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Abstract

Objectives: To identify groups within Dhaka slums that report similar patterns of
livelihood, and to explore nutritional and health status.
Design: A random sample of households participated in a longitudinal study in 1995–
1997. Socio-economic and morbidity data were collected monthly by questionnaire
and nutritional status was assessed. Cluster analysis was used to aggregate
households into livelihood groups.
Setting: Dhaka slums, Bangladesh.
Subjects: Five-hundred and fifty-nine households.
Main outcome measures: Socio-economic and demographic variables, nutritional
status, morbidity.
Results: Four livelihood groups were identified. Cluster 1 ðn ¼ 178Þ was the richest
cluster with land, animals, business assets and savings. Loans as well as income were
higher, which shows that this group was credit-worthy. The group was mainly self-
employed and worked more days per month than the other clusters. The cluster had
the second highest body mass index (BMI) score, and the highest children’s nutrition
status. Cluster 2 ðn ¼ 190Þ was a poor cluster and was mainly dependent self-
employed. Savings and loans were lower. Cluster 3 ðn ¼ 124Þwas the most vulnerable
cluster. Members of this group were mainly casual unskilled, and 40% were female-
headed households. Total income and expenditure were lowest amongst the clusters.
BMI and children’s nutritional status were lowest in the slum. Cluster 4 ðn ¼ 67Þ was
the second richest cluster. This group comprised skilled workers. BMI was the highest
in this cluster and children’s nutritional status was second highest.
Conclusions: Cluster analysis has identified four groups that differed in terms of socio-
economic, demographic and nutritional status and morbidity. The technique could be
a practically useful tool of relevance to the development, monitoring and targeting of
vulnerable households by public policy in Bangladesh.
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Undernutrition is not randomly distributed within a given

population, but is a dimension of poverty. The ability of a

household to command sufficient resources for food and

basic needs is largely dependent upon its social, material

and economic conditions. Studies conducted in urban areas

of developing countries have demonstrated that under-

nutrition in children is associated with low income1–5,

low assets1,6, morbidity2,6–9, employment1, total house-

hold expenditure5, low education of the mother3,6,10–13,

social networks11, housing status9,13–15 and sanitation14.

Demographic variables including household size10,12,

birth order3,13 and female gender2,7,10,15,16 are also

associated with undernutrition.

Such studies, however, provide little information that

could be of assistance in designing strategies for alleviating

poverty in vulnerable groups. The links between socio-

economic status, poor nutrition and health are inad-

equately understood and many conventional interventions

have failed to have the desired effect17. Several conceptual

frameworks have been proposed for the identification of

vulnerable groups, but few have been tested empirically

for their ability to identify such groups within urban labour

markets1,18,19.

In this paper we test the hypothesis that livelihood

groups differentiate economic, social and demographic

variables, and predict health and nutritional outcomes in

children and adults. We apply the multivariate statistical

technique of cluster analysis to data collected in the Urban

Livelihoods Study, a multidisciplinary research study

exploring the environmental, material and social
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conditions of an urban slum settlement in Dhaka City,

Bangladesh.

Methods

Setting

Dhaka is the national capital and the largest city of

Bangladesh. Thirty million people, over 20% of the total

population of Bangladesh, live in urban areas. By the year

2005 this figure will have risen to 46 million, and by 2015

projections indicate that 68 million (more than a third of

the total population of Bangladesh) will live in urban

areas20,21. In the absence of commensurate industrial-

isation and on account of little planned urban or spatial

development, this rapid expansion of the urban popu-

lation has serious implications for physical and socio-

economic conditions of the country’s cities20. The number

of slum settlements has grown rapidly in recent years and

the urban poor are now estimated at around 11 million, or

37% of the urban population21,22.

The gross national product (GNP) in 1998 was US$ 44

billion ($350 per capita) and the rate of growth through the

1990s was 5%. However, there is a highly uneven

distribution of wealth and this is not being reduced by

economic growth. The Gini Index in 1992 was 28.3, with

the lowest 10% consuming 4.1% and the richest 10%

consuming 23.7%. Fourteen per cent of the urban

population lives below the national poverty line and the

largest gap between rich and poor is in the urban

areas20,21.

