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Abstract Summary

I
This protocol examines the relationship between empowerment and health for four
groups of slum—-dwelling women in Dhaka, Bangladesh: women who participate in the
Women's Empowerment Pilot Project (WEPP), women who participate as volunteers in
the Urban Volunteer Program {both current and former volunteers), and controls.
The major objective of this study is to examine the relationship between program
participation (i.e., as a volunteer or in WEPP), empowerment, and health.
Changes in women's function within the family as well as changes in their social
boundaries, self-perceptions, and world views will be assessed through - focus
group discussions and questionnaires. Questionnaires will also be used to
measure modifications in such proximate determinants of health as domestic
hygiene, access to health gervices, -.amily planning, and nutrition. Qualitative
and’ quantitative techniques will be used to evaluate the extent to which
volunteers and WEPP mothers are truly empowered ‘(based on an index). Further,
the degree-to which empowerement (regardless of program affiliation) leads to

~ better health will be examined.

'
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a)

b)

1)

Aims of Project

_General Aim

I
In rec%né years, women have increasingly become the focus of development
effoffs. While the expected outcomes of such broad endeavors are
multitudinous, many seek to "empower” women through educaéion, trainiﬁb,
and access to credit while eimultanebusly improving health. Nevertheless,
there have‘ been _relatively few attempts to determine if women who
participate in such activities enjoy better health. Furthermore, the
relationshiﬁ between program involvement, émpowermént, and health is
tenuous at best,lih part, Because an adequate definition of empowerment

hasa nqﬁ yet been devised.

,
The overall objective of this research is to evaluate how participation in
two development efforts, the Urban Volunteer Program {UVP) and the Women's

Extension Pilot Project (WEPP) of the International Center for Diarrheal

Disease Research, Bangladesh, impacts upon health. A second objective is
T

to better understand how some of the social changes which are often

1
labeled as empowering mediate the relationship between development efforts

]

and health.
Specific Aims

The specific aims of this study are:
. L b : ‘
To determine whether participation in the Urban Volunteer Program or the
Women's. Empowerment Pilot Projwct improves the health of participants and
! e o v - -
their offspring. Specifically, current nutritional status will be

compared for four groups of women: those who participate in the Women's

Empowerment Pilot Project, women who worked as volunteers in earlier
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stages of the Urban Volunteer- Program
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1 {but who were subsequently

deacti#ated), active volunteers, and controls. In. addition, morbidity
A )
rates for offspring will be compared. Histories of diarrhea, measles,

Bcaﬁies, and malnutrition will be taken for children under five years of
= {
I!H ; '

To better understand how hygiene, nutrition, and the use of health care

: seréices, inéiuding family planning, contribute to the health of

volunteera, WEPP mothers, controls, and their of fapring.

Y.

i

To'q?yelop a quantifiable index of empowerment.

b

1

———

:Ii s 3

To aacertaln the degree.to which participation in the Women's Empowerment
‘1’

Pllot Pro;ect or the Urban Volunteer Program precipitates social changes

normally ‘linked with “empowerment" S
)’

o o ' i
-
¥

To evaluate the extent to which empowered women (regardless of affiliation

with: the Urban Health Extension Project) and their offspring enjoy

7

improved health.

Significance i
T 5 .

There have been relatively few efforts to examine the health of poor urban

'women and children. This research shoukd provide meaningful insights into

the social' determinants of disease and health in slum communities. Ae
Buch;|it is considered particularly useful for planneré, policymakers, and
progrém administrators who work in Third World cities. This research

should also help in dec1phering the relationship between participation in

. .
. 1

! The Urban Volunteer Program refers to that phase of the project which began in
1986 and concluded in 1991. The new name for the project, the Urban Health
-Extension Project, lS used lnterchangeably with the Urban Volunteer Program in
this protocol.

-
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» of morbidity and mortality. FPurther, at least a basic understanding of

v

thlcal Imgl;cgtloge
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Thls etudy in no; way endangere the health or well-being of subjecte. Only
i !

-intervlewe, focue groups, and existing data collection systems will be

used to gather information from respondents. All data will be treated’

ancnymously. -
C . ’ )

d
Research Plan

x . R

. 1
il;._‘ ey

The purpose of this study is to answer two fundamental questions. .Flrst,
. ! ¥ .

. ! ‘ -

does work as a volunteer or participation 1n WEPP preclpitate changes in

the way women examine and overcome barriere in their lives? Second, do

]
!
'

euch changes lead to improvements in health? To answer these questions,

one muet better understand the context of digease in an urban setting and
3 t

appreclate why lt is that women are eepeclally susceptible to high ratee

A tE

B

;f empowerment must be reached. The following sections detail the health of

. the urban poor, deecrlbe the lot of women, and provlde basic information

i

BT

EA

~

L]

on the Urban Volunteer Program and the Women ' & Empowerment Pilot Project.

In a concluding eection, a deflnltlon and lndex of empowerment are given.

i

. o
i) Health and_ the Urban Poor
R i ’ |

i -
Hany urban‘poor_euffer from theﬂdieeasee of underdevelopment and rapid

L

lndustrlellzatlon simultaneously. ingh rates of growth in urban areas

often exacerbate poor llvlng conditions. It is estlmated that by the year

[

. *;2000, nearly half of Third World residents will live in cltiee (Harpham,
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developing world‘(Harpham et al., 1990). Hlatorlcally, Bangladesh's
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| |Luaty, & Vaughan,!1990).I In f;ct,!45 of tpe 60 cltlee expected to exceed.'siik-“
L 5 mlllion lnhabltanta by! the turnigf the centuryiwillgbe located in the i j@q§§?
L .

?

i } 4 i 3‘ ;' ! E
: populatlon has¥reeided in rural regiona. However, recent migration and; Effi
; Wl ‘
.‘l.. i
. high fertillty hage contributed to phenomenal growth in urban areas. Ina-«,a ii}
it 1 i £ i
E Ifact, ty 199% almoet 23 mlllion Bangladeehls lived in cltiee. This ““meEriaﬁﬁhh%!
? is projected to exceed 55 million by the year 2010‘(Center for Urban L
i 4 !f ’ . " . : . . “_‘.
| Studies, 1933, 1990). . . A . _ ";:;‘!‘-
I, . | ' | | ‘ . V = : , -
j ) N .
Many urban poor llve in poverty {Clemens & Stanton, 1987a, 1987b; Harpham »

1

; et. al.,'1990- Ielam & Zeitlyn, 1987; Tekce & Shorter, 1984). Harpham et

3.al. (1990) estimate that thirty percent or more of the 1nhab1tante of most

IR a- “’Iﬂ w I

large . Aeian, African, and Latin American cities inhabit squatter

k)

'; eettlemente and elums. About half of all metropolitan Bangladeshis live .
d Jl'

; in’ euch communltiee ‘and an egual percentage subsist below the poverty line
(Centerlfor Urban studies, 1988, 1990). I'For these”individuale, the ST

afflictlone of underdevelopment are all too real. The high rates of - .
. W ; )

dlarrheal dleease, acute respiratory infections, night blindneee, scabiee,
]

measles, and tetanue which mark the llvee of children living in remote

4
!
i
|

|

I
|© 8lums (Urban Volunteer Program, 1991). Malnutritlop, ona of the most
I! H
important determlnanta of morbidity and an underlying cause of much of the

reglone of Bangladeeh are aleo hlghly evident among thoee living in urban

} mortality in the developing world, is manifeet in a majority of slum

children. According to estimates from the Urban Volunteer Program {1991},

jseixty to seventy percent of children living in the squatter settlements of
Y ’ ' . .

. 'Dhaka are moderately to severely malnourished.

1 ' ! . T

. b . ¥ )

Young and old alike suffer the consequences of unsafe drinking water

(Clemeﬁe & Stanton} 1987a, 1987b). Only about 21% of Bangladesh's urban

H 1 hr'
E populatlon have accese to adeq'ite and safe water supplies and most slum |
T v
% dwellere (approximately 90%) lack private latrine facilities and regular
e ]ffi . .":irj ,u' . . : o I ! e *
[, - . A . &
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services for garbage disposal (Center for Urban studiee, 1988, 19%0).

'¢ e e et
|'1 H

In addition to euffering the diseases of poverty and underdevelopment,

urban rEBidenta are faced wlth the additional burden of 1nduetr1alization.

1
Ly

0vercrowding, pﬂ}lutlon, traffic, noise, crime, high cost of living, and
i

poor. houeing are-common to many cities of the Third wOrld; those reeiding .

in elum areas may be especially eusceptlble to such difficultiee (Harpham

| |
et al.,,1990). hccording to a recent report of the Population Crisie

Committee (1991), Dhaka realdents, when compared to moat inhabitants of

§

citien?ief the+‘deve10p1ng world, live under particularly austere

condit%onef While murder rates in: Bangladeeh B capital are much lower

1

than in: other metropolises, those 1living in Dhaka are much more likely
oL , _ .

than moet to epend a majority of their income on food (PCC estimates that -

63% of Dhaka residente earnings are spent on foodstuffs), less likely to

enjoy ' @dequate accese to electrlcity and clean water, less likely to
I B

attendleecondarylschool, anc” more 1ikely to. experience high rates of
: Cop e

lnfant‘mortallty.‘ in fact, Dhaka's infant mortality rate is exceeded only-

lby Recife, Brazll Of the 100 citiee aeeigned an urban standard of llving

score, Dhaka ranked 96th (Population Crieia Committee, 1991).
P 4
R b

il)‘ Women s Lot

.E . K i

. ! I

Not all urban residents share the burden of disease equally. Women are
+ 7 .

especially susceptible to the double affliction of underdevelopment and

industrialization‘(Harpham et al., 1990). They are seldom afforded the

legal nprotection_ their husbands, brothers, and sons enjoy and- only

infrequently have access to the productive resources necessary for healthy

! . P
living '(Dyson & Moore, 1983; Lloyd & Brandon, 1991; Pronk, 1991).

In addition to assuming the primary rolea for child rearing, women in urban

areas are often heavily involved in low-wage labor; when formal employment

i
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is not available, women frequently resort to jobs in the informal sector:

selling on the streets or from their homes, taking in children,- bartering,
F

__and | performing piecemeal work . (Guyer, 1981; Harrison, 1990; Islam &

i

Zelt}yn, 1987).

Womeo%gro aleo less likely than men to receive the benefits of formadl
scﬁoollog (Caldwell, 1981, 1986; Cleland & van Ginneken, 1988; Lindenbaum,
chakraborty, & Elias, 1985) - In many socleties of the developlng world,
boys, especially firstborn males, are considerably more likely to obtain

the gdufatlona%,tralnlng necessary to obtain good jobs at good wages

: ' .
(Cleland & van Ginneken, 1988; Lindenbdum et al., ,1985), Women, on the
o i 1 - L - . .

other hénd are rarely‘encourageq to pursue activities beyond the confines

|
of their. own home. . Loy - -

v

o . .
! t

\ + . - 5
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Considerable evidence suggesets that in .Bangladesh males consume more

protelo'and_caloFios;than females (Blanchét,_lQB?; Chen, Hug, & D'Souza,

-J.‘?Bl)'..| This may be due, in part, to widespread feeding.practicee which
L —ex . = eBpLe leed .

énsuro:lthat women eat only. after husbands and children have eaten

{(Harrison, 1990). During ,such physiologically .critical. periods as
.II ) ' . ' ]

pregnancy,«lactation, and menstruation, cultural taboos restrict women

from recexving those foods which are nutritionally of greatest importance,
4

lncludlng meat and other sources of protein (Blanchet, 1987; Harrison,
I

yoor

1990).. Combined with repeat pregnancies ln.close aucceasion, abstinence

from esgential nutrients may quickly lead to maternal depletion.

