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To : Chairman, Research Review Coqpittee

July 11, 1990
From : K.M.A., Aziz
P.I. Maternal Educatlion and &hiy)d Care

Subject : Status Report of Protocol No. 23-023 QMA;)

With reference to the above protocol I would like to
submit to you its status report.

The field activities of the research have been
completed in due time. Data coding, editing, entry,
verification have been completed and are being
processed for analysis.

Principal Investigator Dr., Diana R. Silimperi is
working on them. The report is expected to be ready
within about three months,. The report on focus group
discussion results has been submitted to the RRC. '

The details of the Field QOperation and Data Management
are enclosed for your information.

Thanks.

cc: Acting Head, CHD
Project Director, UVD
Dr. Diana R. Silimperi
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Maternal Education and Child Care Study

Details of the Field Operation and Data Management

Field Operation

I.

IT.

IIT.

Iv.

Focus Croup Discussion

{a) Rural area:

{1) Educated Mothers

{2) Non-educated Mothers
{b) Urban aresa:

{1) Educated Mothers

(2) Non-educated Mothers

Questionnaire Interview

{a) Rural area:
{1} Educated Mothers
{2) Non-educated Mothers

(b) Urban area:
{1) Educated Mothers
{2} Non-educated Mothers

Observation before Questionnaire survey

(a) Rural area:
(1) Educated
{2)  Non-educated

{b) Urban area:
(1) Educated
{2) Non-educated

Observation of the Questionnaire survey (to
child diarrhoea)

{a) Rural area:
{1) Educated
(2} Non-educated

(b} Urban areasa:

{1} Educated
(2)

Non-educated

B =

- 4 sessions
- 4 sessions

~ 4 sessions
- 4 sessions

- 200
- 200

acute episode of
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Data Cleaning

1. Focus Croup Discussion has been completed:
{a) Transmission
{b) Translation

{c) Report writing {submitted to RRC)

II. Questionnaire survey has been completed:
{a) Coding

{b} Data entry

{(c) Verification

{(d} Frequency distribution of all variables

III. Observation has been completed:
{a) Editing
{b) Data entry
{c) Verification

{d) Freguency Distribution of all variables

. RECE/VED 0 2 JUN 2005
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The certificate below is to be filled out and then signed by all Principal
Investigators of the protocol and attached to the report form.

CERTIFICATE:

I hereby confirm that the study No,88_023$REVised? entitled "Eaternal Educatior
and Child Care: A study of mechanisms of impact 1A Urban

and Rural Areas"

described in' the report, was carried out in conformance ,with the

recommendations for clinical trial and research in man, as set forth in

the “"Declaration of Helsinki".

Before conduction of the Stuéy, the nature,

' the purpose and the risks of the research involved were explained to all

subjects and their written/verbal consents were obtained.

Signature of (first)

Principal Investigator: (:2})x349-/<i3£:4$;¢54u4
”

with date. .
1
Signature of (second, if
any)Principal Investigator: i
with date. o~ T <

Signature of (third, if any)
Principal Investigator:

with date. ’
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knowledge was found to be unexpectedly ;high among all categories

D&

FOCUS ON MATERNAL EDUCATION AND CHILD SURVIVAL:
THE ROLD OF FOCUS GROUPS AS A TOOL IN COMPARATIVE RESEARCH

Barbara Parker, Ph.D.
Diana Silimperi, M.D.

SUMMARY

The Focus Group Discussion, though not an appropriate tooil
for nypothesis testing, can bé of value in establishing differing
patterns of belief and reported behavior that are characteristic
of groups which share common traits, such as literacy or
urban/rural residence. Sixteen Focus Group Discussions were held
in the exploratory phase of =z séudy ;f the relationship between
maternal education and child care among urban and rurail mothers,
conducted by fhe Urban Volunteer Project of the International
Centre for Diarrhoeal Diseases, Bangladesh. Four of these sessions
included only urban educated {class 3-5) mothers, four only rurail
uneducated mothers, four included only rural educated mothers, and
four only rural uneducated mothers. Responses of all four
categories of mothers to gquestions related to child care, hvgiene,
nutrition, treatment-seeking and family decision-making were
compared in order to identify between-category differenceé, if any,

in health knowledge, beliefs and reported practices. Health

of mothers, in part due to the activities of NGOs; but this
knowledge coexists with traditional beliefs ang practices which
could be health damaging. in addition to identifying common
beliefs and perceptions, the discuszion results acted as a

preliminary asse=sszment of established hypotheses by spotlighting



actual differences in response patterns between the categories
ﬁnder study. This information contributed to the revision of
hypotheses to be tested. subsequently by guantitative methods and
to the construction of accurately focused survey instruments; and
it has also provided a basis for preliminary thought on future
nealth education interventions for uneduéated mothers in the UVP

target areas.



FOCUS ON MATERNAL EDUCATION AND CHILD SURVIVAL:
THE ROLE OF FOCUS GROUPS AS A TOOL IN COMPARATIVE RESEARCH

-Barbara'Parker, Ph.D.
- - Diana Silimperi, M.D.

Introduction

The Focus Group discussion session is a we?1'known research
tool of the business community which has recently become a popultar
technique with serQice professionals as well. It had its origin
in the context of marketing research, where discussions are very
closely ”focuéed; Upon consumers’ responses to a specific product
or to specific changes in a known product.