The Urban Livelihoods Study is based in the slum

settlements of Mohammadpur subdistrict. Agargoan

includes the biggest slum in Mohammadpur. The land is

owned by the government but has been occupied

informally by squatters for over 20 years. Central

Mohammadpur includes slums in Rayer Bazaar, Jafrabad,

Pisciculture, Adabar and Pulpar Bottola areas. Most of the

slums in this area consist of poor housing within middle

and lower-middle class residential housing settlements.

Private landlords own most, though some are on disputed

land. Finally, Beri Badh is the peripheral area of

Mohammadpur. The settlements developed along the

Buri Ganga river embankment of the Dhaka City Flood

Protection Scheme, constructed in 1988–89. The embank-

ment is government-owned land, with slums adjacent to

the embankment situated on privately owned land.

Study design

The Urban Livelihoods Study is based on two sets of

interrelated activities: quantitative data collection on a

panel of around 850 households (the quantitative panel

survey) and qualitative studies that explore the same study

objectives within selected slum settlements in the study

area. The quantitative panel survey used a cluster random

sample. Twenty-five clusters of households were sampled

across Mohammadpur thana. The sample size calculations

were based on planned tests of hypothesised differences

between child and adult nutritional status in different

livelihood groups.

Following initial registration in November 1995, house-

holds were visited every month until April 1997. A monthly

questionnaire was administered to collect information on

the residency status and demographic characteristics of

household members, anthropometric status, morbidity,

food expenditure, work participation, absence from work

because of ill health, food expenditure and self-perceived

financial situation. In addition, every three months, a

longer questionnaire was administered to collect

additional information on savings and debts, income

from employment and other sources, gifts and remit-

tances, ownership of assets including land and animals,

school attendance, group membership, stocks of food and

household expenditure.

Data analysis

Cluster analysis was used to identify livelihood groups

amongst slum households participating in the study. More

widely used techniques such as regression analysis were

not suitable because of co-linearity among the variables of

interest. The clustering technique used was a hierarchical

agglomerative (or stepwise) method available in SPSS for

Windows. A major advantage of hierarchical clustering

algorithms is that results are presented in the form of a

dendogram. This aids the investigator in exercising

judgements on the number of clusters that exist or are

useful for the purpose at hand. Ward’s method was used as

suggested by Everitt23. In Monte Carlo studies, Ward’s

method has been found to be the most robust clustering

method using a similarity matrix based upon squared

Euclidean distances24,25.

A number of economic and demographic variables were

entered into the cluster, including: land, animals, labour

days worked per month, savings and debts, income,

business assets, occupational group, days off because of

illness, household type (male or female head), household

size, earner/dependency ratio. Continuous variables were

standardised by converting to the standard normal deviate.

A stepwise fusion of cases based upon the squared

Euclidean distance was computed and the clustering

coefficient was used to indicate the stage on the

agglomeration schedule where large changes between

fusions were evident as compared with immediately

preceding stages4.

We formally tested the stability of the cluster solution.

Two methods were used: (1) analysis to test the degree of

association between group membership assigned by

cluster and that assigned by discriminant analysis and (2)

randomly splitting the data in two, clustering separately in

each subset and comparing cluster membership in the split

samples.

Statistical comparisons were made across the clusters for

reported socio-economic and demographic variables.
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Parametric one-way analysis of variance (ANOVA)26 was

used to test for between-group differences in mean values,

and categorical variables were tested by chi-square tests.

Where the expected cell size was under five, Fisher’s exact

test26 was used. Measures of nutritional status and

morbidity were available for individuals within clusters.

Means and standard errors (SEs) were calculated for body

mass index (BMI), morbidity and nutritional indices of

children, and comparisons across clusters were made

using ANOVA.

Results

Identification of clusters

Four large clusters were identified comprising 90% of the

households studied. The degree of association between

group membership assigned by cluster and by discriminant

analysis using the samevariableswas 85%.Therewas a good

level of agreement between the cluster solutions when the

procedure was run on split samples from the original data.