. R o .
] . e ‘ ] ] o A

Perhaps the best indicator of women's inferior status in Bangladesh is

life expectancy.. While in developed countries most women outlive men by

Yk
I

8 tofLO years  (Population Reference Bureau,: 1987),. Bangladeshl men; »on
average, llve sllghtly longer than women,{52.1 yeare for men versus 51.5

years ‘for women) (United Nations, 1990). D'Souza and Chen (1980) indicate
[ : '

_ that though femalep in Bangladesh experience a lower mortality rate than
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males during the neo-natal period {(as is the case for developed nations),

during'childhoodsand adoleacence, females' death rates exceed those of
‘ r - '

!- males, in some instances by as much'as 50%. Differentlial parental care,

in

&
feedinglpatterns,Jfood distribution and illness management are thought to

be largely responsible for this excess in female mortality (D'Souza &

' 1

Chen, _,1989). "‘-
8
- -

iii) "Program Deaéription
1, t .fiij . -

1

" The Urban Volunteers Program began‘in the early 1980's, primarily as a

demonatfa#ion‘at%&y aimed at assessing the feasibility of using la;gely
illitg;étg slum ébmen to deliver basic primary health care as well as
referral for approprlate services. With the help of major funding from
USAID, UVP expanded its activities in 1986. By 1990, there were more ‘than
" 1200 vqlunteers qorking in 12 thanas (precincts{ ;f Dhaka. Shortly
thereaf?e;,_ thegéservice delivery compohent of UVP was reduced.
Approxiﬁately 650%§o1unteers were discontinued, leaviﬁg UVP with a core of
about Ssoﬁwomen wgrking voluntarily-in 5 thanas. UVP volunteers receive
two 'weeké of tra?ning in diarrhea ALBeaBe prevention and treatment,
immunizations, nu#rition, and famiiy planning. They are also provided

perlodic refreshexicourses. Volunteers are expected to give at least two

hours oﬁ éetvice ﬁonthly {largely in health education, referral, and the

dlatributxon of ORS packets) tc .the approximately 30 families aesigned to

them. . The effectiveness,of this model has been described elsewhere

(Baqui, Lerman, Siddiqgi, Hadi, 1991).

;%

r i '

The Women's Empowerment Pilot Project of the Urban Volunteer Program was’

begun in June of 1990 with funding from the Ford Foundation. AB its name

melles, WEPP was desxgned to test the feasibility of empowerment projects

in Dhaka #lums. Since June of 1990, WEPP has provided - training in -

' -

literacy and numeracy, health, financial management, and legal advocacy



{women's righés in marriage, divorce procedures, inheritance rights, etc.)
to approximately 550 adult and 180 adolescent women. In addition to the
two monthe of training adults received, adolescent women were given an
additional month of instruction on reproductive health. WEPP participants
are given the opportunity to take paét in savings and loan programs and
several groups of WEPP women have alsc been involved in skills development
thr&ugh collaboration wiéh IDEAS, international, an Australian ﬁGO.
{Bedause only a handful of women received skills training, they will be
excluded from.all analyses; further, adolescents who participated in WEPP
will not be inﬁluded in this investigation). The initial phase of WEPP

1
training concluded in September of 1991.

It should be noted that while the Women' o Empowerment: Pilot Project was
designed specifically to "empower"™ women, the Urban Volunteer Program was
not. However, the Urban Volunteer Program does seek to mobilize women.

Cénsequently, its ability to empower and improve hea'th will be evaluated.

iv):  Defining Empowermenf énd'_delineating‘ the Relationship’ between
. Program Participation, Empowerment, and Health

whaé is empowerment and how might it impact women's lives? For the

purposes of this investigation, empowerment is a procesé of profound,

cognitive, social and behavioral change which enables women to define,

challénge, and overcome barriers in their lives. Figure 1 suggests four

broad areag that may be affected by empowerment: family function, social

“ . -

boundaries, perception of self, and world views.

Family Function

r

Women's -position and function within the family may change as a result of

participation in empowering activitien, broader social changes, or both.

For example, work as a volunteer or consciousness raising as part of WEPP

rd

training could introduce changes in the way women think about their roles

within the family (i.e., women may have less time to assume childrearing
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reep&ﬁéibilitiea or they: may feel less inclined to do so}. As a

[

! : : - .

I consequence of such thigkihg, women's workload could shift towards
H Jobe I ! Pa . ' i

i husbands, motherg-in-laﬁi or offspring. A
PTT T T ; , Bk

| Ee !

Empowerment actlvities might aleo improve women's status within the

; household and‘ﬁhe community (anecdota} evidence suggests this is fhe
f cgbe). . In theory,limproved atatﬁa could promote women's ability éo
!; bontrsljor‘ﬁan%puiateIdeclaion—maklng. How might shifte in -decision-
L' makinq {away from husbénds and mothers-in-law and towards wives) impact

maternal and child health? 1In Eangladesh, where many women feel obliged

to consult husbands before taking sick children to the clinie, the ability
to make independent decisions could dramatically improve access to routine

and emFxgency care. ’ . .
1

if
o
:

Focusﬁgroup discussions, questionnaires, and case studies will be used to

gaugefdeclsion—making within the . household, parents' interactions with

offspfing,‘and aspirations for children (és an indicator of roles parents
|

i conaidér appropriate for sons and daughters).

* -
1

' ! '

Soclal Boundaries

widespread agcription to "purdah" confines a majoritylof Bangladeshi women
to thé boundaries of their own home. Those who vehgure outside rarely
f traveiéfar; relationships with non-kin are cirqumacribed. Volunteers, on
tﬁe other haqd,'are expected to leave their homes to interact reqularly
v with nén-kin {including superviors) and to assume increased responsibility
for thb'heAith of neighbors and friends. WEPP participants regularly
1eave:rhe household to attend group meetings. Theoretically, greater
v .mobility could facilitate the adoption of new role models. It might also
; ehcourggé an increased awareﬁess of financial, legalﬂ and health resoﬁrces

, available in the community to slum women and children.

Increased.contact with the "outside" world may also precipitate changes in

10



P ‘.
values. For instance, women who frequently travel outside of the home may
be more willing to spend money on themaelves or their offspring,
especially daughters. The implications for health—reléted behavior are
obvious:r changes in how money and time are speﬁt could lead to a
funda@enﬁal shift in resources  towards women and children, especielly

daughters,

Through focus groups -and interviews, data will be collected on
!
interactions with non-kin (speclfically, market vendors and health care

practitioners}, leisure activities, and personal purchases.

Self-Perception
Empowerment should alter women's fgelingé of esteemf'compgtehce, and
control. Volunteers who successfully fulfill thelr obligations outside
{and within) the household should feel hetter able to assume increasing
‘responsibility. WEPP mothers who faithfully attend group meetings and
contribute regular}y to group;savings plans, may also experience greater
contrql{:competence, and esteem.
Such changes may modify how women think about disease, the environment,
and the:proviaion of health care. The literature on maternal education
suggesté that level of schooling may impact women's conflidence in handling
officials, ability and willingness to travel outside the home in search of
services, timing.of health-seeking behaviof, quality of care, and the
éPropensiFy ?o adhere to advice with great?r persistence (Cleland, 1988)._

However,'it is not clear that such changes characterize the lives of women

who particiéate in development;ﬁrojects.
, A '

S0

bgring interviews and focus group discussions women will be asked to
describe themselves and their husbands. Focus groups will also be used to
explore how women might react if husbands take additional wives. Results

from focus groups and questionnaires should also shed light on decision-

. 11



making regarding distribution of food and income.
World View i .

Women's world view is likely to affect their behavior. For those who
ascribe to fatalism, planning may seem a futile exercise. However, for
those women who believe that life events are subject to control, the
future may hold considerable promise.

Role models play an important in shaping individuals' perceptions of the
world. Are empowered women more likely to adopt models who reflect upon
ana challenge existing norme? Are “"disempowered” women more likely to
pattern their lives after women who assume more tfaditional roles? What
constitutes "power™? Local definitions of empowerment, control over life
-events (as measured by promptness of health seeking bhehavior), and
aspirations for children, will be explored using' focus groups and

interviews. .

v) ' Developing an Index of Empowerment

-
-

The following questions will be used to develop an index of empowerment:

Family Function

: ’
1. May I ask you what your last "major" expense was? [Group according

to intended beneficiary: father?,; mother?, son?, daughter?, all?)

2. I would now like to know about your, last major purchase. Could you
tell me what that was?

-

3. Who took the decision to make this purchase {(father, husband,
mother, son, mother-~in-law, both father and mother)?

4. " cChoice of family planning method (husband or wife?}.

Social Boundaries

1. - what do you feel is an appropriate age for your daughter (or a
daughter) to marry?

2. Why? .

- 12



~Why?

i Pt

*

Could I ask you to list belongings which are personally yours (if
any)? (e.g., mementos, hand mirrors, lipstick, .books, ornamenta}.

:[Limit list to four or five items; exclude clothing; also exclude . '

%tﬁma such ,ad cookware which are shared by the family}.

Have you ever been to the ecinema? ¥

!
How recently did you go to, the cinema?

1)
2)
(3),
(4).

When you experience a financlal crieis, do you turn to:
L ) .

husband*'s kin
own kin

husband's friends
own friends

i

(5) other, specify
g

Self Perceptiog : '

1. .

2.

3.

If you were to describe yourself in one word, what would that. be
(mother, wlfe, volunteer, woman, worker--what type)?

'What other‘word might you use to descrlbe yourself?

Could you please list the foods and drlnka which you consumed

‘yesterday?

Could you list the foods and drinks.your husband consumed yesterday?

View

l " [Kin members are legitimate answers.
ranyene, simply write

3.

. look up to most.

I would now like you to think about the person ‘in this community you
Could you describe him or her in a few words

.{i:e., what is it about this individual that earns your respect)?

If respondent cannot think of
"none"}.
F.l ) ' ' -

- Is this individual a (0} man? or a (1) woman?

“I'"would now like you to think about thé most "powerful" individual

in this community. Could you describe him or her Iin a few words

"(i.e., what ig it about this individual that that makes him or her

.Questions on treatment/timing of health-seeking (for children < 5)=~
- from "Access/Use of Health Services®

powerful)? '{Kin members are legltimate answers. If respondent
cannot think of any "powerful” individuals, simply write "none"].

Is this ind*vidual,a (0) man? or a (1) woman?

grid: _ !

What was done first .about this illness? »{treatment ve. non-
treatment) - .

o

Did (name of individual) go to any body elbe for treatment?

(treatment vs. non- treatment)

;H?w;soon afger (name) became aick did he/she seek-for help?

L]

13
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b)

"ﬁl) ~ The:Role of Intervenlng ‘Factors

Hypotheses

M i

_-'\

}Anseere tg open-ended questions will need to be grouped and coded. While

coding such queetio?e could be quite time~consuming, the very nature of
o : ) . :
‘open-ended questions encourages a range of 'responses. |

RS

- 1 f
b - : 4;
| . |
| i

A number of intervening factors could modify the relationship between

program participation and empowerment. Such variables might include

Eommunltyfatructure,fprevalling norms, limited resources (including money

i . "
Fnd time); age, family size, birth order (firat born women are usually

\
better treated than femaleSLof higher birth order), social class, and for
volunteere, length of service (WEPP mothers received tralnlng only
B - - 1 '
recently). Other . factors, may mediate <the relationship between

v

. , )
empowerment ' and the proximate determinants of health, Such variables

c0uld include those already mentioned plus such pre-existing conditions as

chronlc malnutrltlon and overall levels of environmental contamination.
it
Flnally, limited tlme between program partLCLpation, empowerment, and

health‘ may he a real deterrent to change. While not all potentially

confoundlng varlables can be controlled, a number of factors {including
i

famlly elze of respondent, respondent's birth order and age, length of

eervlce for volunteera, and sccial class) will be controlled in data

analyele.;

" t
1 L]
.