In nonprofit settings, such as social action or service
pﬁpgfamshha close parallel. is. found in.the use of Focus Groups
for program'eva1uation [1].. While researchers in the business
sector. solicit consumer reactions to a commercial product, program
evaluators ask. consumers. of éervices*(such‘as family planning.
services) for their assessments of available services or of the
need for additional services. The application of insights
pfovided by this type-bf Focus Group session to program planning
is not appreciably different from the use of Focus Groups by

commercial enterprises in product design and promotion.

A few social science researchers have, however, utilized the __

Focus Group session to explore sefvice-re]ated issues at a more
general and analytical level. For example, the opinions and

attitudes underlying the ongoing fertility transition in Thaitand
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have been explored through the use of Focus Group sessions [2].
With this precedent in mﬁnd, a research team at the International
Centre for Diarrhoeal Research's Urban Volunteer Project (UVP)
decided to incorporgte the Focus Group strategy into a multi-phased
research project on the relationship between maternal education and
child care under urban and rpra]lbonditions in Bangladesh. . The
following describes.the UVP team’s use of this methodology to
expiore:charactecistic'patterns of response. among educated and
uneducated mothers to questions regarding health, childcare and
family decision-making roles.

The Focus Group in Comparative Research: Many practitioners

~

would argue that the Focus Group has é limited and well-defined
range of uses, and that any other application distorts its purpose
and asks more of the technigue than it was designed to deliver.
To the UVP research team, however, the discussion format abpeared
to offer a unigue opportunity to explore the shared health
beliefs, perceptions and stated norms of practice of a group of
women who are similar with regard” to certain chosen
characateristics {(in this case, educational background and rural

or urban residence). This is not a significant departure . from

~accepted _usage.. of. -the Focungnoupff¢rmatW_-TheAquestion introduced

by the UVP team, however, is this: Can Focus Group discussions be
of value 1in identifying differences between the patterns of

responses given by groups of differing compositicn toa single set
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of questions?

Clearly, the Focus Group is not a useful tool for the testjng
of hypotheses. Not only is its sample size extremely small, but
the.unit of ana1ysis itself 1s not easy to define, since individual
opinions expressed within a single group are seldom uniform. On
the other. hand, c1o§e examination of the transcribed results of
several group sessions whose members sHared certain critical traits
may reveal .patterns-or:w. regularities of response which .are not
seen, or seldom seen, among groups-whose'members’do nhot share this
trait. To reveal these reguTarities,’it 18 necessary to institute
controls for extraneous variables by insuriné that the focus group
participants do not differ on characteristics (other than those
under study) which could influence the results. To that end, the
UVP team recruited only participants who we}e similar in age and
SEs; since these were thought-to be the variables mosf 1ike1y to
confound the re?ationshﬁp between maternal education and
childcare. When controls such as tﬁese are instituted, then
identification of. key differences 1in response patterns between

designated categories of respondents can provide a basis for the

formulation of relevant hypotheses for subsequent testing by means

"—*—“““of‘questTonnaTrefsurveys'oﬁ—otﬁér-qﬁantﬁtatfve“method‘. T T
If a quantitative survey 1is planned, however, why should a
research team go to the trouble of holding Focus Group discussions

on the same set of topics? In the words of Forch- Lyon and Trost,
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"One of the major probiems is tha£ a quantitative survey js a
highly structured situation in which the respondent has to adapt
his responses to previously determined alternatives" [3]. .In an
open dispyssion, on the other hand, additional issues, questions
and points of view, some of which may be prev1ous1y unknown to the
researchers but of great significance 1in determining the behavior
of .respondents with respect to, the research topic, are free to
emerge, Nevertheless, the Focus Group d1scuss1on is not equa1 to
a Jlengthy period of part1oapant observat1on for accurately
charting the. attitudes, beliefs, and behaviors of members of a
particular community. Wwhen a Spec1f1c community is the target of
research, the Focus Group discussion questions shou]d,‘therefore,
be based,whenever possible upon previous studies which utilized
this methodology, particu1ar]y if members of the research team
do not share a common culture and language with the respondents.
As_a tool 1in comparat1ve research, then, the Focus Group
should not stand alone. It will yield best resu1ts when based on
a familiarity with anthropological information on the target

popu1atfon;_and its insights should be verified by a subsequent

aquantitative;investigationsﬁmThefFeéus Groups for the UVP- Maternal —

Education Project were designed with both of these caveats 1in
mind. The discussion questiocn guidelines for the UVP Focus Groups
drew heavily upon previous arnthropological research by one of the

Primary Investigators on the project. The ultimate purpose of the
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discussions, as the fo11owing will describe, was to check and add
to a set of hypotheses which would be tested by means of a sample
survey and observation schedute.

Maternal Educetion and Child Survival: More than a decade of

cross-cultural _research has established a strong statistical
association between maternal education and enhanced child survival
[6-27]. This association has been documenﬁed in both developed and
developing countries, including Bangladesh [10-12, 14-15, 20-211.
Little of this great body of evidence, hdwever, is useful for the
design -of extra-educational interventions to promote child
survival, since most studies have focused uponh assessment of the
role of confounding veriab1es, such as socio-economic differentials
and demographic factors (birth spacing, birth order, ﬁaternal age,
etc.), in the.materna1.education—ch11d‘survival relationship.
A1though.exist1ng evidence has refdted, at least in part, the
ciaim that this're1ationshfp is explained by one or more of these
confounding variables, the actual mechanisms threugh whjch
education impacts survivorship have yet to be identified. The
fact that a stronger relationship is found'in childhood than 1in
anancy [22-25] suggests that, while the immunological properties

of breastm11k may protect the 1nfants of both the educated and

uneducated the - surv1va1 of ch11dren who are at or beyond wean1ng“"
age depends to a greater extent on the quality and guantity of