The clusters

Socio-economic, demographic and occupational variables

are presented by cluster in Tables 1 and 2.

Cluster 1 ðn ¼ 178Þ was the richest group. The group

owned more land and animals, by far the most business

assets, and earned the highest incomes. Total expenditure,

savings and loans were higher than in other clusters. The

incomes of men and women were similar, but women had

more business assets, greater savings and bigger loans

than did men. The cluster had the highest mean household

size and the earner/dependency ratio was second highest

amongst the clusters. The majority of cluster members

were self-employed with a substantial minority in

permanent work. Cluster members worked more days

per month than members did in any other cluster.

Cluster 2 ðn ¼ 190Þ had the least land and animals.

Business assets were very low in this cluster. Income,

savings and loans were amongst the lowest. The income of

men was greater but loans were less than those of the

women. This cluster had the lowest household size and

amongst the lowest earner/dependency ratio. The cluster

comprised entirely of dependent self-employed people

(where employment is contingent upon others providing

goods or credit for sale or production).

Cluster 3 ðn ¼ 124Þ households owned some land and

animals but less than cluster 1. Men and women owned

business assets and these exceeded business assets owned

by members of cluster 2 or cluster 4. Incomes and

expenditures were low in this cluster. Men had the highest

levels of savings amongst the clusters, but women had the

lowest level of savings. The earner/dependency ratio was

low and a sizeable subgroup of the households in this

cluster were female-headed. Women in this cluster worked

fewer days per month than did women in any other

cluster. The mode of occupation in this cluster was almost

entirely casual unskilled work.

Cluster 4 ðn ¼ 67Þ had some land and animals, but less

than cluster 1. Business assets were lowest after cluster 2,

but incomes and expenditures were high. Men had the

highest level of loans and the lowest level of savings

amongst the clusters. Women had the lowest level of loans

and the highest level of savings after women in cluster 1.

The earner/dependency ratio in cluster 4 households was

high, households were male-headed and earners were

mainly casual skilled workers.

Table 1 Socio-economic variables by cluster

Cluster 1
ðn ¼ 178Þ

Cluster 2
ðn ¼ 190Þ

Cluster 3
ðn ¼ 124Þ

Cluster 4
ðn ¼ 67Þ

Variable Self-employed
Dependent

self-employed

Casual
unskilled, female

head
Casual
skilled P*

Land in bighas†, mean (SE) 0.27 (0.01) 0.15 (0.04) 0.20 (0.05) 0.24 (0.03) ,0.036
Animals, mean (SE) 0.31 (0.03) 0.02 (0.01) 0.12 (0.03) 0.12 (0.02) ,0.0001
Men’s business assets in taka‡, mean (SE) 3090 (426) 79 (49) 355 (154) 179 (123) ,0.0001
Women’s business assets in taka, mean (SE) 6181 (1515) 98 (45) 334 (138) 174 (145) ,0.0001
Men’s savings in taka, mean (SE) 571 (163) 369 (122) 610 (268) 351 (125) ,0.0001
Women’s savings in taka, mean (SE) 820 (318) 340 (107) 134 (42) 473 (135) ,0.102
Men’s loans in taka, mean (SE) 266 (38) 226 (38) 283 (68) 522 (125) ,0.026
Women’s loans in taka, mean (SE) 485 (139) 272 (68) 215 (56) 157 (48) 0.030
Men’s income/per consumption unit in taka, mean (SE) 892 (75) 740 (123) 660 (54) 881 (105) ,0.0001
Women’s income/per consumption unit in taka, mean (SE) 858 (60) 657 (56) 564 (52) 838 (104) ,0.0001
Total expenditure/per consumption unit in taka, mean (SE) 578 (37) 573 (14) 510 (21) 568 (23) ,0.0001
Food expenditure/per consumption unit in taka, mean (SE) 466 (12) 499 (13) 436 (17) 536 (33) ,0.0001
Male work days/month, mean (SE) 25.5 (0.6) 21.1 (0.8) 20.3 (1.2) 21.1 (1.6) ,0.0001
Female work days/month, mean (SE) 25.0 (0.7) 21.5 (0.7) 18.3 (1.8) 20.7 (1.1) ,0.0001

* Probability that differences between groups arose by chance.
† One bigha is approximately one-third of an acre.
‡ 100 taka is worth approximately $2.
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Nutritional status and morbidity

Table 3 presents adult BMI, children’s nutritional status

and morbidity by cluster.