The following hypotheses will guide research on empowerment and health:
(' . .

& 1

) 1

l) Women who work as volunteers or who participate in the Women'a

i Empowerment Pilot Project are more likely than peers to have high‘

scoree on the empowerment lndex.

l

2) Volupteefer-ﬁEgP participants, and offspring are more likely than

peers to enjoy better health. -Specifically, mothers are less likely

i - - ii'- .
! Lif .14 .
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c)

£

1
i

s

H

" to.be moderately or severely malnourished (as measured by mid-upper
.arm circumference). Children will be lessa likely to suffer from

‘ Qiarrhea, measles, scables, and moderate or severe malnutrition (as

measured by mid-upper arm circumference). WEPP mothers and

, volunteers will also be more likely to engage in good hygiene

b

practices (homes free from feces and rubbish; bhands and clothes
qlean, low fecal coliforms.counts) and will be more apt to seek full

rmmunizatibn against tetanus toxoid, DPT, polio, measles, and TB.

3) Eqpowered women {as defined by high scores on the empowerment index)

wlll be more likely to enjoy better health and engage in those

bqhavlqrs which promote health, including 1mproveq domestic hygiene,

access to appropriate heélth‘services, adequate nutrition, and the

-

‘ éﬁacfice of family planning.

It is. lmportant to point out that while various aspects of the

relati%q?hlp between project particxpation and health can be examined,
this r?ggarch wi%l not be able to establish a causal connection sbetween
progra+ ;involvqunt,' empowerment, a?d health. However, associations
betweeé each of these components can be evaluated.
i ' '
|
Research Plan

1) Data
i
. I ‘ i

This research will draw upon several sources of data to test the

hypotheses spec;fied above.} Data to be used include the Research, Cluster?
Surveillance System (RCSS), the Urban Surveillance System (USS), new
questionnairea and focus group discussions developed specifically for this

'

study and case studies.

t
'

The Research Cluster Surveillance System collected information on

demographic eventa,-chi%d mdrbldity, immunization status, anthropometry,

T e 1s
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I‘l ‘I‘ .
soclal class, and health knowledge of mothers in Dhaka between 1985 and

1991; ‘? This Burveillance system contains 70 clusters of about 38
.il

households each {total number of households, approximately 2,660) covering
8lum qnq non-slum areas of Dhaka. Because the RCSS included areas outside
of Dgaﬁa's Blnma, it cannot be considered representative of slum
oopnlétions. }urther, glums which were included in the RCSS were
arbitrarily defined, based on volunteers' service delivery areas. .

The ﬁLhen Surveillance System (USS) began in 1990 and is an on-going

syaten of data collection in five thanas of Dhaka city- Mohammadpur,
Lalbagh, Demra,?Kotwali, and Sutrapur. Unlike.the RCSS, the USS was a
probagilistic sempie designed epecifically to represent Dhaka sglums.
Presently, the Uss is expanding from 4500 households to approximately 8000
houaeﬁolde. A baseline survey, administered to the 4500 households in
1990 Tnd‘1991 hee been modified and will be administered to all 8000

houeeholds in October of -1991. 1In addition to the baseline eéaluation,

.”hOuBehOldE are tracked for demographic events (births, deatha, migration,

and .nuptiality) and are gqueried about nutrition, family

planning,immunization status, diarrhea morbidity, and cause of death.
' t .
This information is updated in 90-day cycles.
| ‘

b i . 7 .
Three new sources of data, questionnaires, focus group diecussions, and

case.studies will also be used to analyze the relationship between women's .

empowerment and health. Through questionnaires, interviewers will collect
b . ' e '

quantitative information on empowerment, maternal and child health, access

¥ -

to health services, family planning, and nutrition. Information about

ol
domestic hygiene practices will be collected through questionnaires and

spot observations. Further,-hand pathogen testing of mothers for fecal
1[’ -

. ¥ :
coliforms will be conducted.f Hand pathogen testing provides. objective

!
information‘on maternal sanitation, though some variation in coliforms

count ﬂé expected, depending upon the time of the day the sample is taken.

Field teeting of'guestionnéires {which- appear in Appendix ¢€) will be

[
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carr&ed _out a&ong a sample of respondents (approximately 10 for each

group,|tota1 n=40) In dengning this research, every effort_pae—heen
_ made to utilize existxng data. 1In fact, many of the questions and forms
which the Usszpreeently uses will also be employed in this study. For
example, the ﬁegiatration form for this investigation ls patterned after

thab'ueed in,the Uss. Immunization tables, anthropometric measures,
' t‘
morbldity indicators, and information on domestic hygiene and social class

for‘fhe uss an? for the_study on empowerment differ only with respect to
the euantity of variables collected. Because not all information gathered
ashoarh of the[
infOrmLtlon on%a limited number of variables wzll be collected. Likewiee,
becaﬁee the- U;S does not solicit sufficient information on access to and
uaelof health;%are regources, family planning, and the distribution of
foodla;d other }ousehold resources,’ additional 1nformation will need to be.
gathered. Col%sction of all quantitative data is expected to occur along

b
'withxthe July [1992 wave of data collection for the USS.
pis : ' o ’

'Focue group discuaaions (Appendix A) will be conducted first. While the

tirban .Surveillance System is needed for this study, only

'[
.numberlof focus groups to be held as: part of this research is now set at
l
24}(see Appendix B), the actual number requlred may be somewhat larger

\

sinfelinvestigators would like to feel comfortable with both the content

of . diacuasione and the process whereby they are conducted.

0 L
HE 1A

. a
) ) -

l

)

Focus group dL?cuesione form an 1ntegra1 part of data gathering, precisely

I

i

because they qan provide information that is not obtainable through the
' LY -k : '
more'formal qufetionnaire. Because focus groups create a forum for more

active participation and input, they can furnieh important ineights 1nto
ll' !
why ~women and - men behave they way they do w1th respect to health.
; 3

they can help to evaluate how changes in family function,

e

aocial'boundar;ee, perceptions, and world views impact health.

<

Speclfically,

o i
e K
[ +

!, !

Because we: feel that men can play a part in facilitatlng empowerment, we

have opted tolinclude their input in focus group diecuaeione. Eight of

. ‘ ’
!‘ ' E!'* 17 .
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;' : !’J" '
N : I
the 24 focus group discussions whrch wrll take place during the course of

i

this research will include husbands of current and former volunteers, WEPP

li I { . . ! lk
partlcipante, and controls, 'Husbande' input should provide meaningful
- : ] i
lnsigqte into the process of empowerment for volunteers, WEPP mothers, and
fe o9 ¥ o .

controle. P ' : )
M Zi;!)}: . .’

| l . I .

The major purpose of focus group dlecueeions is to collect information on

those aocxal changee which precede the proximate determxnants of maternal
i
and child health.‘ It ie expected that each of the 24 focus groups will be
lll 51
limited to 5-7 participante each. S
F i
F ]

i
1 W
i

K i
Whilelmuch of thie study focusses on social and health outcomes, case
)T
etudies will beiueed to provide important insights into the process of
1!” .

empowerment.. For this study, twenty women who take part in interviews and

.
focue group diecuseions will also be asked to respond to open-ended
4 t‘
queetionnalree.[ Ten women will come from the ranks of volunteers (both
' ¥
current ‘and deactivated) and the Women 's Empowerment Pilot ProJect.

Because theee women c¢an easily be xdentxfied, open—ended interviews with

l : .
them will occur; shortly after the protocol begins. An additional ten ..

i
women will be selected as case etudies once interviewe (with accompanying
| | . I

measures: of empowerment) are complete. Five of the women selected will

Vi T L

have ecored relatively low on the guantifiable index of empowerment (i. e.,

- ‘-'.:I 'I [

in thellowest quartile) while five will be selected from among those with
| ro-
scores in the highest quartlle. < 8
EE PR . 1

T ‘ !.‘ ’ . ¥
. " “1 - o ‘
Areae.toibe discussed during open-ended interviews include:
SRR - _ 7 ; ‘ )
o \} T .

|; !. ;

- 1) : Women ) famllx background. What impact might birth order, number of

' Lk

.i""i'

male and |- female sibe, and . socioeconomic. position have on -

!

'3

empowerment. - Are "empowered" women those who come from homes who.
a- .

- r - ) r
already enjoy considerable prestige?
1 H '
T o
w!! - 1} .
2} ?ower and status "According to respondents, what is power? What is
Lo

!
]l': fa T .
. ‘E.

§0E L '

!
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status? Which individuals in the community are considered to be
particularly powerful or important? How dxd they acquire their
position in the community? 1Is it possible to transfer power from
=ong'individ#al or group to another? How? How.might women bhecome

"disempowered”?

i}

L3

) {
3) Barriers to empowerment.. What prevents .women from becoming
f
empowered? i (Do reasons listed differ by group)? How might
{

I
environmentﬁl constraints, social sanctiona, and other macro forces

aﬁ work in‘yhe commugit& limit the "benefits" of empowerment? what

. !
- ~— -8 woman is able to do after becoming empowered?
[ .

4) Life changes. Has the individual's life changed in the past several
. - "

years? How? ‘Why? When? For better or for worse? What brought

about those changes? Could the individual describe in step-by-step
I
fashion how!changes in their life progressed? How did friends,
family, and;neighbors react?
R
it
- I '
The first ten open-ended interviews cah be used to help refine the

definition of empowerment used in this protocol. Because case studies by
their véry nature’accomodate a wider range of responses, women can be
querled about their own definitions of empowerment and why various aspects

of their lives may be considered empowering or dlsempowerlng

L] 1
In _addgtion to providing important insights into the process of
. empowerment, the ten case studies on "émpowered"/"less empowered"” women at
i . o z
‘the conclusion of this study can be used to help understand why a woman

beliéves or‘behave§ the way she "does. For example, if women mention
during the course of focus group discuasions and queétionnaires that they
feel husbands should, make decisions about family_piapning, open-ended

interviews can be used to explore why they feel this is so.

4
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Ml \n
ay - Mechaniems for Gathering Data
m,[ ?
IR s
'Because“the uss 1is only ai isample of all residents of slums in five thanas,

*fmanysvolunteers and WEPP mothers are not regularly included in data

“ a1
.collect%on. In fact, only about 100 of the 450 volunteers and about 110

of the 550 WEFPP mothers take part in the USS (Dr. Abdullah Baqui, personal
commun;earion, Seotember, 1991). The additional data required of
volunteers and WEPP partilicipants presently included in the USS will be
gatheredlalong with all other information collected as part of the Urban
7Surve£}ience Syatem. However, for those volunteera and WEPP mothersa who
are not pert of the USS sample, a separate data collection mechanism will

. ®
need to be initiated. Because most current volunteérs and WEPP
! K.
participante are in regular contact with the UVP'a Community Health

e

COOrdinatore and Community Organizers, respectively, data collection
should be relatlvely easy. Gathering information for active volunteers
from previoue phaaes of UVP could be more problematlc. However, because

many of the volunteers were only recently deactivated (some as recently as

|

.gune of; 1990), 1ocating volunteers .should presenf few challenges.

v "i ." . “ i
Furtherﬁ‘many-of the field staff from UVP were involved in earlier stages

J }

of thefvolunteer program and can play an important part in identifying

vo}upteera' whereahouts.f Controls will be randomly selected from among
the'Uss;eample. Aﬂl controle are expeoted to come from those thanas where
volunteere are nof?currently'worklng (i.e., non-intervention areas).
A . !

2) " Method

Y :
‘:‘\ B

‘To aeseae the health impact of participation in the Urban Volunteer

1
Program and the Women 8 Empowerment Pilot Project, four groups of mothers

P ©

will be compared: :current volunteere, volunteers who worked in an earlier
Nw ""F‘“’ﬁ"'r"""lw"‘ .

phaee of the program, were disbanded but continue to provide services on
N

thelr own, women who are affiliated with WEPP, and a group of controls.