care they receive.
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The' evidence, however, 'has. not revealed precisely how
maternal education 1nf1uencesrthe level and quality of child care.
It is not Known exactly which of the educated mother’s 'be1iefé or
behaviors fosters improved child survival. The most obvious
possibility is that knowledge derived from‘the curricula of formal
education about  nutrition, disease. prevention, and ,a11qpqthjc
medical services, is the agent responsible. The resuits of an
anthrqpo]pgica1 study [20] in Béﬁg1adesh,_however, offerﬂgvj@que
that adults who have had primary sghoo11ng generally do not retain
concrete health knowledge about disease-causing factors into the
ch11dbeéring years. Indeed, whether or not Bangladeshi gjrls
emerge from school with any understanding of nutrition and hygiene
is unknown, since the pubiic school curriculum has not been
assessed from this perspective.

The health knhowledge differentiaT_hypothesis_has not been
systematically investigated up to this point. If, however, greater
health knowledge is hot displayed by mothers whb have had primary
education, then some educational effect(s) other than formal
knowledge must contribute to the comparatively bet;er survival
rates of their children. For example, education may havé a number

of dndirect_social consequences_for_women,_some_ofnwh1ch .affect_her

ability or propens1ty to care for her child. Education gives women
new reference groups, a wider social network, and, potentially,

a greater awareness of the modern world.and its institutions and
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technologies.. On the other hand, it 1is hypothesized here that

exposure to an information-rich urban environment could mimic these

effects_of education.

caldwell, et. al. (6-9) have proposed that educated moihers

_have greater  autonomy within _the. family as a result of the

prestige attached to education, and that in conseguence, they may
pilay a more djrect.and autonomous role 1in decision-making with
regard to their. child’s diet and medical régimen. Autonomous
decision?makingymay also allow the educated mother to respond to
episodes .of illness during the critical period immediately
f011ow1ng disease onset without obtaining approval from other
family membérs. What is more, the educated mother may be more
comfortab1e_seeking treatment at impersonal medical institutions
by virtue of their contact with relatively impersonal educational
institutions in their own childhoods. Like the health knowledge
hypothesis, however, these social impact hypotheses have not been
systematically tested.

Given the ' complex nature o% the issues involved,
investigation  of the maternal education-child sﬁrvival
relationship calls for a research strategy which combines several

methodologies. Consequently, the UVP study reported here is part

Eeros iz o ]

of a mu1t1—metﬁod-examihéfi6h"OF"fﬁT§_p?ObTemT_ThE"Urban"Vo1unteerJ
Projecﬁ of the International Centre for Diarrhoeal Diseases

Research, Bangladesh, 1is a community-based .preventive health
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education and heaith service delivery system aimed at improving
child survival among the urban slum (basti) population of
Bangladesh. In addition to, service delivery, the staff of QVP
conducts research into the causes and prevention of "child
mortality, particu1ar1yldiarrhoea—re1ated mortality, in conformity
to the chartered goals of the ICbDR,B.__The ultimate objective of
the maternal education-research project_wil] pe to Qesign ang_test
interventions, based on what is learned_in the study, which can
enhance the edrviva1 of chiidren of uneducated mothers among UVP's.
target population. ‘ 7 . _ . .

The Focus. Group pertion Qf this research was orﬁgjna1]y
designed as an exploratory precursor to, end a descriptive basis
for, all other study activities. Due to the requirements of the
scientific and ethical. review processes at ICDDR,B, however, it
was finally necessary to submit e tentatiye survey gquestionnaire
and observation schedule to the internal review commiftees, along
with the Focus Group Discussion Guidelines, in order to obtain
clearance to proceed with any aspect of the research. It was
understood by the committee members, however, that the

guantitative instruments would be revised and augmented in

response to insights gained from the Focus Groups. These

F—— S

revisions and ‘additions, and thé ultimate contribution of the
Focus Group results to the quantitative instuments actually used,

are reviewed in Summary and Conclusions, below.
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Methodology

Selection and Recruitment: Sixteen groups‘jn total were held:

four discussions among urban educated mothers, four amonghurban

uneducated, four among rural educated mothers and four‘among‘the

RN

rural uneducated The goal of the discussionsrwas to assess, at

R

a very general 1eve1, the health know1edge, hea1th ‘beliefs,’

reported san1tat1on and hyg1ene pract1ces, family dec1s1on mak1ng

patterns hapd,‘att1tudes toward ‘ch11dnen,,‘of educated and

- .~ R

uneducated mothers 'Because the mobility of Bangladeshi women is

very 11m1ted the venues chosen for the sess1ons were the homes

~of commun1ty women. 1In the urban areas_these homes were generally

" those of Urban Vo]unteers‘ whi]e in the rural areas,

we11 respected fam111es w1th 1arger than average and centra11y

- - MRS

1ocated homes were recruited as hosts to the sess1ons 7
Participants were chosen from census records held at ICDDR,B.
The urban communities had been selected from among UVP’s "research
clusters,” which receive continual research surveillance 1in
connection- with the program’s inguiry dintc the factors which
influence the preva1ence of diarrhoeal disease in these

representative basti areas of Dhaka. Because UVP’s household

recordsainc1ude-datamwnr—women*s-edUCatﬁonaT“1eveT§“ahd“Taﬁﬁ7?;

socio-economic status, it was possible to select participants at
random from computerized files after controlting for SES

differences within the basti. In the rural area,' the census

w
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records of control villages from a research brojept recently been
completed by one pf the Primary Investigators‘-were utilized.
Although the working presence of UVP.and cher.NGOéxin these areas
may introduce a bias, NGO presence is common in both rural and,
especially, urban Bangladesh. The study was not -intended.to be. a
formai _eva1uation._ofrithgﬁ;impact}aofé NGOs, but- it..served
inadvertently as ah,;indirect, assessmentgﬁofllthe _abijjpy of
uneducatedg-mothersﬁhto, profit.. .from the activjﬁies of these
organizationé,(see Results, below).. B oo