Cluster differentials for BMI were highly significant, with

cluster 4 having the by far the highest BMI and cluster 3

having the lowest ðP , 0:0001Þ: Child nutritional measures

weight-for-age ðP , 0:0001Þ; height-for-age ðP , 0:0001Þ

and weight-for-height ðP , 0:0001Þ were all low for

children in cluster 3 compared with children in other

clusters. Children in cluster 1 and cluster 4 tended to be the

better nourished, with those in cluster 2 occupying an

intermediate position.

The pattern of illness did not reflect the distribution of

poor nutritional status between clusters, although statistic-

ally significant differentials were present. For fever, cluster

1 suffered the least sickness days in any two-week period,

while the burden of illness was similar in the other clusters

ðP , 0:015Þ: For diarrhoea, the greatest number of days

with diarrhoea in any two-week period was in cluster 3,

with similar levels in cluster 4 and less in clusters 1 and 2

ðP , 0:010Þ:

Discussion

Clustering methods are multivariate statistical procedures

that start with a dataset containing information about a

sample of units and attempt to reorganise these into

relatively homogeneous groups. The approach is particu-

larly useful when data exhibit co-linearity and regression

techniques prove unhelpful. A number of economic and

demographic variables were entered into the model,

including: land, animals, labour days worked per month,

savings and debts, income, business assets, occupational

group, days off because of illness, household type,

Table 2 Demographic and occupational characteristics by cluster

Cluster 1
ðn ¼ 178Þ

Cluster 2
ðn ¼ 190Þ

Cluster 3
ðn ¼ 124Þ

Cluster 4
ðn ¼ 67Þ

Variable Self-employed
Dependent

self-employed

Casual
unskilled, female

head
Casual
skilled P *

Household size, mean (SE) 5.26 (0.15) 4.34 (0.12) 4.63 (0.18) 4.47 (0.17) ,0.0001
Household type

Female-headed 2 0 49 0 ,0.0001
Male-headed 176 190 75 67

Earner/dependency ratio, mean (SE) 2.20 (0.13) 1.99 (0.10) 1.58 (0.13) 2.23 (0.15) ,0.004
Men’s occupational category

Permanent work 10 0 0 0 ,0.0001
Casual skilled 1 0 0 35
Casual unskilled 1 0 48 0
Self-employed 63 0 5 0
Dependent self-employed 5 96 5 0
Family worker 0 0 0 2

Women’s occupational category
Permanent work 22 0 0 0 ,0.0001
Casual skilled 1 0 0 27
Casual unskilled 0 0 55 0
Self-employed 63 1 2 0
Dependent self-employed 12 93 9 0
Family worker 0 0 0 3

* Probability that differences between groups arose by chance.

Table 3 Body mass index (BMI), children’s nutritional status and morbidity

Cluster 1
ðn ¼ 178Þ

Cluster 2
ðn ¼ 190Þ

Cluster 3
ðn ¼ 124Þ

Cluster 4
ðn ¼ 67Þ

Variable Self-employed
Dependent

self-employed

Casual
unskilled, female

head
Casual
skilled P *

BMI, mean (SE) 19.1 (2.5) 18.8 (2.0) 16.3 (0.5) 26.1 (3.3) ,0.0001
WAZ, mean (SE) 23.25 (3.8) 23.58 (4.1) 25.21 (5.2) 23.20 (3.7) ,0.0001
HAZ, mean (SE) 22.30 (1.4) 22.10 (2.3) 23.18 (3.2) 22.25 (1.6) ,0.0001
WHZ, mean (SE) 22.19 (4.5) 22.30 (5.5) 23.25 (4.9) 22.20 (3.4) ,0.0001
Days off ill

