empowerment as barriers to IYCF 

practices 

This review also identified studies highlighting women’s 

empowerment indicator which inhibit IYCF practices. 

Resources, includes low or uneducated [29], [33], [35], [36], 

[40], [45]–[47], and forced to be the head of household [34]. 

Agency, includes not involved in household decision making 

process [35], [47]. Achievement, includes low socioeconomic 

status [27], [29], [32], [33], [35], [36], [39], [40], [46], [47], 

and workload [28], [29], [43], [46], [47].  

This review identified nine studies on women 

empowerment’s indicator from the resource dimension as a 

barrier to IYCF practice. Most of the studies mentioned 

uneducated or low-educated women as a significant predictor 

for child’s poor dietary diversity, unmet minimum meal 

frequency, and inadequate acceptable diet based on WHO 

recommendation [29], [33], [35], [36], [40], [45]–[47]. One 

study from Tanzania found that female-headed households 

tend to give their children a less diverse diet compared to 

those in male-headed households [34]. 

Five studies reported women’s empowerment indicators 

from the agency dimension, which can hinder the IYCF 

practice by mother. Firstly, women are not involved in the 

household’s decision-making process. Studies conducted in 

India and Sri Lanka found inadequate dietary diversity and 

meal frequency happens if the mother was not involved in the 

household decision-making process [35], [47]. Surprisingly, 

women’s physical and financial autonomy was negatively 

associated with the three feeding indicators based on WHO 

guidelines for IYCF. Women with physical autonomy have 

the freedom to move or travel somewhere, so they cannot 

keep an eye on the diet of their child who left at home [25], 

[43]. At the same time, women with the financial economy 

have the freedom to allocate money to buy food. On the 

opposite, they tend to buy less diverse food [39].   

This review mentioned two indicators of women 

empowerment from the achievement dimension, which 

inhibit the IYCF practice, including low socioeconomic status 

and working women’s workload. Several studies conducted 

in LMIC reported low social-economic status was negatively 

correlated with the achievement of children’s minimum 

dietary diversity, meal frequency, and acceptable diet. 

Women from low socioeconomic  [36], [39], low monthly 

income [32], [40], and low wealth categories household [29], 

[33], [35], [46], [47] were two times less likely to perform 

IYCF according to WHO recommendation. Lack of 

purchasing power also inhibits a mother’s ability to diversify 

children’s diet [27]. Furthermore, the workload of working 

women also becomes a barrier to perform a good IYCF 

practice. Mother who was formally employed or working 

away was 0.34 to 1.91 times less likely to give their children 

a proper diverse diet, meal frequency, and acceptable diet 

[28], [29], [43], [46], [47]. 

4. DISCUSSION 

This review found women’s empowerment indicators, which 

act as facilitators and barriers of IYCF practices. Women 

empowerment defines women’s ability to claim the resources 

available in their household, have control, participate in 

decision making, and act according to their wishes to change 

their lives to be better. The indicator of women empowerment 

is divided into three dimensions: resources, agency, and 

achievement [20], [23].  

The first dimension of women’s empowerment is 

resources. Resources include material/things in the more 

conventional economic sense and human and an institutional 

environment that enables women to make decisions, such as 

education, social capital, and asset ownership [20]. Across 24 

studies, well-educated women were highlighted as the 

essentials indicator that empowers women to perform 

adequate IYCF practice. There were seven studies found that 

women with secondary or higher-level education had greater 

odds of feeding their children based on the WHO guidelines 

(meet minimum dietary diversity and minimum meal 

frequency). It is possible, as education plays a vital role in 

raising women’s ability to make decisions [50]. Education 
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shapes women to be more confident and refuse disadvantaged 

traditional beliefs and practices regarding IYCF [51]. It also 

increases women’s awareness to promote appropriate IYCF 

practice [52]. Women should be supported to finish the 

secondary level education, at least. To provide them with the 

ability to decide properly regarding IYCF practices. 