Only women aged 18-35 .were choéén. By excluding the youngest
and oldest mothers, the team sought- to mitigate age bias related
to changes,in women’s educationa) access_jn recent years. Mothers
with secondary education were also eliminated because they are
nearly always members, of;, atypically prosperous.families.,- In both
the rural and urban areas,narépoﬁtgdw,educatjona]@_1eyqjs; of
participants were checked by means of a simple literacy test.

Results

General Observations: Responses to questions regarding health
and * treatment-seeking did not indicate striking differences

between the groups of educated and uneducated. This was because

__h;““__}he health knowiedge of members of all groups was higher than

expected. After it became apparentfin the first few sessions that
this was to be the case, the discussion facilitator was instructed

to end the sessions by asking the mothers where they had learned
. _

i0
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so much about health. Although a fTew mothers said that this
1nformat1on was common know]edge in their v111age, or that it had
been learned from the radio or from government. hea1th v1s1tors
most sajd they had 1earned.about health from a non-governmenta1
organization (NGO). In Dhaka, the Urban Volunteers phemse1ves were
most often named as. the source,  although.Radda, Bannen was, also
mentioned. In the fura] area, CARE was said to have been the.
primary source of health .,information. i on_ tear ~ne.-uaticna, o
It is clear that, from the viewpoint of, .the résearch
question, these data were "biased” by the presence of .intensive
health education efforts. on the part of .various NGO’s:in. the
target areas. Given the known coverage, however, .it may be
difficult to find an area of Bang1adesﬁ which Has not- seen some
program of this kind, partiqu]ar]y_in[andﬁpéar‘thqsufbanqareaq.
In fact, the presence of these {ntérventions constituted an
informal test of the hypothesis that the educated aﬁd uneducated
may differ in their receptiveness to this 1nf0rmation, or their
ability to retain and use it.

A second observation that was striking from the first was a

difference 1n_the capacity or willingness of the two categories

——0f~mothers~to;assertAthemselvesmveqhally—by—oﬁ#ep4ng;opinions=4n~—;

response to the questions. This difference was particularly
noticeable in the early portion of the sessions. At first, it

appeared that the uneducated mothers did not understand the

11
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guestions as easily. as did the educated; but the_fact that they
answefed with greateriease as.the session-pr&gressed suggests that
shyness and inhibition may have been their principle problem.

Inhibition. could have negative significance for child health
and. recovery from, illness. if.citzimpedes the -uneducated mother’s
ability to‘interfct assertively with medical personnel on behalf
of a sick child,gsgAn shy,lmétherh may. ber hesitant to reguest
information, to.ask for‘£he,repétﬁtioh,of.unc]ear instructions, or
to insist that prompt attention be_éiven to their child’'s probitem
by -hea1thl\careJ-providersﬁ_(6).”; She may- also harbor Tlower
expectations coﬁcerningzhec,ownrabiJity‘to derjve benefit from the
interaction; and expectations are known to 1nf1uenée the outcome
of any human :encounter:cr What:is: more, it %s éVident .that
governmeﬁt ansd sothgr r.health ., facilities. are underutilized,
particularly 1in urban areas.. Mothers may be unaware of the
existence of these facilities, or they may simply be fearful of
approaching them.  In éithertcase, it is suggested that timidity
and inhibition are among the invisible barriers to achievement good
health care for low-income families.

Qualities of a Good Mother:  The sessions opened with the

question: "What makes a . good mother?” In every session, mothers
mentioned keeping the child aqd/or his food and clothing clean as
qualities of a good mother. Similarly, providing for the child’s

education and feeding him properly were mentioned in virtually
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every session as .desirabile. The main difference between the

responses of the .educated ;and uneducate¢ mothefs,“if;any,.was

-found to be in the level of 'specifiéity and detail in - their

answers. - For example: - e e e e e e T

Uneducated mothers: “A good mother 1is:one whose child keeps well”

~fA,good mdther should iook éfter,her_babybwe]1, keep.
. him_c]ean»and*maintain'the,fémi?y well.”

Educated motheré:h“I will:be a good‘mqther_Whenengeep my -baby
clean, give him_clean énd pure food which I keep
well-covered; keep the bed, clothes and other things
c1ean;~and wash him every day to protect ﬁim from
illness.” T S U T e
~It is-good for the child:if he.is kept_ clean,;goocd..,
wfor._him ifghe;is‘givek éducation,;and-itzjs best for

the child if he is fed vegetables."
The greater specificity of;the_educated mothers’ answers may
have no significance other than as an. indicator of greater verbal
assertiveness and articulateness. On the other hénd, it may signal

that the educated mother has a greater ability to conceptualize

the components of good child care ¢clearly.

If so, she may be

better able to pTan and carry out a'éystematic child-care agenda;
while the uneducated mother may react in an ad hoc fashion to the

child’s needs and demands as they arise.

