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ABSTRACT

The nature of feeding, home-remedy practices, and consultation with health care providers
during illnesses of children in Matlab, a rural subdistrict of Bangladesh, were studied. Data
were collected between October 1986 and February 1987 from mothers of children aged 3-36
months. About half of the mothers initiated home-remedies for treating their children. The
treatment included: pouring water on the head, feeding juice of herbs, using sanctified water
and ORT. The type of treatment was dependent on the nature of illness. The use-rate of ORT
was low, Breastfeeding was discontinued for 16% of the episodes; the reduction was the highest
for fever with cough, followed by fever and diarchoea. A reduction in intake of other foods was
observed for 39% of the episodes with a total discontinuation for 10%. The reduction was the
“highest for dysentery, followed by diarrhoea, and fever with or without cough, Total withdrawal
of foods other than breastmilk was the highest for diarrhoea. Contact with at least one health
care provider of any type by the fifteenth day of illness was made for 41% of the episodes. The
contact rate was significantly greater for children living in the health intervention area; for
boys, for infants, for richer households, and for severe cases. A higher contact rate in cases of

diarrhoeal illness was observed for children of illiterate mothers than that of literate ones.
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INTRODUCTION

Infant and child mortality rates in rural Bangladesh are
still high. About 143 children per 1,000 live-births died
before their fifth birthday in 1987 (1). Major causes of
death include: diarrhoea, acute respiratory tract infections,
and malnutrition (2-4). In Bangladesh, there is a mixed
health care system including western, homoeopathic, and
traditional medical practices (5-8). In recent years, oral
rechydration therapy (ORT) has been extensively
promoted to prevent dehydration from diarrhoea (9).
Despite efforts by the government and non-government
organizations, the mortality rate has shown only a modest
improvement (10). It is not always possible to avoid
illnesses, particularly in rural Bangladesh where sewage
and excreta disposal is unhygienic, and scientific
knowledge about disease prevention is poor (11,12).
Curative measures, as a part of personal illness control,
may play an important role in determining health and
survival of the population, especially chitdren (13).

- In-Bangladesh few studies have been carried out so far to

understand the role of home-therapy 'in the “hedith care
management. (14-10). In this study we attempted to
document the nature of parental response to illness artiong
children in terms of home-remedies and consultation with
health care providers, and to identify important correlates
of consultation with health care providers in a rural area
of Bangladesh.

MATERIALS AND METHODS
The study area and population

Matlab, a low-lying delta intersected by the river Gumti
and its numerous tributaries is situated 55 km southeast of
Dhaka, the capital of Bangladesh. The Thana (Police
Station and administrative block) headquarters is 15 km
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away from its district town Chandpur. The major means
of transportation within the area are walking, country
boat, motorized country boat, and rickshaw. The climate
is subtropical and temperatures vary from 10°C to 35°C.
While there are six seasons in a year, the important ones
include; winter (November-February), summer (March-
June) and wet monsoon (July-October). The surface water
level in the area starts rising in May and receding in
September; during this period most of the farm lands are
inundated.

As in most other parts of rural Bangladesh, the
majority of the Matlab population is poor. Farming is the
dominant occupation except in a few villages where
fishing is the primary source of income. Most of the
farmers are in marginal economic situations with less than
2 acres of land, and 30% are landless. About 45% of
males and 73% of females over the age of 15 years
received no formal education (unpublished data, 1982
ICDDR,B census).

Most of the houses are constructed of bamboos and
mud with thaiched or tin roof and mud floors. Ponds,
rivers, and wells are major sources of water, although
tube well water is used mainly for drinking purposes.
Sanitation is also very poor. Although most of the
households have fixed toilets with a platform, in most
cases excreta is drained into the nearby surface water.