With fever, mean (SE) 1.50 (0.51) 1.82 (0.07) 1.88 (0.08) 1.90 (0.02) ,0.015
With diarrhoea, mean (SE) 3.50 (1.02) 3.17 (0.48) 7.00 (3.61) 6.50 (1.50) ,0.010

*Probability that differences between groups arose by chance.
WAZ – weight-for-age Z-score; HAZ – height-for-age Z-score; WHZ – weight-for-height Z-score. Reference: National Center for Health Statistics (NCHS).
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household size and earner/dependency ratio. Four

livelihood groups were identified and stability of clusters

was demonstrated by an associated discriminant analysis

and by comparing cluster solutions in split samples.

Many analyses assume that slum populations are

homogeneous27–29. In contrast, this analysis demonstrates

that there are relatively well-defined livelihood groups

within urban slum populations, each with particular

economic, demographic and social characteristics. Fur-

thermore, these livelihood groups were also differentiated

with respect nutritional status and illness experience, with

the worse nutritional status in the poorest group19,30–35.

The value of this form of appraisal is that it does not

prejudge the outcome – the most vulnerable categories

emerge. A fortiori, it becomes clear that the use of

continuous variables related to ‘wealth’ provide a poor fit

with the ways households are differentiated by nutritional

and health outcomes. However, other characteristics were

identified that associated with vulnerability, notably

dependence on casual unskilled employment and being

a female-headed household.

The patterns of income, expenditure, occupation and

dependency in the various livelihood groups offer an

insight into the dynamic and interrelated nature of

livelihood strategies that is lost in traditional multivariate

analysis. From the perspective of public policy a more

integrated analysis is important. Interventions can then be

designed more effectively, so as to strengthen and

complement people’s own efforts to manage adversity.

This is important if resources are severely constrained and

essential if people are to participate in the process of

change, rather than receiving aid as passive recipients.

Cluster analysis can help policy makers better understand

the complexity of people’s lives and to can guide them in

the design of poverty alleviation strategies which take this

complexity into account. This kind of exercise, conducted

at the beginning of a study or policy intervention, could

also be useful in providing the basis for long-term

monitoring of panels of households and interventions.

In conclusion, cluster analysis has shown that slum

populations are not homogeneous. Rather, there are more

or less well-defined livelihood groups within slum

populations, each with particular economic, demographic

and social characteristics. The groups were also differ-

entiated with respect to nutritional status and experience

of illness. Cluster analysis could be a useful tool of

practical relevance to the identification, monitoring and

targeting of vulnerable households for public policy

interventions in Bangladesh.

Acknowledgements

This study was sponsored by the Department of

International Health (UK). Thanks to Professor Andrew

Haines for valuable suggestions during preparation of the

paper and to Dr Edward Clay for constructive and useful

comments as a referee.

Urban Livelihoods Study

The Urban Livelihoods Study (ULS) is a collaborative

project between Proshika, the London School of Hygiene

and Tropical Medicine (LSHTM) and Bath University. The

study is funded by the Department of International

Development (UK). The ULS Team includes:

ULS Steering Committee – Dr Qazi Faruque Ahmed

(Proshika Co-Chair), Dr Jane Pryer (LSHTM Co-Chair), Dr

Geoff Wood, Mr Shahabuddin, Dr Sarah Salway, Mr Iqbal

Alam Khan, Mr Matthew Kiggins, Mr Mahbubul Karim,

Professor Nazrul Islam and Dr Oona Campbell

Proshika Team Members

. Proshika Project Director: Mr Md Shahabuddin

. Project Co-ordinator (Qualitative): Mr Iqbal Alam Khan

. Qualitative Researchers: Ms Sonia Jesmin, Mr Azmal

Kabir Kazal, Ms Mottahera Nasrin, Mr AEA Opel

. Quantitative Research Officers: Dr Ataur Rahman, Ms

Shahana Rahman

. Database Manager: Mr Mostafa el Helal

. Supervisors: Mr SM Zubair Ali Khan, Mr Akramul Islam

. Interviewers: Mr Shahajahan Hossain, Ms Rifat Aara, Mr

Md Salim, Ms Dilafroze, Ms Rezina Khan Ratna, Ms

Rafeza Shaheen, Mr Patrick Rozario, Ms Afsari Begum,

Mr Tasbir-ul-Hasnain, Mr Moniruzzaman, Mr Md Ataul

Islam, Mr Dayal Chandra Das, Mr Golam Firoz, Ms

Nurun Nahar, Ms Namita Chakravarti, Mr Chandon

Banik, Mr Mustafiz Ali Khan, Ms Shahina Khan, Ms Asma

Begum, Mr Mahbubal Alam

. Data Entry Clerks: Mr Md Helaluddin Farid, Ms Nargis

Akter, Mr Md Sohel Ahmed Tarafder, Ms Monira Islam

. Mapping Team: Ms Rifat Aara, Mr Arif Hossain Khan, Mr

Md Mainul Islam

LSHTM Team Members

. Team Leader: Dr Jane Pryer

. Project Co-ordinator (Quantitative): Dr Sarah Salway

. Project Co-ordinator (Epidemiology): Mr Matthew

Kiggins

. Epidemiology Adviser: Dr Oona Campbell

Bath University Team Members

. Qualitative Adviser: Dr Geoff Wood

. Student Placement: Ms Emily Delap

References

1 Pryer JA. Socio-economic and environmental aspects of
undernutrition and ill-health in an urban slum in
Bangladesh. PhD Thesis, University of London, London,
1990.

2 Huttly SRA, Victora CG, Barros FC, Teixeira AMB, Vaughn PJ.
The timing of nutritional status determination: implications

Livelihoods, nutrition and health in Dhaka slums 617

https://doi.org/10.1079/PHN2002335 Published online by Cambridge University Press

https://doi.org/10.1079/PHN2002335


for interventions and growth monitoring. Eur. J. Clin. Nutr.
1991; 45: 85–95.

3 Jongpiputvanich S, Poomsuwan P, Phittayanon P. Prevalence
and risk factors of protein energy malnutrition (PEM) in pre-
school children of Klong-Toey Slum, Bankok, Thailand.
J. Med. Assoc. Thailand 1992; 75(1): 39–44.

4 Khin-Maung U, Khin M, Wai NN, Hman NW, Myint TT, Butler
T. Risk factors for the development of persistent diarrhoea
and malnutrition in Burmese children. Int. J. Epidemiol.
1992; 21(5): 1021–9.

5 Engle PL. Influences of mother’s and father’s income on
children’s nutritional status in Guatemala. Soc. Sci. Med.
1993; 37(11): 1303–12.

6 Ricca JA, Becker S. Risk factors for wasting and stunting
among children in Metro Cebu, Philippines. Am. J. Clin.
Nutr. 1996; 63: 966–75.

7 Mbago MCY, Namfua PP. Some determinants of nutritional
status of one- to four old children in low income areas in
Tanzania. J. Trop. Paediat. 1992; 38: 299–306.

8 Defo BK, Young TB. Correlates of malnutrition among
children under 2 years of age admitted to hospital in
Yaounde, Cameroon. J. Trop. Paediat. 1993; 39: 68–75.

9 Madzingira N. Malnutrition in children under five in
Zimbabwe: effects of social-economic factors and disease.
Soc. Biol. 1995; 42(3–4): 239–46.

10 Doan RM, Bishatarat L. Female autonomy and child
nutritional status: the extended family residential unit in
Amman. Soc. Sci. Med. 1990; 31(7): 783–9.

11 Lima M, Figuira MD, Ebrahim GJ. Malnutrition among
children of adolescent mothers in a squatter community of
Redclife, Brazil. J. Trop. Paediat. 1990; 36: 14–9.

12 Rao KV, Balakrishna N. Discriminant function analysis: a
case study of some socio-economic constraints on child
nutrition. Indian J. Med. Res. 1990; 92: 66–71.

13 Engle PL. Maternal work and child care strategies in peri-
urban Guatemala: nutritional effects. Child Dev. 1991; 62(5):
954–65.