13
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The less detai]ea answers of the uneducated 1is not, however,

a sign of lower commitment te child care or. a less—developed 'sense

- of personal responsibility w{th'respectuté’the heaith of the

chitd. On the contrary, uneducated-mothers Tocated responsibj?ity
with the se1f.exceésive1y; that fs, even in domains over which they
did~not?actua11yehavezcontrdTn¥ Eon'éxamp1e; uneducated mothers
often offered answers such as the following:
Uneducated:mothers:fCIf&the:baby*fa]13;111,the mother is no

¢r (urban)m-*x: - - . - good." oo f
L | " Children die of diseases caused by
SIS - cérelessness:df the mother.™ - - -
'Uneducated 'mothers, then, often  assume personal guiit or
blame for child death or. ilTness-.in-'a way that 1is diffuse,
unspecific-and:fotaliﬁ_By'contrast,,the educated motﬁers also may
attribute réspohsib]itynfor child illness to the carelessness of
the ‘mother, but are 1less 1ikely to do so without mentioning
neglect of specific child-care procedures (such as failure to get
immunizations. or maintain sanitation) as the factor precipitating

dllness.

Again, this may merely indicate verbal inhibitedness among

-the;;uneducatedﬂ_;;uOn;;the;_othep_whéndw~-i$;;may—;¢ndieateﬁaa%anFe———
traditional view of womanhood and of disease causation. According
to observers. such as Therese Blanchet and Mahmuda Islam,

traditional Bangladeshi villages, illness or death of nursing

14
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children is often ;hought to be caused by the mother’s lack of
;;re in preserving personal modesty and family honor. By exposing
her hair or person in a careless or provocative manner, it is
thought that the mother invites attack by demons (bhut or jjin)
and that thé harm which issues from such attaqks is passed to the
child through bréastmiik.a This'beliéf is not entirely “absent
among the educated,.however, as one educated mﬁther remarked, in
response to a guestion: on disease causation:

Educated mother: "The baby Qets cold if the mother is attacked."

(rural area)

" These and simiiar.comments suggest that a hypothesis which
may be worthy of investigdtion, at least in Bangaldesh, is that
uneducated mothers may attempt to guard their children’s health
pkimak11y by attending to propriety and to their own personal
conduct, while the educated may focus more readily upon. improving
and maintaining specific, detai}ed-chi]dcare regimens. It should
_be noted, however, that traditional beliefs wére not found to be
entirely absent among tHe rural educated, and that rural/urban
residence may be a more significant predictor of - traditional
belijefs about disease causation than education 1itself. The UVP

4. . team-will examine.this hypothesis during.the _analysis.of .survey

data. The survey questionnaire includes several c¢pen-ended
questions on the etiology of children’s illnesses, so statistical

comparisons of the frequency of supernatural or personal moral

15
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conduct responses given by each category {(educated, uneducated,
1

rural and urban) of mother will be possible.

Family Decision-Making: A clear pattern of response emerged here:

the educated mothers respond to the question "who decides when to
take the sick chi]d'for medical treatment?” by naming the <child’'s
father as the decision~méker most often (9 mentions). - In the
remainder. of'(educéted) cases, as many mothers (5 each) named
in-laws as named the mother herself as the primary decisiori-maker
in such cases. The most frequent,reéponse émong .the uneducated
mothers (8 mentions) was that the mother makes this decision.
In-laws were mentioned only twibe among the uneducated‘mothers,
and fathers three times. This result supports findings from a
related anthropological project 1n_the Chandpur and Dhakalareas
(Zeitlyn and Islam 1989), and if it is confirmed by the
questionnaire, offers a challenge to Ca]dwe]?’é hypothesis.
Zeitlyn and Islam Considef_severa1 possible explanations. Among
them are the following:

1)} Educated women are more aware of the response that is
publically acceptable and so they are éiving the socially
“correct” answer. IT so,-then actual decision-making may or may

___u__;__not;xeilecb_ihiswrep0£ted_pattennﬁ}Uneducated_mothetsi;xesponses;__
may be more frénk and, hence, mﬁre accurateiy descriptive of
everyday decision-making in the families of both. educated and:

uneducated women. The observation component of the UVP protocol

16
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will " examine this possiblity, as 1t includes observation of

i11ness episodes.

2) Differing responses may actually reflect differences in
family patterns of decision-making between the two groups. The

fact that women’s in-laws are named more often as decision-makers

- among the educated supports the idea that joint or extended family

‘residence  patterns may be more common among the educated. If

educated . women 1live . in extended families more often,. then
patriarpha1 values and decision-making patterns may prevail.'
Extended family residence tends to be associated with higher SES,
however, and this factor was controlied in the discussion group
selection proéess. Thé impact of family residence patferns on
child care and deéision-making is a complex question which merits
guantitative investigation.

Diets of Boy and Girl Children: Discussants were asked whether

- boy and girl children need and get the same amount of food. Most

respondents answered that boy and girl children need and get the
same quantities of food, but a few dissenting voices were heard
among both the educated and uneducated. Three educated mothers

mentioned that, regardless of need, boy children get more food,

"'part1yfbeCause“they“can“go—Loqts#def}to~f+nd"ﬁtf——en%y—one;edUCated**“

mother said girl children need or get more, while four uneducated
mothers named the girl child, and only two named the boy child, as