- Women who partlcipated in botn programs will not be included 1n thia
investigatlon becauae their numbers are few.
P

b
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a) .z-qriteria forﬁInclueion -
. T ¢ ' ,
i II ’ !

[ !: -"‘

To ba included in this etudy as a cage, women must be currently active in

ovp or’in WEPP at the time of data collection (projected for July of
) '

s 1992).,*Further, they.muet have participated in one of these programs for
' . . 1 :

at 1eeetieix months. Finally, information will be collected only for
| 3 | - ‘
' thoee'volunteere.and WEPP participants who have children less than five
i | i

years of age. WEPP participante who did not complete the initial two

months’ of training will be excluded. However, there will be an attempt to

collect baeic soéiodemographic information on women who aborted their

training to aseese comparability to active members. Reasons for

! terminafing invol;fment in WEPP will also be explored., Controls will come
- |

. from non-intervention areas (i.e., those slums not targeted by volunteers)

;  and muat have children lees than five’years old.

13
i

| There ;ie jseveral reagsons for including former volunteers in this
analysie.g 'Firet, the number ~Gf current volunteers who meet all the
criteria for inclusion in thie study is rather small (approximately 150).
IHBy including former volunteere in_the analysis, findings for former and
‘ current . volunteere can be Vcompared.j- (All statistical analyses will
dietingnieh between the two gtoupe)o ‘Second, many of the volunteers who
| worked in earliei,etagee of the Urban Volunteer Program have a long
]lhietory of involvement with UVP. By extending analysis to volunteers from
I previous etagee of UVP,  the amount of time between "exposure" (in this
case, to work'ae'a voldnteer) and outcome (potential empowerment and
improved health) is effectively increaeed. Finally, incorporating
wdiebanded volunteers in both guantitative and qualitative analyses may
provide impo;tant insights into the sustainability of the volunteer model.
: what_eooiodemogiaphic features characterize volunteers who continue to
‘ work in Lpite of little or no prog;ammatic support? While it is not the
| purpose of this etudy to determine disbanded volunteers' efficacy in

delivering health care gervices, this investigation can shed light on the

, on- going;activitiee of voluntary community health workers.

21
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Controls wifilcome fr?m the current Utrban Surveillance System of UVP.
Thua, all cbntrols will ofiginate from one of the five thanas currently
under _655 surveillance (Mohammedpur, Lalbagh, Sutrapur, Kotwali, and
Demra). 'Controls, like cases, will be included only if they have children
less than five years of age. However, controls will not be matched to
cases for socloecaﬁomic status, age, or education. While matching on each
of these.factoraﬁcould provide important insights into how cases and
cbntrola similarjin'background~dif§er (1f at all), matching also limits
the scope of reférence. We feel that findings will be considerabli more

l
generalizeable if. controla are not matched to cases.

f ' : ®
b) . Sample Si:z

e\
L
I
A
|

i
|
Determination of:sample size is baeed on a limited number of outcome

variablea. ‘ For.mothers, these iInclude percent moderately to severely

1

malnourished (mld-upper arm circumference of 257 mm or less), percent

» oA

i  — e i

fully immunized'againet tetanus toxoid, and contraceptlve prevalence ratev
{CPR). 'For children, percent fully immunized against DPT, point
prevalence of di?frhea'(three or more loose stools within 24 hours of
being intgrviewed}, and pefcent modgr;tely or severely mainourished (mid-
upper akm‘éircumference of lese than 116 mm) will be ugsed to establish
sample size for hypothesis tes! ing. All sample size calculations are one

tailed and are based on énfglpha level of .05 and a beta level of .80. -

General formula: .

-

' For mothers:

Y

Dr. Mizan Siddiqi (personal communication, September, 1991) estimates that
40% of slum mothers are moderately to severely malnouilshed; ‘We-expect

that only 25% of volunteers and WEPP participants will be moderately to

-

" severely, malnourished.

1 . 22
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-For children: '

MUAC (2 x,32?52.675 ) «x6. 18

N = 121 in each group

*

- [

Vo4

Unpﬁblished UVP data (Urban Volunteer Program, 1991) indicate that 55% of

8lum mdkhers have received the required two shots of tetanus toxoid. We

anticipate that 70% of volunteers and WEPP participants will have received

botb tetanus toxoid shots.
;

TT (2 x.62?52.375 ) «6. 18

1

N = 129 in each group

! Y

Dr.!/Charles Lexmah (personal communication, September 1991) estimates that
’-l o "

the! contraceptive prevalence rate in the slums in 1985 was 25% {in 1989

L. :
31% of slum mothers used some form of modern contraception and in 1991 37%
were:using modern birth controll.: As a result of émpowerment activities,
wa expect 50% of mothers to be'pracficing contraception.

o v

f

CPR (2 x.37g52.625 ) x6 .18

N = 47 in each group .

Unpublished UVP data (Urban Volunteer Program, 1991) indicate that 40% of

slum children less than 5 years of age have received all three DPT shots.
f

We anticipate that 56% of offspring of volunteers and WEPP mothers will be

fully immunized against DPT.



i "N = 121 in each group

H
!
1

Clemens and Staﬁton {1987a, 1987b) indicate that in the rainy season {when

£

data for the present investigation will be collected), 20% of children

lessjthan five lyears old have experlenced .diarrhea within the past 24

%

hours. 1 We expect that only 7% of children of volunteers and WEPP
! ' : .
participants will have experienced diarrhea in the past 24 hours during

1
the rainy season. - s
C o - T
T o / - N .
il T .

T
(A >

! PP Oof Diarrhea (2.x. 135 «.865) ,¢, 18

.13 2

L4

“

! ' M= 86 in each group A !
Fy S 3 | '
|

g Unpubyished UVP data (Urban Volunteer Program, 1991) indicate that 58% of

| - :
slum children less than 5 years of age are moderately to severely

i ©d 'l i . .
malnour%shed. We expect that as a repult of volunteer activities or

f

; : participation in'WEPP, 40% of mothers' offspring will suffer from moderate
[ o

or severe malnutrition.

o & *

. d : ‘ ) )

2 1 muac (2x.49 x.51) . 49

v i ' . e

%

. N = 96 in each group -

Given that a Bample size of at least 129 is needed for each group, and’
assuming that 15% of those contactag will not participate, the overall
sampleasize‘ia 596 (4 groups x 149 individuals per group).

+



c) Developing a Baseline for UVP and WEPP

Studies using prospectively collected data allow epidgmiologists and other
researchers the opportunity to examine change over time in a cohort of
individuals. Because individuals are identified on the basis of exposure
Eo a ‘Fi;k factor, and not according to the development of disease,

epidemiologists' ability to ascribe disease to one or more risk factors is

enhanced conaiderably. Further, baseline data can be compared to follow-

up to assess changes in incidence over time.

R

Baseline data for this study, in conjunction with follow-up at' several

vl

points |in time, éoula provide important information on how maternal and
child he%lth, as well as women's position in soclety have changed as a
result'o? empowering activities. However, because UVP's first syst%?atic
surveillénce system was begun in the mid-1980's, five years after some
volunteeés began working in the slumg, a true baseline is not.attainable.
Neverthe%ess, there are other ways of designing this study. One option is
to forego a baseline and conduct a cross-sectional investigation. But
because ﬁealth and its social determinants can only be compared at one
point\inftime, variations across time cannot be determined. Further,
rates Bf;change éannot beyaéégssed. Another approach--and one that we
propose to employ for this research--is to develop a baseline with
existing data. wﬁile it is entirely possible that the assumptions used to
produce a baseliné are faulty. (for example, individuals who provide data

for baseline may'be dissimilar to those who form a part of follow-up),

adjﬁstments can be made (these modifications are described below). For

f‘this investigation, volunteers, WEPP mothers, and controls will be
1 '

comparea;to womenhwhq provided information at baseline (i.e., those who
participated in the RCSS in 1985).

| t
The overall purpose of assuming a baseline is to evalu;te how health for
volunteers and WEPP participants and their children has changed beyond the

change experienced by controls. Thus, if the point prevalence of diarrhea

: 25
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!

. .
for the offspring. of volunteers and WEPP mothers was .2 during the rainy
season;of 1980, was the ensuing decline in point prevalence for children
of cases any greater than that experienced by the offepring of controls?
Baseline ‘for this study comes from the Research Cluster Surveillance

Systen. , As has alteady been meucioned, the RCSS was not fully operational

W

until 1985 four to five yeéta after the first volunteers began their work ’
in the slums. UVP data indicate that approximately 38% of all current
volunteera started work in the elume prior to initial data collection in
1985. However, about 61% began in 1985 or more recently. While very few
voluhteers actually took part in the RCSS (approximately 70 volunteers

were lncluded in data collection), health indicators for the general

la population are avallable.

|
. "

Using the RCSS to-establish a baseline is not ‘without problems. First,
data from the RCSS. cannot be linked with the current surveillance system

{the USS), since there is an overlap of onlf 4 clusters. Second, the use
| , |
of aggregate indicators of health (rather than individual measures) can
mask - important differences in morbidity for different groups. For

example, Caldwell (1981 1986) and otners (Cleland & van Ginneken, 1988;
Lindenbaum et al., 1985) have po;nted out that offspring of women with
less formal schooling are more likely to suffer from poor health than
progeny of those who received some educational training. Further, social

class ia known to be an important determinant of health {Hale, 1990).

Data Ifrom uvp lndlcate that volunteers' eduoatlonal levels are

‘qubstantially higher than those of other slum women. For instance, 64% of

5

.t’\
volunteers have completed at least one year of formal schooling, but only

15% of non-volunteers have eimxlar educational qualifications (Urban

Volunteer Program, 1991).

To account for potentially differing levels of health for women from

various socioeconomic backgrounds, educational level and social class will

"

i ‘
. be controlled. Thus, volunteers, WEPP mothers, and controls who ‘have
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recei#eq 1 to 5 years of education will be compared to women at baseline
who hdd' similar academic training. Baseline data will come from all
residents of Konali, Demra, Sutrapur, Lalbagh, and Mohammedpur who
particigated in the Rcss.

b
d) rﬁéatisticai Tests
. g .
Thorough univariate analysis 1ls an important first step to identifying a
parsimoﬁious mulfivariate model which best distinguiéhes between the four
groupé.gf mothexrs included in thi§ investigation.as-well as differing
levels éf "empowered" women, using the empowermenpbindex. The first
ijecFiﬁe in stasistical test{ng is to determine if outcome measures for
mothersj(mid upper arm circumference, tetanus toxoid immunization etatus,
contracéptive prevalence rate, and fecal coliforms count} and children
{DPT iTﬁLnization statué, point prevalence of diarrhea, and mid-upper arm
circumférence) are different. If, in fact, outcomes for each group are
dissi@iﬁar, univariate analysis can help éstablish which predictors best

L] 4 .

acccunt‘For this difference. Because most of the data for this study are

4
¥

categorical, chi-sguares will be used in univariate analysis. However,

for variables that are continuocus (é.g., fecal coliforms count and mid-

upper arm circumference), t-tests will be employed.

Relative risks can be used to compare former and current volunteers, WEPP
. : +

mothers, and controls as well as "empowered” and less empoweréd women.