14 Islam MA, Rahman MM, Mahalanabis D. Maternal and socio-
economic factors and the risk of a severe malnutrition in a
child: a case–control study. Eur. J. Clin. Nutr. 1994; 48:
416–24.

15 Thaver IH, Ebrahim GJ, Richardson R. Infant mortality and
undernutrition in the squatter settlements of Karachi. J. Trop.
Paediat. 1990; 36: 135–40.

16 Ramphlele MA, Helap M, Trollip DK. Health status of hostel
dwellers, part iii. Nutritional status of children 0–5 years.
S. Afr. Med. J. 1991; 79: 705–9.

17 Harpham T, Lusty T, Vaughan P. The Shadow of the City:
Community Health and the Urban Poor. Oxford: Oxford
Medical Publications, 1988.

18 Hariss B, Gillespie S, Pryer J. Poverty and malnutrition at

extremes of South Asian food systems. Economic and
Political Weekly 1990; 2783–99.

19 Pryer J. Nutritionally vulnerable households in the urban
slum economy: a case study from Khulna, Bangladesh. In:
Schell LM, Smith M, Bilsborough A, eds. Urban Ecology and
Health in the Third World. Cambridge: Cambridge
University Press, 1993.

20 Government of Bangladesh. Report of the Task Forces on
Bangladesh Development Strategies for the 1990s. Vol. 3.
Developing the Infrastructure. Dhaka: Government of
Bangladesh, 1992.

21 World Bank. Entering the 21st Century. World Development
Report, 1999/2000. Oxford: Oxford University Press, 1999.

22 Islam N, ed. Addressing the Urban Poverty Agenda in
Bangladesh. Dhaka: Asian Development Bank/University
Press Ltd, 1997.

23 Everitt B. Cluster Analysis. London: Heineman Educational
Books, 1980.

24 Blashfield RK. Mixture models tests of cluster analysis:
accuracy of four agglomerative hierarchical methods.
Psychol. Bull. 1979; 83(3): 377–88.

25 Aldenderfer MS, Blashfield RK. Cluster Analysis. Quantitative
Applications in Social Sciences Series. London: Sage
Publications, 1984.

26 Armitage P. Statistical Methods in Medical Research. Oxford:
Blackwell, 1983.

27 Centre for Urban Studies. The Urban Poor in Bangladesh.
Dhaka: Department of Geography, University of Dhaka,
1989.

28 Miah MAQ, Weber KE, Islam N. Upgrading a Bustee
Settlement in Bangkok, Thailand. Bangkok: Division of
Human Settlements, Asian Institute of Technology, 1988.

29 Madjumder PP, Mamud S, Asfar R. Squatter Life in the
Agargoan Area. Dhaka: Bangladesh Institute of Develop-
ment Studies, 1989.

30 Ecob R, Davey Smith G. Income and health: what is the
nature of the relationship? Soc. Sci. Med. 1999; 48: 693–705.

31 Vagero D. Health inequalities as a policy issues – reflections
on ethics, policy and public health. Sociol. Health Illness
1995; 17(1): 1–19.

32 Kanbur SMR. Malnutrition and poverty in Latin America. In:
Dreze J, Sen A, eds. Endemic Hunger. Vol. 3. Oxford: Oxford
Press, 1991.

33 Townsend P, Davidson N, eds. The Black Report. London:
Penguin Books, 1990.

34 De Vasconcellos MTL. Body mass index: its relationship with
food consumption and socio-economic variables in Brazil.
Eur. J. Clin. Nutr. 1994; 3(Suppl. 3): S115–23.

35 Delpeuch A, Cornu JP, Massamba P, Trissac P, Maire B. Is
body mass index sensitively related to socio-economic status
and economic adjustment? A case from the Congo. Eur.
J. Clin. Nutr. 1994; 48(Suppl. 3): S148–54.

JA Pryer et al.618

https://doi.org/10.1079/PHN2002335 Published online by Cambridge University Press

https://doi.org/10.1079/PHN2002335