the child which should get more food. It should be

17
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reiterated, however; that most mothers in all groups felt food
distribution should be more of less equal by :sex. Ag§1n, these
statements may or may not reflect actual behavior. They are of
'1nterest,_however, in that they seem to contradict- a popu1ar
hypothesisf that the chiidren of educated mqphers are more likely
to survive because it is the uneducated who a;e more likely to
neglect girl children. Because exiéting' information supports the
céntentiqn,that sex bias is a common characteristic of feeding
patterns 1in Bangladeshi homes (seé, for example, Brown 1982),
however, theré is reason to suspect that the se1f-repdrt of the
Focus Group mothers is 1ess‘than entirely accurate. If so, then
this js a case in which the pub]ic'nature of the discussion format
may inhibit accurate se1f—disclosuré. Cn the other hand, if
public mora]ify renders negltect of girl children shameful amoné
even the uneducated, who might be expected to have less awareness
¢ of their formal legal and religious obligations, then this is an
interesting finding fn itself, and merits investigation into the
source (1in pgb]ic discourse, in school, or in NGO or government
meésages) of this value. Ana]ysié of the observation schedule's

feed1ng data will - therefore 1nc]ude an exam1nat1on of food

d1str1but1on by gender, and the quest1onna1re will 1nvest1gate
sourcegs of information and opinions cited by mothers as re]evant

Lo their decisions on nutrition and feeding of children.

18
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Breastfeeding: Among both the educated and the wuneducated
mothers, there was a strong agreement that breast.is best. Onty
-one ;uneQucated ‘mother disagreed, saying that the breast and
bottle should be alternated, since continucus breastfeeding -can
harm the mother’s health. In both the educated and uneducated

groups, however, complaints were heard about the loss or drying

up of breastmilk. It is possible that the adequacy of maternal

diets might be a factor .which is associated both with education
and with the ability to mother, inc1uding actual sufficjency or
-quatlity of breastmilk productionr

Household Hvgiene: Both educated and uneducated mothers in both
rural and urban areas prefer tubewell or, in -the urban case,
tapwater to other water. sources. . Only one mother- (rural
uneducated) said that river water was better than_tubewé?j water,
since. it is constantly f1owing and never stagnant. Other members
of her discussion group disagreed. Similarly, both.groups said
that they keep food and water well covered, that they do not serve
cocked food that has been kept longer than a few hours or, 1n cool
weather, overnight. These statements are cons1stent with

1nformat1on mothers have rece1ved from UvP and other programs

It is clear that hea]th education’ efforts (government and NGO )
have been effective in disseminating'the hygiene message, although
casual observation does not always support the claim that food is

‘a1wa98 fresh and well-covered in actual daily t1ife. Hygienic
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practices will therefore be systematically documented 1in _the

observation households. ,., . e e . -

Disease Classification and Domestic Handling of Illness: When
asked "what causes children to die?,” all groups mentioned western
disease categories;.especja1jy,djarrhoea? tétangs, “fever”, and
measles. Excépt for the absence of acute respiratory.infection
(although "fever"” may , include some types of. ARI}, this list is a
reasonably accurate summary of. the édmmon killers oFiBang1adeshiA
children. .

Immunization was mentioned as a preventative . by all groups .-
except one uneducated rural group; and treatment with ORS was
universally mentioned as an appropriate domestic reaction to
diarrhoeal disease.. A?]igroups:1n§a11'categories mentioned the
importance of consulting the doctor or hospital, in severe or
stubborn cases. However, 1in one educated urban, two uneducated
rural, and one uneducated urban groups, sﬁBernatufaT causes of
disease (such as evil spirit) - were a]so mentioned among the
factors leading to child death. What 1is. more, mothers 1in one
educated 'group cited the.. mother’'s breastmilk as a possible

contributing factor (when she is "attacked," presumably by evil
. - - ) . - S o .| - P . L _. C o mae e o

spirits or winds?).

'

The traditional. disease-causing agent mentioneéd most often
was dietary 1imbalance between hot and cold’ foods. This was

mentioned 1in every group, both educated and uneducated, and 1its
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potential 1impact on children’s recovery from illness could be
significant. 1In all groups, domestic feactions‘to the onset of
disease 1in children were descr%bed as including -dietary
restrictions based on the hot/cold properties of foods and the
corresponding properties of diseases. In the case of fever, rice
was witheld in the majority of educated and uneducated .groups
(although some said.breadlor wheat may be substituted). .In the
case of dia}rhoea,‘the_foods most; commonly witheld were sajd to
be milk, meat, fish, eggs and "fatty” foods. Even if mothers are
indeed treating diarrhoea with ORS and. by visiting doctors as ‘they
claim, the fmp]ications of this system of dietary restrictions for
the health of a child with frequent diarrhoea are obvious. On
the other hand, mothers exposed to health meésages by government
and NGOS may compartménta1izé.their beliefs and behaviors in ways
that insulate one from the other. This, then, is another issue
which calls for investigation through observation and survey
methods, o v

In sum, this set of questions pointed to few clear
differences bhetween educated and uneducated mothers. Although

the uneducated mothers were slightly more - likely . to name

‘qnpennatuna1~causesT%%his~wag=true%on%y*ﬁn*the‘fﬁ?aF—ékéé;”Ehd_“_

hence this tendency may be distributed by urban/rural residence -
as much as by educational status. In any case, supernéturaT

beliefs did not preclude giving ORS or seeking allopathic medical
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help in emergencies. Among both groups, a surprising familiarity
.with-westenn”ﬁedicine“coexisted with some traditional beliefs end
practices, eepecia11y restriction of the sick cHi1d’s diet.
Bangladeshis, therefore,w.ere -apparent'ly‘F able: to -~ integrate
traditional and modern.exp1anations and practices in some sort of
system which is as yet uno1ear."A more detailed investigatjon,

such as a fe1ated study of rural hea]th seeking. behavior which is

now 1in the planning stages at ICDDR,B, of actuaifpatterns‘of

resort -- and how these break down by educational status -- may

be the sole means of .determining whether this is_ an .important

variable with respect to maternal education.