: ) >

] .
Relative risks contrast estimates of the cumulative effects of incidence

rates!over time for two groupg.at a time. Because relative risks (and 95%
: e - L - : e

confidence intervalé) can be used to contrast immunization coverage,

disease rates, contraceptive use, access to safe drinking water, and other
measures of health for two groups' simultaneously; they are deemed
especiélly Buitaﬁle for this study. Further, bécause groups are‘compared
on‘the same time. interval, thé effects of time on each of these meagsures

can be adequately‘controlled.
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Those qariables identified as signiflicant using chi-squares and relative

i

risks (with confidence intervals) will be entered into logistic regression

models. Three sets of multivariate analysis are anticipated for this

: research! 1) comparing health outcomes for groups based on program

participation, 2) using empowerment as an dependent variable and.group
affili;tion as a predictor of empowerment, and 3) comparing health
optéomes_ for varying levels of empowered women. Becausge logistié
regression ?equires a dichotomous dependené variable, groups will be
compared two at a time: former volunteers to current volunteers, current
volunteers to controls, WEPP mothers to controls, former veolunteers to
WEPP mothers, "highly empowered" women to "moderatel;‘empowered" women,
and so on. Potentially confounding factors (formal education, age, Qarity

and birth order of mother, social class, presence of NGOﬁs, and

volunteers' length of séervice, etc.) will be controlled.

e) éualitative Data Analysis

Focus groups discussions and open-ended interviews will be conducted by
Bangladeshi social scientists, recruited from the rénks of interviewers
now active in the U;ban Surveiliance System (minimum educational
qualif;éation: Magter'e degree in a social science discipline). Sessions
will be tape recorded, transcribed, and translated. Notes will also be
taken ?uring discuseions. Transcriptions will be compared with notes and
both w%ﬁl be analyzed by the principal in@estigator, co~-investigators, and
coneultants for content and me.ning. CcCase studién and quotes will be used
to present results from qﬁglitative resea?ch. Analysis of fbcus group
dlscuseions will begin as soon as transcripts are available and will
continue on a régular basis. "Tally", or another text analysls program
will be used to determine. the frequencies of various terms used by women
during?intervieWg and focus group discussions. Further, the context
within which these terms are embedded will be explored.
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£) | Limitations
| g
This study suffers from several limitations. One of the most important--

establishing an appropriate basellne--has already been discussed

extengsively. A second limitation concerns the appropriateness of several
. i . . N

of the indicators of domestic hygiene. 1In a recent study on Guatemala

usingA‘DemOgraphic and Health Survey data, Bateman and Smith (1991)
conclnded that commuriity level of sanitation was at least as important to

reducing the risk of stunting in children as individual access to sanitary

to

services. Thus, even though some Dhaka slum women engage in "appropriate"
domestic hygiene, exposure to community-wide contamination may be a more

important determinant of morbidity.
b

1,_ l

Limitations to .Defining Empowerment
o ' '
o ‘ ‘

The definition of empowerment used in this study suffers from a number of

limitations. First and foremost, it is highly ethnocentric. As defined

here, empowerment is seen as a process;, of change from one set of values

r .
and_,Pehaviors ito another, Greater autonomy, Iincreased control over

- resources, ‘improred mobility, cnanges in thinking, and equitable

T"

distribution cf household resources, all seen as positive steps in the
Westq_may, in {fact, be quite disempowering for women living in Dhaka
slums.  While Western countries encourage the practice of family planning

and birth spacing, women who use birth control in Bangladesh may be viewed
o

with disdain, precisely because they are working against the prevailing
normithat for Bengall women, prestige ig acquired through childbearing.

Women whosbear;a family of sons are even more highly revered.
N 1 A :
r 5 A ‘? ;
; ! !
!

Bengali women may not see changes in hygiene behavior as empowering. In

a seminal article published more. than three decades ago, Wellin (1955)
detailed the problems facing an auxiliary health worker who, over the
course of two years, tried to convince mothers in a Peruvian town to use

latrines, burn darbage!daiiy, control house flies, and boil water. After
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numeréus visits to all households and more intensive visits to a handful
of homes, the health worker was able to convince only 11 of 200 housewives
to boil water. Several of the women--considered eickly by thg community--
began arinking boiled water because "cooked” water |is sometﬂing one

consuwép during. episodes of illnesa. Others beolled water because they

rejec&ed local  cleanliness standards or because- their departure from

T

community norms were publicly sanctioned by a local physiéian who was

invoivgd in the campalgn.. Thus, it may be that women who adopt " new

W

beliefs and behaviors related,to'hygiene are not empowered, as we have
g .
hypothgaized, but are marginalized socially and are responding to the

reactidn of neighbors by adopting norms and behaviors inconsistent with
\ T ’ : '
the community.

A seand limitation to our definition of empowerment is that it ignores

constfaints within which slum women must'operafe."slum women may, in
B " ’ :

fact, want to use water from tubewells for drinking and cooking. They may

¢ i .

be anxious to use sanitary latrines. They may want to improve their
health through the cornsumption of more protein-rich foods. Slum women
i .

might 'want to limit exclusive breastfeeding after six months or receive

' ¥ B
immunizations for themselves and for their children. WNevertheless, time
! ' :

constraints and limited financial resources may preclude women from

. i3
I

adopting "healthier" lifestyles. Furthermore, it is not necessarily true
thati"disempowered" women do not want such necessities as safe drinking
water; sanitary .latrines, nutritious foods, and appropriate health care

services, including immunizations.
b é
It ie entirely possible that empowerment can result not only from inputs

and programs directed towards women from the development community, but
also - from initiatives whicl:” are indigenous to the community. Such

efforﬁa! includihg Belf-BEart women's clubs, cooperatives, and childcare

and labor-sharing arrangements are ignored in this investigation.
Furthermore, macro-level social forces, including changing perceptions of

women's roles, will not be ‘captured by this research,

. -
1
5
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Finally, the lag between program participation, "empowerment", and health
may be quite long, in fact, perhaps much longer than the time span covered
by this protocol. Caldwell (1986) hypothesizes that the impact of one
potentially empowering activity, formal educatlon, may not be evidenced
for at least a generation. Nevertheless, because a number of individuals
(especially volunteers) have a long history -of participation in

potentially empowering activities (some have worked for as much as 10.

years), changes in health resulting from program involvement may be

L}

evident. w
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' . The following diagtam depicte the proposed time frame for completion of
various componente of the studys
10-12/91. 04/92 07/92 10/92 01/93 04/93 07/93
LA 11 : “:- . ) b N
" Internal: ” :
and External . - ;
Review P )
"+ % Flnal Approval
- . of Protocol
e T Coltect/Edit Quant. Data
il L Quant. Data Analysis
__Focus Groups
Qualitatitive Data Analysis
. o ' ) S - Write-up
. Cos Project
Ends
v : ' "
3 o
! . :!I v
E l o ) &
1 L 1 g
E Lo - Yy .
: il ' i !
' i
i v
- i
t g{" ’
! ‘ 3
i ) B
N
M dey Ty
R T, Ve 'qﬁ i
e o
v ‘
1 2
' ' i ’
, !
4
3 ~ i
— —.- ) ] _— ) .
g ' 40
b i T :
S :



14.

Itemized Specific Taeks for Investigators

I Investigator:

Foundation
Counterpart, -
Khatun i

Task:
l Déﬁrden 1. Manage overall project
Dearden, Pt 2. Attend occasional meetings on protocol
Ford Foundation ' )
Counterpart; ! !
Khatun :
Dearden (with 3. Refine prcoocol
assletance from b T - .
'co-principal , ~davelop questicnnaires and focus group ocutlines
investigators’ 4
| and consultants)
Dearden, Ford' 4. . oOversee execution of data collection, management, and
Foundation ; = clean-up
Counterpart, :
Khatun [ fleld test questionnaires
- Vot revise questionnaires
| ‘ : train interviewers
v ' e identify cases and controls
o :i . i manage overall data collection
. b ' work with data management to ensure efficient entry
- and clean-up of data
Becker ! 5. Consult on data analysis/overall project management
Dearden, Ford . 6. 1 .conduct guantitative ﬁéta analysis :
Foundation . i) !
Counterpart, .
1 ) b i ) ' y
Dearden, Ford ] 7. -} Interpret results, based on findings and curfent literature
Foundationa‘ g .- review s
Counterpart ‘ ‘ '
Ford Foundatidn 8. ., Oversee collection/management of qualitative data
Counterpart, ; g 4 .
Khatun, Dearden v field test focus group outlines
! : . revise focus group outlines
Hi ' train focus group leaders
- ‘ identify focus group participants
S conduct /oversee focus group discussions
oversee tranacription/trarislation process
Ford Foundatlgn 9. ! Use ethnographic methods to interpret/analyze results from
Counterpart, " focus group discuasions '
Khatun, Dearden . .
Lo : _ tie into literature _
v . K B £
Dearden, Ford - ' | 10."' Report Frite-up
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[ P
3100  LOCAL SALARIES:
| :

-

]
1

Person/ Rate/  Amount
Designation Leve! Position Month Month  (US $}
Co-investigator (Ford Foundation 1 I NA NA
Counlerpart) *| ‘
WEPP Coordinator : GS-6 1. 1 595 2,380
Trogrammer G5-6 I 2 595 1,190
Translator/Transcriber GS-6 | 2 616 1,232
Data Management Assistant GS-4 1 3 461 . 1,383
Seeretarial Assistant G5-4 i 2 372 744
Interviewer and Focus Group Leader GS-3 12 6 © 291 1,743
. $8,672
3200  INTERNATIONAL SALARY
! Principal Investigalor *2 0
Statistician *3 0
3300 CONSULTANTS' COSTS: 0
3500  LOCAL TRAVEL: 158
i
3600 lNT_EIlfl'NATIONAL TRAVEL: 0
3700 SUPPLIES AND MATERIALS:
: 3704 Stationery and Office Supplics: 200
3715 Non-stock: Other (Tapes) 50
250
4300  OTHER CONTRACTUAL COSTS: 75
4806  INTER-DEPARTMENTAL COSTS: 5200
0300 CAPITAL EXPEN'DITUHE: 0
Sub-lolak: 14,855
Overhead Cosls: (29%) 4,250
TOTAL: $18,905

Nole:  *I Co-investigator is funded by a grant from Ford Foundation, Bangladesh

*2 Principal Investigalor is funded through the Health and Child Survival Feliows P

Hopkins University, Institute for International Programs.

*3 Stalistician is funded by the health and Child Survival Fellows Pro
Institute for International Programs aud by the Department of P
University School of Hygicne and Public 1ealth.

| .

i
c:\s:n\js\kd;prolo.als

rogram of Johns

gram of Johns Hopkins University,
opulation Dynamics, Johns topkins
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Budget Justification

i i -y, 3 b gl A w-m&-

1
Personnel costs are for localisalaries only. The principal investigator,
statietician, and Ford Foundation counterpart are all funded through -
ﬁutside grants., Costs for fepuéxgroup transcriptions and translations
reflecF cﬁrrent charges to ﬁ;P for such pervices. It e expectéa that
investigators and interviewers/focus group leaders will need to make a

large number of trips to the field owing to the brcocad scope of the study

and the focus on qualitative research techniques.

i
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% ) . " Family Function Focus Group | g

1

: « : -4
We are interested in learnlngdmore about families in urban areas of Dhaka.
During this session, we will pose questions to you and ask you to think about
decisions you|may have had to make ?r may make in the future.
: 1 l 3 v ' '
' C 1' Last Major Decision
f SR TR -
First, I would like to ask each of ‘you to think back to the last time a major
decision was made in your household.-
i o I T
What was that!decision? d J
’G‘_:,; . ; Ll '_
(major purchase, decision to. move .to the city, decision to seek health care,
marriage, job, etc.].;: N <
: LA Y

Who took the qecision§

Waé there discussion between you, your husband, your husband's family, or others
before the'decision was mada?

[Piobe to determine the extent to which wives manipulate the decision-making
process; it may be tﬁat husbands make final decisions while wives manipulate

them]. - !‘ !
Ly - - -
1f ‘(decision maker) was not at home, could somebody else have made the decision?