Several studies mentioned a sense of leadership and land 

ownership as an indicator of women’s empowerment from the 

resource dimension, which is significantly related to IYCF 

practice. Maternal leadership referred to the assertiveness and 

actions which indicate women’s sense of self-security, such 

as a sense of self as a respected member in the household and 

self-confidence [39]. Women with high self-confidence are 

better at determining decisions that enhance health and 

positively affect their child’s nutritional status [53]. On the 

opposite, women with low self-confidence may have 

difficulty perceiving the need to perform health care, much 

less gathering their confidence to act on that need [39]. 

Moreover, one study in Ethiopia reported that land ownership 

is also important to increase of high dietary diversity [48]. 

When women have authority over the resources, their sense 

of self and self-confidence will also increase. For this reason, 

it is necessary to strengthen the role of women and their 

authority within the households, so they will be more 

confident in performing appropriate IYCF practice for their 

children. 

The second dimension of women’s empowerment is an 

agency. Agency means the ability to think critically and to 

make decisions independently [20]. This review reported 

women’s involvement in the household decision-making 

process and women’s autonomy over resources to indicate 

women’s empowerment from the agency dimension 

associated with IYCF practice. In most families, a mother has 

an essential role in child feeding [54]. So, women’s 

participation in their household issues is important, as they 

have easy and free access to their household resources, they 

can feed their children more frequently, according to WHO 

recommendation. Women’s autonomy referred to women’s 

freedom to make choices and control over their life 

(movement, finance, and others) [25], [49]. As women have 

the autonomy to choose, they can choose the right or wrong 

thing regarding IYCF practices [25]. Women who had 

financial freedom can allocate money and purchase food for 

their children’s benefit [39]. Women who had mobility 

freedom can travel to the market to buy healthy food for their 

children [43], [49]. So, mothers should use their freedom as 

much as possible to meet the nutritional needs of children.  

The third dimension of women’s empowerment is an 

achievement. Achievement is a manifestation of using the 

agency, for example, employment, not tolerating domestic 

violence, and providing time for childcare [23]. The high 

socioeconomic status of the household is also mentioned in 

five studies as an indicator of women’s empowerment, which 

facilitates IYCF practices. At the same time, ten studies found 

that low socioeconomic status can inhibit IYCF practices. 

Women from the household with high socioeconomic status 

were more likely to improve dietary diversity, higher 

frequency of food intake, and meet minimum acceptable diet 

in feeding their children. Higher socioeconomic status means 

higher monthly income and a higher ability to choose healthy 

food [55]. Living in a high socioeconomic status household is 

an important indicator of women’s empowerment from the 

achievement dimension, empowering women to provide 

appropriate IYCF practices for their children.  

This review also found women’s workload as an indicator 

of women empowerment, which inhibits IYCF practices. Five 

studies mentioned that working mother was more likely 

unmet minimum meal frequency and acceptable diet. Mothers 

also reported that they were feeding their children with cheap 

processed food that was not adequate in nutrition [28].  

The limitation of this systematic review includes the 

exclusion of paper not published in English due to author’s 

limitations which would have added the diversity of findings, 

did not explore grey literature which may relate to the study 

topics, and did not involve a librarian to help in searching 

potential articles for this review. These limitations mean this 

review is possibly not comprehensive. However, this review 

can be used as an evidence to guide research in the future, to 

improve health promotion strategies, and to enhance public 

policy regarding women empowerment and IYCF practice. 

The main strength of this review is that we covered studies 

from the different region of LMIC. We also searched studies 

from five top-tier databases, makes it possible to get high 

quality research. 

5. CONCLUSIONS 

Well-educated women and high socioeconomic status of the 

household is an important indicator of women’s 

empowerment for appropriate IYCF practice. Women’s 

involvement in the household decision-making process was 

also needed to ensure the household’s resources to support 

optimal IYCF practices. Although women’s employment can 

increase income, which facilitates the IYCF practices, their 

workload should be limited, so they still have time to provide 

optimal IYCF practices to their children. This review also 

identified women’s autonomy over resources to indicate 

women’s empowerment, facilitating, and inhibiting IYCF 

practices. Future research and empowerment intervention to 

improve IYCF should address these findings. 
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