Health care in the area is provided by a variety of
practitioners: allopathic, homeopathic, kabiraj, and rotka
(5). Allopathic practitioners base their diagnosis and
treatment on modern  scientific  concepts.  The
homeopathic practioners follow an old school of
medicine, originally developed in Europe, based on
concepts of health and disease whereby the cure is
attempted by applying minute amounts of specific
antidotes against assumed causes of illness (5). Kabiraj
applies the traditional indigeneous system of medicine
based upon Ayurvedic concepts and uses herbs, minerals,
and dietary restrictions, The totka combines Ayurvedic,
Yunani, and shamanistic systems of ancient folk medicine
without a unified concept of health and disease. Among
the population, belief in supernatural and mystical
causation and cure of diseases is common.

The International Centre for Diarrhoeal Disease
Research, Bangladesh (ICDDR,B) has been operating a
demographic surveillance system (DSS) in the area since
1966. Nearly half of the DSS villages has been receiving
intensive maternal child health care and family planning
programme inputs at the doorstep from ICDDR,B since
the later half of seventies. The other half of the DSS
villages of Matlab is a part of a comparison area without
MCH-FP intervention programmes, but have free
distribution of ORS packets and registration of vital
events in addition to usual government activities.

107

The fertility and mortality rates in the study area are high.
The infant mortality rates in 1986 in the MCH-FP and
comparison areas were 87 and 90 per 1,000 live births
respectively. In the same year, the mortality rates among
children aged 1-4 years in the MCH-FP and comparison
areas were 13 and 21 per 1,000 respectively. Total
fertility rates for that year were 4.3 and 5.5 children per
women in the MCH-FP and comparison areas
respectively (17). In both areas, fertility and mortality are
generally declining.

Data sources and methods

Data were collecied between October 1986 and February
1987 from seven villages in the Matlab DSS area. The
study villages were selected in such a way that nearly half
of the study children came from the MCH-FP area, and
the rest from the comparison area of ICDDR,B.
Operational convenience of the field work was a factor in
selecting the villages; however, care was taken not to
select special villages, such as the ones near the Matlab
town and hospitals.

For the purpose of the present study 1,128 children
who were living in the study villages during the first visit
and wete born between 1 October 1983 and 30 June 1986
and their mothers (n=966) were inciuded in the survey.

Information about merbidity of children and response
to illnesses during the fifteen days preceding the date of
interview was collected from the mothers once a month
for three consecutive months. Data were collected by
eight local female interviewers. The interviewers had at
lcast twelfth grade of schoolipg. They were trained for
one week for data collection by the first author. During
training their progress was monitored until their
performance reached a satisfactory level. Spot-checking
in the field and scrutiny of the completed questionnaires
were carried out regularly to ensure the quality of data.

The study children came from 759 households.
Economic status "of households was assessed by
ownership of bedding materials, kerosine lamp, watch,
radio, and bike. Households with none of the above items
were considered as having low status, those with bedding
and/or lamp as medium, and others as high.

Mothers™ education was measured by completed years
of schooling: no education, 1-5 years, and six or more
years of schooling. The last two categories were merged
in multivariate analysis because of the small number of
observations.

Information about the severity of illness was collected
from the mothers. They were asked to classify the
condition as: mild, moderate, and severe. The first two
categories were pooled for multivariate analysis of the
correlates of contact with any health care providers
because of similarity in contact rates among the children
of these two categories and to avoid problems that may
arise due to small numbers.
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Table1l. Nature of home-remedies and change in feeding practice during was contlnucq up to the 15th dey. The
. . . . number of episodes, thus, obtained on
illness with reasons among children in Matlnb, Bangladesh each day and the corresponding

Action Fever  Fever+cough  Diarthoca  Dysentery  Others cummulative life-table contact rates

% % % %
- were calculated (19). The data files,

Home-remedies . T

None 40.5 0.4 578 523 545 one for each day, contained indication

Water on head 542 66.4 16.7 04 172 | whether a contact was made on that

Herb juice 1.3 29 10.4 23.8 17.2 day along with other independent

Sanciificd water 07 0.0 34 3.0 3.0 variables.