¥
Who (if anyone)? . .
( )¢ " B . ,
Why or whysnoé? ' Do |

E Interaction with children
= -

I would now (like you to think about your husbands. How do they lnteract with
children? | il . ? ! \

! ) ' .
= ! T

Cl

i
.
)
| ) &

! ' :
[Probe here to:ascertain the extent of husbands' interaction with children; while
it is often assumed that husbande have minimal involvement with their offspring,
in fact, they may be actively involved: do they stimulate children? hold them?
speak to them? play with them? Try to determiné both the quantity and quality
of.interactions_husbqnds have with their children. ™ Also try to determine
children's ages. It may be that husbands will only have minimal interaction with
newborns but! more contact with older offspring]). o
' ‘ P .
Husbands: T would now like you to think about your wWives. How do they interact
with their&chlldren? | '
H t ' i, & 1

[Probe here to‘determihe the quantity and quality of maternal-child interaction.,
Do mothers relate to children in their capacity as providers? nurturers? in some
other fashionﬁ Have there been changes recently in how mothers associate with
children? Are;mothers more likely to view children as friends? dote over them?,
etc.}. L :

3 3

"i\

] . . "h
Pgéfeasions

if_you were toichooseian "ideal" profeseslon for your son, what would it be?
. : { e 3
Why would you‘phoose'ﬁhis profeassion?

1

1f you wereitoichooae an "ideal"” profession for your daughter, what would it be?
| R i . .
Why would you Fhoose'this professgion?

”

Is 'there a'differepce?ﬂ Why ortwhy not? : . ' 4

. ! ] C | L .
What might.thgiperfect“job for husbands/wives be? Why?

B e e



Family Function Focus Group (continued)

Women's Health Scenario

Frequently we are faced with important decislions about our own health or the
health of a loved one. . I would like to describe to you a situation involving a
man named Anwar and his wife, Khaleda. Then I would like you to tell me what
Anwar and Khaleda might do to resolve this problem.

Khaleda has qhst been informed by a doctor that she must have a hysterectomy.
If she does not have this operation soon, she will be putting her own health in
jeopardy. While her husband, Anwar, is concerned about his wife's health, he
-would alsoc like to have more children. He is opposed to the operation.

What should Khaleda do?

What might happen if she doesn't havé the operation?

What should Anwar do?

o
's‘\

e



Social Boundaries Social Group
. '
We are interested in learning more about families in urban areas of Dhaka.
During this 'session, we would like to ask you several questions about yourselves
and about your own families.
i
- Shoppin
As you know, an lmportant part of every day life ie shopping for food. Do wives
shop? '
s ;
l .
Why or why not? :
i
Under what circumstances (if any} is it okay for women to shop?

[Probe to see if women who shop are accompanied by husbands, mothers-in-law,
other kin or friends (what kinds of friends?). Is shopping performed in an area
of town away from the eyes of regulating kin? How far must one travel to carry
out shopping? Is shopping a dally activity for men? women?}.

' % |, Consulting Health Practitionérs

" ) i '
If you were to take your children to a doctor, kabiraj, or some other healer, and
" that person kept you waiting a long time, prescribed the wrong medication (or an
expensive medication), insulted you, or failed to heal your children, what might
you do? . o

1

[Demand prompt attention, discuss p-dblems with doctor in greater detail geek

other medlcal advice, etc.]. o
. 5 .
[Determ;ne whether response would differ for different practitioners. 1If so,

If x were to go to that same practitioner and encounter similar difficulties,
what would ¥ou do? .

[If; women are likely to adopt different strategiea for themselves and for
chlldren, probe to determine why]).

| . j- Leisure Activities

' 1 '
. i
! !

Have you everigone to the cinema?
If yes, what did you think of the movie?.

Who went with you, if anyone?
i

Did you inform your husband? Seek his permission? .Why or why not?

If po, why haven't you, gone?

i | . ¥ é? Marriage Age for Children
'Whag%do you F;nsider am'appropriate age for sons to marry?
Smughters?
- ;

Why these ages?

N
. 1
. :
4

If there inm a!difference, why the difference?

' L Purchaseg
I would‘now like to ask you about your last purchase. Was.it for yourself?
If not, for thm? |

What was the. last thing_that you bought for yourself?

. '
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. Self-Perception Focus Group

We are interested in learning more about families in urban areas of Dhaka.
During this session, we would like to ask you several questions about how you
think about yourselves and about family members.

[Before having participants introduce themselves... ]

Self-defining Terms

v

If &ou ware to'gescrise yourself in one or two words, which words would you use?
[housewife, mother, volunteer, own name, peraonai characteristicse, or qualities].
Why! this label:or name%' , .

whag other wo%ds might you use to describe yourself?
{Havé each_wohan introduce herself]).

What words might you use for your spouse? mother-in-law? (does she live with or
.near you?) .

Why these words?
H - i B
L , Family Law
I would like to tell you a story about Igbal and Laila. Igbal and Lalla have

been married for 10 years. They have 5 children and both work hard. Even so,
Igbal is not happy with his wife,

Should Igbal take a second wife?

If so, under what circumstances? [first wife's approval on his own, consent of
the law, etc. ] . ™

7

I1f not, why not? i
Has something llke th;s ever happened here? What was the outcome? Weré you
personally involved? ‘! :

| ' - " Family Income

:

Lastly, I would like tﬂ_discuss family income.

Do you bringihéney intq‘the household (from work of any soxt)?
I;‘ ‘

1f so, what do!you do with the money?

[GLVE it to husband keep some/fall for salf/children/others (what is money used
for?), save or invest, make purchases (what kind?)].

If women earn income, does the relationship between husband and wife or wife and
motheg—in law change?

' o

1a
H

How?

(wife wields ' more/less power over household expenditures; wife 1ig
esteemed/disdained; neighbors gossip about husband/wife; mother-in-law feels
threatened, etc.] o .

oW



5 ‘ World View Focus Group

B
We are interested in learning more about families in urban areas of Dhaka.
-During this session, we would like to ask you several questions about how you
think about yourselves, your family members, and the world around you.

First, I would like youito think about one person that you look up to most in the
community.

What is .it about this individual that earns your respect?

Is this individual male?, female?, young?, older?, kin?, non-kin (whom?), an
Lndxvidual with a large family?

Why 'did you choose one sex and not the other?

Why a younger/older person? o

Should women look up to men? men look up to women?

Why or why not?l i
Now I would like you toithink about the person in this community who i the most
powﬁrful ' :

v

What is it that'makes them powerful?

i
What about mo?here in—law, are they powerful people?
F
]

what other types of words are used here for respect prestige, power, position,
status? . ‘
: .
. C N
i . Aspirations

Why or why not?

When you were a young girl, what were your aspirations? What was it that you
most wanted to become?

[Goals other than belngﬁé wife?)

How have those goala changed (if at all) since marriage?

Let's suppose tﬂat you are choosing a husband for your daughter. What kinds of
qualities or characteristlcs would you look for?

Whatltype of ; woman would you 1ike your son to marry?

Why?iJ.m m-~;ldi i;
. | ’
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ya" i Topié—. - l Former 1 Current ! WEPP COﬁtrols ‘Husbands of Vol's, WEPP
] | .. Vol's Vol's Participants Participants, and Controls
Family Function -~~~ " |.« "1° "7 = 1 N R T R ’ . 2
Social Boundaries 1 1 1 Sl 2
Self-Perception 1 | 1 1 ' , 1 2
World Gie;r ’ 1 1 L 1 1 L B Y -
Subtotal: 4 4 - 4 4 8
Total number of focus ' 24
group discussions:. . : : ' 1 - - EE

Note: For each topic, one male focus group will include controls and one male focus group will include only one
of the three "case" groups: spouses of former volunteers, current volunteers, or WEPP participants.
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PR 1. Registration Form for zll household members

— . T . .- _ — _-
. ta

e

A

Date: Interviewer:
Head of Household: - ] ) Religion:
) = . . - R T ] . - - S =
 Name/Individual DOB Age | SEX | Ms | REL | MO FA | BUS | EDU | LIT M S | WAGE
Number (dd mm yy) HH NUM NUM | NUM : ccg occ TYPE

Note: Codes for all variables except WAGE TYPE are attached as Appendix D. " WAGE TYPE codes are l=permanent
wage, 2=short-term wage, 3=casual wage, 4=self-employed {owners of their own means of production), S5=dependent
worker’ (non-wage workers dependent upon others for credit, raw materials, and rental of tools/space), 6=other.
Wage type is not included on the current registration form for the USS.
la. May I ask, does your mother-in-law share your same cooking pot? (0) No (1) Yes

[If yes, then skip to question 2].

1b. . Does she live in this slum? (0) No (1) Yes

§2



Background of Mother

-

I would now like to find out a little about your own family.

2. Could you tell me how many slblings you have? (exclude respondent)
| [If "0*, then skip to question 6).

3. ' What is your birth order among all siblings? (first, second, etc.)
\ ! —_—

‘4., ' How many of your siblings are female? '

1f respondent does not have female siblings, skip to question 6}.
- 5., What is your birth order among your sisters?
6. May I ask you how old you were when you first got married? {in yearn)
[ —_—

7. According to the information you gave me when we began this interview, you

have ‘ children (interviewer, obtain this number from the registration
) form). Is that correct?

8. May I ask how many total pregnancies you have had?" {include’ preg-
nancies resulting in abortion/menstrual regulation and stillbirth; also
include child deaths--these will not be captured by the registration
form).

' 9. Health Status of Mother (15 - 45 years old)
1D Wr MUAC 71" rr2"

{kg) {mm) = —— ———— =
IMN CRD DATE IMN CRD DATE \

* Women must have had a live/still birth in last 12 months to be eligible for
questions on tetanus toxolid. Codes for tetanus toxoid immunization status are
the same as those for immunization status of children, presented below.

10.;

Could you please list the foods and drinks which you consumed yesterday?

11.

;\cOuld you list the foods and drinks your husband consumed yesterday?

-
Ve
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'
12. Immunization Status of Children (0 - 59 months old)

If I'may, I would like to ask you about your children's health.
: |

DPT ) OPV Measles BCG
D .
# s I C DATE s I C DATE ) I C DATE I C s DATE
# M R # M R # M R . M R C
| N 1D NI{D __ [ N ID 1 _ [ N}D]JR]
1 _ _ . 1 . Y 1 _ _ I _ _ .
2 |- ! - 2 2
.3 _— — 3 — —_— m——— — [ — ————— —_— _— — e
—
SO I 1 I R S S R I IR N A A
2 | _ 2 _ L 2 N L N e e e
3 3 -
2 _ _ —_— 2 _ _ _ 2 _ _ I _ _ —
3 ) 3
S U U I (U IV U IS i U I I (NN U G
3 3
Codes:
IMMUNIZE (IMN) CARD (CRD} SCAR (SCR)
0 No K No 0 No
1 Yes (Card or mother's/ 1 Yes-marked 1 Yes
respondent's history) 2 Yes-not marked 2 Child not
2 Mother/respondent absent s present
9 Unknown 9 Not sure
13. Health Status of Children < 5
ID # MUAC (mm} Point Prevalence of Diarrhea Scabies

Point Prevalence of Diarrhea is deflned as three or more loose stools within the'
24 hours preceding interview. <

Coding fo: Scabies:

o No
1 Yes

-2 Child not present
9

i Not sure



14. Social Class Indicators

Occupancy . Other Land Ownership Construction
House Land ) _ City Village Type | Roof Wall
Owned i Self 1 No o 0 " Jhupri 1 1 l
Rented 2 [ Railway 2 Yes 1 1 Bamboo 2 2
Otherx 7 | Gov't ' 3 : Wood 3 3
Private 4 ’ Tin 4 4
Other 7 Pucca 5 5
' Other 7 7
15. May I ask you what your last "major" expense was?

x
o
H

[Open-ended question; probe to determine whether this expense was related to
health care, education, transportatlon, or some other category and for whom this
money was spent; e.g., son's education, daughter's medical emergency; exclude such
routine costs as rent and food].