~ Health Seeking Behavior: In no group did participants say there
is a medical facility in their immediate area, although two rural
groups mentioned that their village has a traditional Kobiraj or
Ayurvedic hea1er. The immediate area, however was not defined in
the discussions, either 1in terms of actual distance or social
distance. In Bangladesh,.it 1is probable that mothers will not
consider any facility to be nearby if they must abandon purdah
(by leaving their homestead'and-immediate neighborhood) to visit

1t AT? mothers except one, however said they would dwspense

w1th Qurdah and travel w1th the1r ch11d to a med1ca1 c11n1c or
hospital in case of a severe'111ness; The one exception was a
mother who said that, because she observes purdah, she would call

the doctor (by necessity, an Ayurved) in instead of going out.
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Others in her group d1sagreed

Attitudes Toward Ch11dren: A11 mothers in all groups said that

few children were better than many, and a11 menticned the
difficu1ty of providing for a 1arge family among their reasons

for be11ev1ng th1s _ Other reasons 1nc1uded the importance of

. .
S Ca P ERE g i .J' "y ™o

preserv1ng the health of the mother {this was ment1oned in four

of the educated and two of the uneducated groups)

LA Yoo, TEE . n ke & R A=Y

The d1scuss1on schedu]e 1nc1uded a series of quest1ons about

b Al o) 'T,
i

the age at which ch11dren begin to help the fam11y, and when they
can begin to earn income. Overa]?, educated mothers tend to name
slightly older ages as appropriate:%or poor children to begin
either helping at home or earning money. Among the uneducated
ages 4—6 (especia]jy for gir1s) Were-common1y named as the t1me
when poor ch11dren beg1n to he]p, Qhereas ages above 6 were more
common among the educated. Earning money was sa1d to begin at
around ages 6-10 py the'uneducated; while ages.pe1ow ten were
rarely mentioned by the educated. : -

This discrepancy probab]y ref?ects the fact that educated

3

-

mothers expect the1r own ch11dren to stay in school 1onger;‘but

on. the other hand, answers to othern d1scuss1on quest1ons revea?ed,‘

that both educated and uneducated mothers have strong educat1ona1
ambitions for the1r ch11dren and see 11tt1e hope for them 1f these
are not rea11zed. Another possibie explanation is that uneducated

mothers are more likely to view the child as a resource for the
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improvement of the economic wel1—beiné of the. larger family, while
the educated may focus upon. the chi1d—a§—indﬁv1dua1 and his/her
own needs and requireménté.w This hypothesis is not supported,
however, by‘the‘fact that both; educated and uneducéteq hothers
'said they‘prefer.fewer.chi]dren s, 1n order to provide for. -them
better. Neverthe1e§s, the results of dfscussion on child labor .
provide_one_instance in-which.there was a noticeable difference
between the two categofies of mother. It is therefore a variable
which merité further study.
Discussion . -

Alﬁhough both educated and uneducated mothers themselves said
they believe educated women to be more knowledgeable about H11ness
prevention, this belief was hot supported by the results of the
discussion groups. Instead of health knowledge differentials, the
Focus Group reéu?ts suggest that some of the issues summarized
‘below may yield more 'signifiganmhﬁresults in the. follow-up
quantitative analysis.  The following also describeé some of the
modificétions introduced into EVP’'s quaﬁtitative data collection

instruments and analysis pian in order to better examine these

L i s — -'3 e e e e o
1. Educated mothers may be more articulate and assertive in
‘the presence of highﬂsﬁatus strangers. Thié could assist
them in dealing with medical workers, pharmacists, etec.

Education may also raise their expectations in terms of
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benefits. they can. command from these sources. . Questjons
haﬁe,béen added .to the guestionnaire which.-will assess.
assertiveness in terms of Q111ihgnes§ to leave the
homestead for.various purposes;.and the observation
schedule wi]1.inc1ude measures of assertiveness exhibited

by mothers in each category during a child iliness episode.

2. Dietary..intake of -the mother, and-henceftheir‘api1ity;to

provide adequate mothering, could differ by education.
Questions on the nutritional needs of nursing mothers _
have been added to test whether .educated mothers have

a higher awareness of their own basic requirements.

3. Family residential patterns could vary by educational or

urban status in a way that influences decision-making, -
and perhaps childcare procedures and participation too.
This 1ink will be examined during the analysis of the
questionnaire data by identifying possible correlations
between 1).responsés to questions about decision-making
roles in the family and 2) the'number of persons eating at

at the hearths of respondents in all four categories. ,

dietary) understandings of disease etiology and domestic
treatment reguirements appear to coexist among both the
educated and uneducated, rural uneducated mothers may be

more likely to mention supernatural explanations and
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cures. A multivariate analysis will assess how eapﬁekns
of resort to treatment sources_vaf} by education and/or
by uepag/rure1 residence.
. -« 5. Educated mothers were found to differ from. the .
uneducated.in terms of the age at which children were
.-expected to_begin helping and coptributing_earnings_to_
the family. . This suggests a difference in attitudes
toward role requirements in the parenﬁ/chi1d
retationship which could influence child diet and health
care. The questionnaire will examine this through
questions on desired family size and motives for having
“many” or "few" chiidren. |
5. Interesting]y enough, when_asked where they had learned
about health, none of the educated mothers named their
ﬁschoo] exper1ence as an 1nformat1on source.
.- UVP. and other NGO programs were mentioned most often.
The questionnaire will examine mothers sources’ of

health information in each area: hygiene, diet, etc.