gf:]er ?g 32 ‘;: 32 Ul: . Finally. all the observations in tbc

Number of episodes 452 375 443 298 134 15 files were: pooled for a logistic
regression analysis of contact with any

Breastfceding health  care providers as the

Continued 84.2 787 83.9 91.6 91.5 dichotomized dependent variable. The

Reduced 15.7 21.3 5.3 7.9 8.5 above exercise resulted in 17,720

Swpped 03 0.0 08 0.5 0.0 records. All the independent variables

Number of episodes 387 314 333 202 106 included in this analysis were treated

Reasans for reduction of as categorical variables and a

discontinuation of breastmilk ‘deviation’ coding scheme was used

Relused to eal 96.7 100.0 87.7 94.1 100.0 for analyzing the data with SPSS/PC+

Considered harmiul 3.3 0.0 12.3 5.9 0.0 {20-22).

Number of cpisodes 61 67 57 17 9

Other foods RESULTS

Continued 53.1 52.2 45.4 493 56.8 Basic characteristics

Reduced 37.2 37.0 38.2 44.1 303 .

Stopped 97 10.8 16.4 6.6 12.9 Of all the episodes, 27% had symptoms

Number of episodes”* 422 362 421 286 of fever only, 22% had fever with
cough, 26% had watery diarrhoea, 18%

Reasons for reduction or had dysentery (mucoid and blocdy

discontinuation of other foods stool), and the rest had other

Refus:cd o eat 75.3 67.1 66.1 53.1 89.5 symptoms.

Considered harmful 247 3249 339 46.9 10,5

Number of episodes 198 173 230 145 57 Thirty-one percent of the episodes

*breastled children; ** supplemented children; ORT = Oral rehydration therapy

Retrospective information on contact with health care
providers was collected- from. mothers._on the day of
interview. If a health care provider was contacted, the day
of contact was recorded. The date of cure was also
recorded.

Analysis of this type of data poses two Kinds of
problems: some episodes were continuing on the day of
interview, and some were cured during the 15 days for
which no contact with any health care providers was
made. Straightforward analysis of this kind of data may
produce misleading results. Analysis of contact with
health care providers should use the available information
fully. A discrete time life-table technique of data analysis
(18) was used to avoid the above problems.

The life-table technique referred to above was
implemented by creating 15 data files — one for each day
of duration ~ in the following manner. There were a total
of 1,702 episodes during three visits. Among them, those
who were cured or for whom a contact was made on the
first day were excluded on the second day. The process

were reported to be cured during the
15-day period, and the rest were
continuing on the day of interview. The mothers
considered 34% of the episodes as very severe, 37% as
moderale, and the rest not so-severe: Horty-eight percent
of the episodes was among the female children.

Home-remedy

For 34% of the episodes some kind of home-remedy was
used. Home-remedies included washing head with water,
feeding herbal juice, sanctified water, and ORT. Nature
of home-remedies was somewhat dependent on the type
of illness. Use of ORT was low. The nature of home-
remedies used in different types of sicknesses is presented
in table I.

Home-remedies were mostly initiated by mothers
(439%) or grandmothers (6%); joint initiative was for 4%
of the cpisodes, and for the remaining 1% of the cases, it
was initiated by other members in the household.

Feeding during sickness

Feeding patterns during periods of sickness are shown in
table 1. Reduction in feeding, breast milk and other food,
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was reported in some cases. Some did so because they
believed that feeding might be harmful.
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Correlates of consulting health care providers

Relationship of age and sex of children, economic status

during illness among young children by illness

Table IL. Types of health care provider contacted and advice received

of the household, mothers’ education,
health programme interventions, and

type and severity of iliness with the

Providerfadvice Fever  Fever+cough Diarthoea Dysentery Others contact of health care providers was
% % % % . ¢ provid