16. I would now like to know about your last major purchase. Could you tell me
what that was? -

17. Who took the decision to make this purchase (father, husband, mother, son,
i» mother-in-law, both father and mother)?

18. When you experience a financial crisis, do you turn to:

} husband's kin ;
} own kin
3) husband's friends
) own friends

) other,ﬁspecify




e b —
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19.. Access/Use of Health Care Services

1

We are interested in finding out more about health problems you or your family may
have experienced recently and what you did for treatment. Could you describe in
general terms the most recent illness experienced, beginning with husband first,

. then’yourself, then children less than % years of age, in order of age?

ID # | Could you ' what was done | pDid (name of How soon after
. describe in ! first about individual) go {name) became
- general terms ' this illness? | to any body else sick did
this individual's | (See Codes for treatment? he/she seek
L most recent . Balow) {See Codes "| for help? [in
4 illneag? ' Below) days or hours)

[Open-ended; use
respondent's term
for illness) ’

- W e 1

| o - _ i

i . ;

; .
} : :

, - : _

' |

Codes! Consulted 1. health care professional (qualified allopathic doctor, nurse)

2. unqualified allopathic practitioner 3. pharmacist 4. healer (kabiraj, peer,

fakir) 5. dai (TBA) 6. husband's relatives 7. own relatives 8. neighbor 9. other
{please specify} 10. didn't consult anyone {exclude home treatment} 11. treated

at home with herbs or other home remedies.
P '

; i20. Domestic Hygiene Practices

_ Water ' “ Latrine “
~Source Drink#ng Cooking ' Type ReapondEnt. Children
- N ! ' only <5 l
Tap g 1 % 1 Sanitary 1 1
Tubewell/pumb . 2 E 2 Hanging 2 2
Pond/river i 3 i 3 Pit 3 3
Well : 4 4 No fixed site 4 4
qthéi ' 7 E? 7. Other 7 7
e
Water Source: 5 Latrine:
Not shared 0 0 Not shared 0 )
Shared by 1 1 Shared by 1 1
community . i : community
_outside ! 2 2
community . :

i e et
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: ! 21. Famlly Planning/Birth Spacing
Now I would'like to ask -several questions about family planning. Have you or your
husband gver used a family planning method? (Ask respondent to indicate which
ones have been used before reading list).

" " Birth Control Method Self or Husband May I ask who
; _ {: " Used Method decided to use
; s o ' this method?
oral Pill '3.3 , Yes Self Husband
| ! No | Both
Condom ! . : Yes - Self Husband
: . No Both
Norplant ‘ : Yes Self Husband
No Both
. [}
bi'aphragm/Foam/Jelly ¢ Yes Self Hugband
o - , No Both
Iﬁjectlon | : Yes Self Husband
: _ No ) Both .
wo ., Yes self Husband
' _ No "| Both .
Female Sterilization . . Yes Self Husband
No _ Both
Male Sterilization Yes Self Husband
' No Both "4
Menstrual Regulation Yes 3 : J Self Husband
' No Both
Safe Period! : L Yen Self Husband
o ' No Both
withdrawal " | ves ‘ Sself Husband
, No Both
S A .
Abstlnence;hl, ] § Yes Self Husband
! No : Both
|.1
Traditional Methods, . - Yen Self Husband
Specify: ; No Both
Other A . Yes Self Husband
: No , Both

22.' I would just like to check once again; have you or your husband ever tried
« In any way to delay or avold getting pregnant?
"
o ' .

+* ' (0) NofDon't Know (1) Yes 1

23, Ha} 1 ask, are you currently pﬂggnant {carrying a baby)?
] ' ' : . II
i (0) Noi' ': . (1) Yes (9)gnonrt Know
1 . | . L .;
{Skip to queétion‘25 i1f respondent is currently pregnant].
Rl
i o 1‘:\

|
.
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1

24. Are you or your husband currently using some family planning method to delay

or avold pregnancy?

{0) No/bon't Know (1) Yes

May I agk which method(s)
you currently use?

|
Oral Rilll

e —

When did you begin to
use this method (month
and year)?

this method?

Respondent
Hueband
Other, specify:

Who usually purchases

'Condom-

Respondent
Husband
Other, specify:

Diaéhragm/Foam/Jelly

Respondent
Husband
Other, specify:

Injection

Respondent
Husband
Other, specify:

IUD

Respondent

-Husband -

Other, specify:

Female Sterilization

Regpondent
Husband
Other, specify:

Male Sterilization

Respondent
Husband
Other, specify:

Menstrual‘Regulation
} .

Respondent
Husband
Other, specify:

Safe Period.
|

Respondent
Husband
Other, specify:

Withdrawal

Respondent
Huseband
Other, specify:

Abstinence

Respondent
Huaband
Other, specify:

Traditional Methods,
Specify:

Respondent
Husband
Other, specify:

Specify:

Other Trad}tional Methods,

Respondent
Husband )
Other, speclify:

Other

)

Respondent
Husband )
Other, specify:

:
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25,
27.

28.

29.!

30.

31.

32,0

34.

35.

36.

- 370

38. .

- Why?

T : U } ‘i T

. . ) NutritL%P/Breastfeeding
Y }

1 To: be asked’ of each child <« 5 years old

f26. - child's ID#

Chila: a Name

bt e Tl

Did you ever put (name of chiﬁo listed above) to the breast?

No (0) . Yes, (1) ' Noﬁ_aure/Don t know (9)

fIf noior not sure, Bklp to question a3},

_How old was infant/child when fhe firat water or food in addition to milk

was glven? ' 1

. I

Age in'months '~ or Age in years

. Have never given'chlld anything in addition to breastmilk

¥

[Skip to question 33). L

What - foode were. given to the child when you first started supplying
supplements (include cow's milk, formulas, water, and porridges, if given)?

2

-~

Any other foode or liquide?

How old was child when you felt your milk was "not enough” for him or her?

Age in'months or Age in-years
" : L o
Have never felt that own milk was not enough

How old was the child when you began to persistently encourage him or her
to eat .other foods?

¥ Lt

Age in 'months or Age in years

Have never persistently encouraged child to eat ‘other foods

would like to ask you some questions about the way you think and feel.

If you ‘'were to describe yourself in one word, what would that be {mother,
wife, ﬂolunteer, woman, worker-~what type)?.

[respondent 8 name constitutes a legitimate response],

What other word might you use to describé yourself?

4 What do you feel is an appropriate age for your daughter (or a daughter) to
'marry?

by

‘|

‘When is it appropriate age for your son (or a son) to marry?

Why?




' r,

R } ' .
Could I:ask you to list belongings which are personally yours (if any)?
(e.g,,rmementos, hand mirrors, lipstick, books, ornaments).

[Limit list to four or five items; exclude clothing; also exclude items such
as cookware which is shared by the family].

i a

! 1.
o2,
w3,
a.
5. E
: Ry : \
40. Have you ever been to the cinema? (0) No/Not sure (1) Yes
i [If no/not sure, skip to.question 42}. ’
i . 1 r
411 How reéently did you go to the cinema? (months) or (years)
H P
: {If leds'than one month, code as 01].
i f
42. I would now like' you to think about the person in this community you look
1 up to most. Could you describe him or her in a few words (i.e., what is it
! about this individual that earns your respect)? {Kin members are legitimate
' answers.) If respondent cannot think of anyone, simply write "nonev].
] . - 1 *
il . |
43. Is this individual a {0) man? or a (1) woman? .
44. I would now like you to think about the most - “powerful" individual in thise
community. Could you describe him or her 'in a few words (i.e., what is it
. about this individual that that makes him or her powerful)? (Kin members are
, legitimate answers. If respondent cannot think of any "powerful"
individuals, simply write "none" . .
U Lg ) .‘ 4
45..

Is this %ndividuéi a (0} man? or a (1) woman?
[ [ :

[For volunteers only...)

46,

'

] . !
[For WEPP participants . only...]
B ) :

i

How longéhave yoﬁ,been serving as a volunteer? (in years)

-

47.| When did 'your training with WEPP begin? (month) (year)

P
po! .

Tha?k individual for her time and cooperation.

Y -



46. Spot Behavior Check [To be marﬁed once interview ls complete}

; = ¥
' Mother'e: Children's: Fecea Trash
' . (non-organic}
) Human Animal
saree 0 face o in yard?z o in yard? 0 in yard? o
dirty? 1 dirty? 1 1 1 1
4 .9 , 9 9 9 9
hands - I ] hands’ 0 in house? © in house? 0 in house? 0
dirty? 1 dirty? 1 1, 1 1
: 9 9 ~ 9 9 9
g nails = - @ nalls 0
‘dirty? 1 1 dirty? 1
s ‘9 9
. ‘ pants 0
ST . . soiled? 1
ot 9

'.Ji' I 4 . ,—
For all variables coding is: 0 = No; 1 = Yes; 9 = Not sure.

[ .
* ~

d:48fiaﬁaha'ﬁ&ﬁﬁbgéﬁuTést'(Respondents Only--marked after interview is complete)

II ___Fecal Coliforms Count ) " | Time of Day:
" Left Hand: . : Right Hand:
. 1
T . L
e e
o
|
¢
: * -
, . ¥
, T - H - . .
| : N o
' a7
* b4
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; Appendix D

Codes for Registration Form

i
1
"
i
- -
v
1
t
'
|-
, - . ' B
| i
‘
) il
! "
1
T
'
'
.
' e !
' " °
‘
! ' ot
' .
/"
r""
[
|
!
: P
, .
IS -
; -
1
[ .
]
s 62
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e

SETRIT IV

-~

—————

SR oeaL-

- i

L oEd

Start

posit,

1

13

15

17

19

20

22

Y R

.10

. ) Ls
i L g g
i ' s"r‘ i! :t é
. o [T LTI 0 | L
R
\ .!ll‘ hl’ci" ;:3."
2
t i .
'y ; I I
¢ E.4.2.3 @E PLAN/FILE DOCUMENTATION
1 [ . ¥ H
t File name ' : URF.DAT {batch 11 +)
" Record length : 79 f
Deacription @
1 Source t Urban slum households
Ouner '_: 1 USS ﬂ‘.= '
" Date + 08/03/90 7
, . i
© sl.# varisble value  Valus Label
' ; s
; 1. Date of visit (dd/ y;r)
‘ 7 .ﬁ?’
2. Interviewer # (see%ntervieuer list)
. -
3. Stratum & 0 Stratom # 1
1 02 Stratum # 2
i e t
: L 08)  strotum# B
4. Cluster # o1 Cluster # 1
. i 02, Cluster # 2
- +.
' .tk .
3 . "
5. Structure # o1 Structure ¥ 1
Y 0z . Structure # 2
+
. .
[- Householld " - 01 Household # 01
o : !A (with structure)i
' o 02} Rousehold # 02
: ". Ty )
i, 7. Head of house- 01 HH 1.4 0
hotd sl.#, 02 HH sl.# 02
P "" R4 H
' .
A ’_i:’, . .
¢ B. Religion, 1!' Muslim
i . o2 i'__ Hindu
1 N : T
: 1 ‘ 3 i O'ther
; P 3
. 9. Individual sl.# 01 z; Individual #)
; i 02 ? Individual #2
-
; Y
' . ' < F
1 10. Heme/ person's # (i_r; copital letters)
i e W i
. 11. Date of. birth , _(dd/nnvyy) .
- ¥ H . 4
] 9 i
v . 1 -'g .
' " r E4
b Q
I ok i
’ o 1
v i) !
' i .
[ %',IE . 13
i Y
I i R
' i :
r o 1
N a7 -
. y 4 o
fe

1

Var. " wvar.
length  type
-] L]
2 H
2 H
.2 N
2 ‘M
2 L]
2 N
] N
2 [}
-
20 L]
[} N
1 -
4
.'&:b :
b 3]
i

- x ad

! Registratfon Date for Urban Slum Surveillience System

e p—

e ——— e p——— . va— =



N

SL.# Varisble

12,

13.