——

cemna_ == IR-_SUMmMAary .. the Focus . (‘rnun' sessions—were-—found-to _bhe_-g - -

useful. pre11m1nary to a. subsequent quant1t1ve survey and ahalysis
on several counts. First, the unexpected familiarity w1th basic
health and hygiene which was revealed in the sessions enabled the
gquestionnaire to be pointed toward actual, rather than

hypothesized, levels of‘hea1th knhowledge. Second, the ability of
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the Focus Group format to spotlight Qroup norms. alerted " the

research team to areas in which norms may conflict with practice,

so that the progect s observat1on schedu]e cou1d be strengthened

~" - ., o 5
w ks .-

to emphas1ze these areas F1na11y, the sess1ons resu1ts p1npo1nted

B R o Lt P T e ae -y e oL

some expressed between-group differences 1n att1tudes and practices

for subsequent quant1tat1ve conf;rmat1on Equal]y s1gn1f1cant
however was tberabsence of EE?%Ain between group d1fferences which
were expected on the bas1s of prev1ous work on the materna1
educat1on/ch11d surv1va1 quest1on ‘

In addition,—the Focus Group resuits indfoate that nouforma1
education, such as through NGO and government health messages, can
have success, at least in terms of oisseminatingl information.
Whether this 1nforuat{oa"is"put to practioe 1s'ah issue to be
clarified in later phases of the prOJect The d%scussions have
also revea1ed gaps 1n know]edge wh1ch these organ1zat1ons should
address uith new heaTth messages .ﬁor example, .d1etary
restrictions as a response to illness shou?d be discouraged, and

the 1mportance of 1mprov1ng hmaterna] nhutrition shou]d be

remphasized o THeIJUVP;pdisouss1ons,“ then, have. oenerated

information that is usefu1 for d1rect1ng subsequent quant1tat1ve
LatE

reseach, but may aiso be app11ed d1rect1y to the des1gn of health

education messages.
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‘FOCUS ON MATERNAL EDUCATION AND CHILD SURVIVAL:
THE ROLD OF FOCUS GROUPS AS A TOOL IN COMPARATIVE RESEARCH

[ . —

‘ Barbara Parker, Ph.D.
e e . ~ Diana SiTimperi, M.D.

. SUMMARY _ .

The Focus Group Discuss{oh; thougﬁ not an appropriate tool
for hfpéfﬁéé{é'test1ng, can be of value in establishing differing
patterns of be]ief and reported behavior that are characteristic
of groups which share common traits, such as Jliteracy or
urban/rura]hreaidenca“' Sixteen Focus Group D]scuss1ons were held
in the exploratory paase of a study of the re1at1onsh1p between
Amaterna1 education and child care among urban and rural mothers,
conducted by the Urban Volunteer Project of the International
Centre for Diarrhoeal Diseases, Bangladesh. Four of these sessions
included only urban educated (class 3-5) mothers, four only rural
uneducated mothers, four included only rural educated mothers;-and
four only rural uneducated mothers. Responses of an four
categories of mothers to questions re1ated to child care, hygiene,
ﬁatriﬁion, treatment-seeking and family decision-making were

compared in order to identify between-category differences, if any,

in health knowledge, beliefs and reported practices. Health

Knowledge was found to be*uhékéébiabiy'h1gﬁ_amdng aiT'Cateéor{es
of mothers, ﬁn part due to ghe activities of NGOs; but this
knowledge coexists with traditional beliefs and pract?ces which
cbu?d be _hea]th damaging. . In addition to 1dentiFying common

beliefs and perceptions, the discussion results acted as a

preliminary assessment of established hypotheses by spotlighting



a;tuaf differences in résponse patferns between the categorieé
under study. This informatioh cé%fributed to the revision of
‘hypotheses to be tested subsequently by quantitative methods.and.
to thé conétfucﬁion of abcurate?f focused survey iﬁstruments; and

it has aliso provided a basis for preliminary thought on future .
e e A ‘ - T

health: education’ interventions- for: uneducated mothers 'in the UVP
target areas.

T 1
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Key Words: MATERNAL EDUCATION, CHILDCARE, HEALTH BELIEFS,
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Title : “Maternal Eddcation and Child Care: A study of
mechanisms of impact in Urban and Rural Areas®
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-.{L} LR 3 ( , :

FROM b Xt G Nan - . Junw: 93, 1980

Ethical/Research Review Committee - DATEs
SUBJECT ¥ compLiTION REPORT FOR ERC/RRC PROTOCOL. "
| 66~023 (Revised) '

Protocol No: :
"Maternal EaGcation and Child Care: A study of
Title : mechanisns of irrect in Urban and Rural Areas”™,

-y

Decerler 04, 1988
Your protocol, noted above, was approved on by the

Ethigal/Research Review Comm i tysaes 0 lebaigkeoskiowxteRtedo T3 A8 dacol

is/was due to be completed on

along with the date the Project was actually completed. If You want to
continue your work, a fresh approval by the Ethical/Research Review
Committee will be required. In that case You .are 'to apply for an extension
through the Associate Directozninmcharge»of the Division,

Please include the following in your protocol review ;-

(a) Date study started.

(b) Date study completed,

{c) Results achieved,
{d) Anyradverse effect in cases where the study involves human gubjects,
. 15(£ifteen) ,
Please submit the report to me within days from the date of
. issue of this Memo, :
Your convenience,
K.M.A.Aziz, Acting Haad, CHP N

CC: Dr. +Assocliate Director~in—charge
Director

ATTACHMENT: TWO

zbmb