Type of pravider examined. Results of univanate m}d
Alopath 533 35.5 39.3 58.7 54.2 multivariate analyses are presented in
Homeopath 393 429 29.0 24.6 29.2 table IV. The degree of severity of
;“;f"?mnf‘] practitionce 2(5)2 lgg 12? 08 0o | illnesses as perceived by the mothers
cligious practifioner ) ) ' : ' was found to have a statistically
Advice about medicine significant influence on the contact of
Medicine to take 77.7 90.8 54.2 75.4 52.1 health care providers, irrespective of
ORT 00 0.0 9.2 0.7 0.0 types of illnesses.
Others 223 9.1 36.6 239 479 . .

Univariate analysis revealed that
Advice regarding food all the variables excepting mothers’
::3:@ 93'3 92'3 9;'; 8(15.1 9;_? education had a significant statistical
Stop 45 25 44 119 21 relationship with contacting a health

care provider (Table IV). Health care

of illness among children in Matlab

Table III. Rate of contact with health care provider by days since onset

providers were contacted more for
infants than for others; the contact rate

Days Number No. of recovery No. of contacts  Contact Cummuliative was higher for boys than for girls; the
stnce of before contacting with health care  rate contact rate contact rate for children from the
onset  episodes heah.rc’icme Pm"ig:r % (life-table) ‘rich’ households was the highest.
0 1702 B ;sr 5 03 03 There was no differcnce in contact
] 1669 54 46 28 3.1 rates for children of economically low
2 1569 52 77 4.9 7.8 and medium households. A 60%
3 1440 31 g6 6.0 13.3 higher contact rate was observed for
P a2 & s 19 children living in the ICDDRB’s
6 1140 11 53 4.6 26.6 intervention arca than those from the
7 1076 6 31 2.9 28.7 non-intervention area. The contact rate
8 1039 4 37 36 313 was 43% higher for diarrhoea and
13 gg? 2 %; %; gi; dysentery than for other symptoms.
1 33! ! 22 24 358 The results of logistic regression
ig ggg (3, gg %g g;i analysis are presented in table IV. A
14 853 0 15 1.8 40.5 similar pattern of relationship was
Total 17720 238 626 3.5 N observed in univariate and multi-

Consulting health care providers

Among the various health care providers contacted, allo-
paths were the most common followed by homeopaths,
traditional practitioners (kabiraj and totka) and religious
practitioners {Table 1I). Contact with at least one health
care provider of any type by the fifteenth day of illness
was made for 41% of the episodes (Table III). Consulting
traditional practitioners was quite common in cases of
diarrhoeal diseases. The advice given by them included
medicines, ORT, pouring water on head, special food to
eat or restriction on some foods, and even medicines to
apply externally depending on the nature of illness
(Table II). For more than 90% of the illnesses, no specific
advice on food was given. Advice to reduce normal
feeding was the highest (6.4%) for dysentery, while 12%
was advised to stop feeding normal food (Table II).

variate analyses. An investigation of
two-way interaction effects of the
independent variables revealed that the relationship
between the type of iliness and the contact rate was
significantly dependent on mothers’ education. Similarly,
the relationship between the severity of illness and the
contact rate was depcndent on sex of children.

The predicted contact rates on the basis of logistic
regression for all possible categories of the variables
involved in interaction are presented within parentheses
in table [V. The higher contact rate for diarrhoea was true
only for children of illiterate mothers. For other diseases,
the contact rate was higher for children of literate mothers
than for those of illiterate mothers. Similarly, the higher
contact rate for male children was only observed for
severe cases, while for moderate and mild cases, there
was no sex discrimination.
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Note: figures in parentheses are predicted proportion of contacting a hezlth care provider

a=p<0.001; b =p<0.01; ¢ = p<0.05; d=p<0.10; ns = not significant at 10%.
* = merged with the previous category ‘moderate’.