14,

15.

14.

Age at date of
visht

Sex

Marital status
*

Type of entry
;
g *
o

Relation to
houscheld head

value

(in complete years) 48

W - O ~N

E LT BN

00
01
02
03
04
05
3
o7
0B
09
10
"

13
1%
15
1
17
18
19
20
21
22
3
2%
25
26
27

28

29

"

Hale 51
Female

flever married 52
Married

Divorced -
Widoued

Partially separated
Functionally separated

Enumeration 53
Irmigration

Birth

Internal migration

He relation 54
Self

" Husbanrd

Wife

Son
Daughter
Father
Mother
Brother
Sister

“Uncle

Aunt

Cousin

Hephew

Niece

Son's wife
Daughterte husband
Brother's wife
Sister's husband
Grandfother
Grandmather
Grandéon *
Granddaughter
Grandson's wife

_Granddaughter's husband

Son of grendson ]
Daughter of grendson
Son of granddaughter

Daughter of granddaughter

Step-father .

3 ] 0
1 H 0
1 ] 1]
|3
1 H 1]
2 N, 0
1.
B
-



t
i

T

e ——
EYCR

1
i
. v . Start Var. Var.
sl.# varisble Value value label posit, length type Dec,
i
30 Step-mother
. 21 Step-son
- 32 Step-daughter
; 33 Step-brother
) 34 Step-sister
35 Father-in-law ,
36 Mother-in-law
16. Relation to 37 Brother-in-law
" household head . 38 Sister-in-law.
(contd,) 39 Brother-in-law's wife
’ : 40 Sister-in-law's husband
g S Adopted son
; 42 Adopted daughter
17. Mother's Ind.# Cregn. sl. #)° '
‘ 0o Mother is not 56 "2 L] 0
. registered o
18. Father's Ind. tregn. s1. #) .
' 0g Father is not 58 2 N 1}
registered

4
¢

. Husband's Ind. # (regn. sl. #)

(for S = fand . 00 ‘Husband iz not 60 2 N 0
Sex = 2) registered -
i as Male or not a married woman
. Pregnancy/Breast
feeding status
}
For married 0 Not pregnant 62 1 N 0
woman 1 Pregnant
9 Unknown
for child 2 Breastmilk only -
<= 5 years 3l Breastmilk+water only
. [: 4 Bireastmi Lk+food {liquid,
%i ’ oL semi-solid, or solid)
T 5  Food only and no-breastmitk
i ?  Unknown
' 8 Age > 5 years and
?‘ - not e married woman
Ve o
. E4.12
‘
b



i -
K .
s
r—‘;
e . -
oy
[
£
N !
LA
o
]
i.“
1
A
Siat W
AT, L "
hEd {'
' i
A !
. P
i
A .? :
i
{
i
Yo
1
\
i
‘ 1.
. )
18
T
. ,
o L
§ i
[
LR
-
M )’
* S
Ly
\
1
‘ P
8 '
" Pooe
) L
. P
SRR

i o s efaca-

; SL.# Vvarisble

21, it pregnant,
v, LMP date
} v
e
" T 1
|

22..8irth place

v [

-1, one year back from
.. '
. date of interview

'

. 2. Education
in complete
‘years

. 23. Place of residence 1

“y }%- o
ﬁ?&aﬂ*ng o

... Start Var.
Velue  value label ' * posit. length
(dd/mm/yy) . .
L1 Not pregnant or 43 &
Hot a married
woman or
Hale
FYFPTV Unknown
1 Within some 69 1
community es now
living
2 Outstde current community
' but in snother Dhaka stum
3 Outside current community,
in Dhaka City, but not in
Dliake slum
4 Outside Dhaka City, but
fn Dhaka District
‘5 Other district ocutside
Dhake District
& Outeide Bongladesh
4 Unknown )
e !
~ Within same 70 !

1
s

nN

et

00
o1
02

20

conmunity as now

living

Outside current community
but In another bhaka slum
Outside current community,
in Dhaka City, but not in
+ Dhaka slum

Outside Dhaka City, but

in phaka District

Other district outside

Dhaka District

OQutside Bangladech

Child of age < 1 year

Unknown

Ho education
Cless |}
Class 11 .

"etc.
Infant or-child <= 5 years

Ll
-

'

E4.13
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i
SL.# variable

25. Literacy Bangla

26.;Hain occupation

27. Secondary
occupation

28. Batch &

Value

o

02
03
04
03
06
o7
08

09 -

10
1
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
a7
28
29
30
n

01
02

IS

, %tart Var, _  Var.
T

Value label posit. lennth type Dec,
] 0

Can*t read and 73 1
write

Can read only

Can read and write

Any male or

female of age < 15 years
or sge > 45 years

Household service 74 2 . N (1]
providers '

Household-based sel f-employed service providers
Service (lower grade) providers *
Service {upper grade) providers

$mall business owners (permanent shops)
Street vendors (legal)

Street véndors Cillicit/illegal)
Middlemen ’

Transport + vehicle rental agents
Property rental agents

Appliance rental agents

Kousehold informal teachers

Formal teachers

Religious/clerics

Non-formal health providers

formal health providers

Informal (street) performers

Formal performers

Skilled laborers

Unskilled Laborers

vehicle drivers

Transport workers

Rickshaw-pullers, cart-puller

Student

Unemployed

Apprentice

bisakbeéd

Beﬁgars

- !
Informal teachers

Professional activits (Doctor,Lawyer,Enginer)
Industriatist/Factory owner

- do - O Y .
*
Batch # 01 B 2 w0 ‘

qatch # 02

E4.14



t -‘_: " ‘j! B " - ’ .I
! ‘ to ot '
H P . 'u-'[
i L .
\ i
’
I-E.4.2.’n OCCUPATIONAL CODES . - '
f o -
01 Household Service Providers
L Ky
3 -
4 = Kald/Bearer/Cook
1’ X
v '
o
02, Houéehold-pascd Self-employed Service Providers
- Makes biri, agarbati or chocolate packets
- Maggs prepared gpices
- Makes rugs
< Makes cartoon
; - Sews punjabl
% o ;
r ) . .
f \ .
03 Service (lower grade) Providers
. - Darpan i
: = Peon . .
. - Guard .
k - Sweeper
§ ;1
; i
] ‘
. . [ 3 H
04 Service (upper grade) Providers
1
.? i '
; - Clerical staff ,
i -+ Office worker
05 small Buiiness Owners (permanent shops) ,
?6 Street Vendors (legal) )
g [ ? .
§ S . . L h
. « Collect and sells firewood )
¢ - Collects and sells Wastepaper
© = Sells battery metel
- Sells birds L
- Sells books, magazines, etc.
i_ = Sells flower-necklaces, flowers
* . - sells utensils, rugs, household items
: < Sells cigarettes, bettlenuts, ete.
* Sells cakes and rice :
: . E4.15
. . ' )
; |



o7

08

10

1

P

12

-_—
- -
T -
S
-
BT % L L

Sells ice cream

- ‘Sells vegetables - %
- sells fowls | .

Sells fishes . ¢

i
i . 5
]
Street Vendors (illicit/illegal)

- Sells biack market items (tickets of cinema, transport, match etc.)

1

w . Sells ganja, heroine, etc, |
- Sells Indian iaris

»

‘Riddlemen E

- = Act as middlemen for land and/or

e L

coW

= Broker for manpower to foreign lands

~ Match-making

Lo A

#

Transport + ¥ehicle Rental Agents

Property Rental Agcnts

" - Provides rickshaw,bus, car for rent

- Provides houses enly for rent (landlords)

- Provides land for rent

- Provides bunldvngs/shops for rent (for business)

_Appliance Rental Agents

- Provides VLR, microphone, TV, etc. for rent

Houschold Informal']eachers

- Teaches Bangla; English or Arabic

- Teaches -songs
.

!

E4.16
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13

14

i5

16

17

18

Formal Teachers

- School/college/madrasha teacher
-

!/‘

rd

s

keligious/Clerics

- Exercises civil spirits by uttering charms and incantations

Non-

formal Health Providers

Midwifery

Ayurvedic R Homeopathic Pharmacists

Ayurvedic Pharmacist
Prepare Ayurvedic medicines

Formal Health Providers

Registered physicions
Registered nurses

Informal (street) Performers

Formal Performers

Cinema

Jatra

Songster -
Theater /drama

E4.17
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J9 skilled Loborers

Blacksmith
- Blanket-maker
- Builds kutcha houses
Butcher
- Gardener
- Goldsmith
* - General mechanic
= Motor vehicle mechanice
- Rickshaw mechanic
- Potter
- Spice-maker
‘- Tailor
- Umbrella repairman
= Key-maker
- Washerman
- Weaver
- Wedding dgcorqtor .
-. Wood-cutter &

' 20 Unskilled Laborers

- Polishes boots

- Breaks brickse

- Cowlender

- Performs massage

-~ Porter

= Pulls rickshaws, push earts

- Supplies water to shops

= Yorks in station, terminal, market ¢(Xuli)

21 vehicle Privers
. R ‘:,.‘—

- Boatman e
- Drivers of car, bus, babi taxi, train, ete.

r .
22 Transport Morkers

. = Conductor
- Helper

[

E4?18'



w

P

s

24
25
2
27

28

30

"

Rickshaw-pullers, Cart-puller }

i

’

L
Student

|

Uncngsl oyed
"

1
Apprentice

i

I
Disabled
1
Beggars .

!,.

Informal teachers

v
f

Professional activaties

l - Doctor
! - Lawyer
¥ - Engineer
f

|

>

e e — e

, - E4.19
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ConﬂeﬂF‘FOth for Questionnalires, Hand Pathogen Tests, and Focus Groups

Appendix E
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12

_ in .this study,: please give your verbal consent,
H o ) ]

o

International Center for Diarrheal Disease Reseafcm, Bangladesh

Protocol on Empowering Women for Health: Verbal Consent Form

for Questionnaires/Hand Pathogen Tests

The desire for good health is vuniversal. Mothers play an important part in
determining not only their own health, but fhe health of their family as well.
While there are many programs designed to improve health, including two which we
will examine' as part of this study (the Urban Volunteer Program and the Women's
Empowerment Pllot Project), there are many obstacles to better health and overall
well-being.- \ :

At ICDDR,B, we plan to examine the health of three groups of women: those
who work as volunteers for the Urban Volunteer Program or who previously worked
for UVP, women who participate in the Women's Empowerment Pilot Project, and women
who have not been involved In either program.-~: You have been scientifically
selected to help us in the study. Your help in completing the following
questionnalre (which will be administered by an interviewer) can help researchers
under'stand your own health as well as the health and well-being of children less

than five years of age. We would also like.to ask you several questions on the’

difficulties you may face as a women and ‘what you have done specifically to
overcome the challenges of dally llving.r, Ry P,
LS ! - o - .

] ¥

*In addition to-questionnaires, we will be administering a simple test to
mothers designed to measure hand pathogens. This test is not painful and poses
no risk to you. You do have the -Sption of not participating in this study;
however, your assistance can help us understand the social barriers you face in
your attempt to improve the well-being of yourself and your family.
. - . Lo N Rty £oTr FE P 3 )

Be assured that your responses to“thin.questionnaire will be treated
anonymously. - Researchers will not be-able to identify you individually nor will
they disclose personal information to others.™ If you would like to participate

+ . "

f PR = s

wiﬁness; ‘ i e : - .
. L Signature of appropriate staff member
N ‘ Aicp g e s T T Lt
'. a fh ,
t
2 ;
L)
" . ( i ;
e i ':1“‘;‘ 'r‘_@_' L i - r . P
.“: s IL ¥ ¥
'y I e in r - .

a
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