Bhuiya and Streatfield

Table IV. Results of univariate and multivariate analyses of relationship | OR1 and its cfficacy. However, they
between contact rate and various independent variables consider ORS as distasteful, and hard
Univariate_analysis Logistic regression | 10 make young children drink (23).
Variable No. of Contact  Chi- Coeffi-  Wald This may be an important reason for
cpisodes rate (%)  square cient statistics the low use rate of ORT as a home-
Age in months 14.06° 12.72° remedy for diarrhoeal diseases.
<ll 3613 4.2 .15
1-17 4217 3.9 o7 Withdrawal of food during
18-23 2682 1.6 01 diarrhoea is considered an important
24+ 7208 29 o2 mechanism affecting the health of
' children in Bangladesh (24). The
Sex 4.18° 412% | breastfeeding situation in the study
Male 9055 3.8 .09 villages was not a major problem. The
Female 8665 32 -09 reasons  for  discontinuation or
reduction of normal feeding included
Economic status 7.02¢ 4929 | refusal by children and imposition by
Low 3519 3.3 -.08 caretaker. It showed the importance of
Medium 8030 3.3 -05 anorexia in reducing food intake
High 6171 4.0 -13 during diarrhoea which has been
reported previously (25). Neverthe-
Mothers’ education 0.89™ 001" I less, despite all health campaigns,
None 13032 3.5 01 imposed reduction was the highest for
Some 4688 3.8 -0l diarthoea. In most cases, it was
Health programme 38,27 18,382 impc?scd on the ground that conti-
MCH-FP 7717 as 26 nuation of ‘m?rmal food would be
Comparison 10003 28 26 harmfgl. This is an area where hca_lth
education programmes should give
Type of illness 20,292 203 | special attention for improving child
Diarrhoea 7427 43 o7 health and survival in this community,
Others 10293 30 -07 The fact that for 59% of the
episodes no contact was made with
Severity of iliness 124.642 96.15% any kind of health care providers by
Severe 5590 58 42 the fifteenth day was of concern, In
Maderate 6857 238 -42 most cases, the parents considered it
Mild 3213 z : unnecessary. This may indicate either
?ypé of illness and mothers® education 4.57¢ a lack ,o f awareness among the parents
Diarrhoea-no education .10 (.046) -+ -regarding_adverse consequences of an
Other illnesses-no education -.10 (.033) tllness on child health, or that the
Diarthoea-some education -.10 (037 parents. were indifferent. Prevailing
Other illnesses-some education -10 (040) female disadvantageousness in health
. status and high mortality in this
Sex and severity 3614 : :
Male-severe 08 (067) commuaity have been obscr.ve,d‘ in
Male-not severe -.08 (,026) other studies (23,26-28). Discrimi-
Female-severe -08 (,049) nation against girls in seeking health
Female-not severe 08 (.026) care was revealed in this community
Constant -3.21 37407 | on the basis of lower hospital

admission rate {(29) and purchase of
medicine (30). However, evidence in
support of the gender discrimination in
health care as revealed in this study is

DISCUSSION

Use of ORT as a home-remedy was quite low. It was
sutprising especially in Matlab where ICDDR,B has been
promoting it for a long time. Mothers were fully aware of

methodologically stronger. Given these findings, the low
level of contact with health care providers may have been
due to lack of awareness, while the lower rate of contact
for girls than for boys in cases of severe illness may be an
indicaton of negligence.
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In conclusion, for improved child health and survival, the
community members should be made aware of the
importance of consultation with an appropriate health
care provider during sickness. Attempts should be made
to understand the contexts of home-remedies and to
assess their impact on heaith before prescribing any
actions 1o abandon them. Inappropriate feeding practice
during tllness is still a problem, and ways should be found
to minimizc this. The low use rate of ORT and low
contact rate for diarrthoea in case of children of literate
mothers should be investigated further. The problem of
discrimination against female children has a broader and
more complex sociocultural implications that needs to be
properly assessed.
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