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INTRODUCTION

MATERNAL AND INFANT NUTRITION REVIEWS:
A RESOURCE FOR NUTRITION PLANNERS AND EDUCATORS

The MATERNAL AND INFANT NUTRITION REVIEWS (MINR) profile existing data on
nutritional status and nutrition-related beliefs and practices of mothers and
children in developing countries. MINRs also contain information on current
nutrition policies and programs of governments, the United States Agency for
International Development, and other bilateral, international agencies and
Private Voluntary Organizations (PVO). There are thirty-five MINRs in all,
profiling forty-four different countries. (See list on next page).

Maternal and Infant Nutrition Reviews summarize important information
obtained from available literature, government documents, consultant reports,
and personal correspondence. The data is presented in bulleted form under six
major headings: nutrition and health status, dietary beliefs, dietary
practices, nutrition status correlations, nutrition and health policies and
programs, and commentaries. A bibliography at the back of each monograph
describes the listed documents in terms of type of study, methodology, sample
characteristics and location, and a summary. Special thanks are extended to
Dr. Najma Rizvi and Dr. Michael Mills for their assistance in reviewing this
report and supplying information.

Nutrition planners and policy makers can use MINRs to help identify a
given country's data base. For example, the information contained in each
review enables the reader to identify key planning factors such as problem
areas of malnutrition, prevailing beliefs about breast feeding, the extent of
bottle feeding, types of weaning foods, the government's inter-agency five-
year nutrition plan, the amount of donated food being distributed at MCH
center3, and major PVOs involved in administering food and nutrition programs.

({INRs can be used as background documents for consultants going into the
field and for program developers in-country. They can provide a frame of
reference for an in-country workshop aimed at developing a national nutrition
strategy. Technical assistance in organizing a workshop of this kind is
available through the International Nutrition Communication Service. MINRs
can also be used as a resource document in the development of journal articles
and rextbooks. -

MINR data is stored on a computerized word processing system that allows
for updates and individualized literature searches on specific topics,
Patterns in a particular country or group of countries can be analyzed in
accordance with user needs. A nutrition information retrieval service is
available free to those working in developing countries and for a small fee to
all others. Orders, inquiries, and comments should be addressed to:

Ron Israel, Director

International Nutrition Communication Service
Education Developmunt Center

55 Chapel Street

Newton, Massachusetts 02160, USA



MINR Country Reports:

AFRICA: NEAR EAST: ASIA: LATIN AMERICA AND CARIBBEAN:
Cameroon Egypt Bangladesh Bolivia
Gambia and Senegal Jordan Burma Costa Rica
Ghana Morocco India Dominican Republic
Kenya Tunisia Indonesia Ecuador
Lesotho Yemen Nepal Guatemala
Liberia Pakistan Haiti
Mali ' Philippines Honduras
Sudan South Pacific®* Jamaica
Tanzania Sri Lanka Panama
Zaire Thailand Peru

#South Pacific Region includes the nations of Cook Islands, Fiji, Kiribati,
Papua New Guinea, Solomon Islands, Tonga, Tuvalu, Vanuatu, and Western Samoa

ii



6.

MATERNAL AND INFANT NUTRITION REVIEWS

CLASSIFICATION SYSTEM

Nutrition and Health Status

1.1 General

1.2 WYomen, Pregnant

1.3 Women, Lactating
1.4 1Infants 0-6 Months
1.5 Infants 6-24 Months

Dietary Beliefs

2.1 General

2.2 About Pregnancy

2.3 About Lactation
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HIGHLIGHTS

1. NUTRITION AND HEALTH STATUS: 3.8 million children in Bangladesh under 10 -
years of age are affected by moderate to severe malnutrition. The infant
mortality rate is 150 deaths per 1000 live births. Of those surviving to

their first birthday, another 45 per 1,000 die in the second year of life, for
a total of 20% of all children who do not survive the first two years of life.
50% of infants born in Bangladesh are low birthweight babies (less than 2500
grams). A 1975-1976 netional nutrition survey found that 86% of the children
had moderate to severe malnutrition, as defined in terms of weight for age, a
greater incidence of PEM than 25 similar surveys in Africa, Asia, and Latin
America. 82% of children under 5 do not meet minimum acceptable levels for
hemoglobin. 17,000 children a year go blind due to vitamin A deficiency. The
major causes of worbidity and mortality in children are malnutrition, gastro-
enteritis, worm infestation, and respiratory disease. Undernutrition and mal-
nutrition are particularly noticeable prior to harvesting of the rice crop.

The maternal mortality rate is estimated at 7 to 15 deaths per 1000 deliveries.

2. DIETARY BELIEFS: Rice is considered the food; all others are side
dishes. Few people of any class recognize a nutritional role for vegetables.
Blood, strength, and energy are the key elements in good health. Some foods
are believed to produce good blood and strength., Foods are also categorized
according to classifications of hot and cold, and whether they are "nirdosh/
nirog,"” fault and disease free and medicinal. Both foods and diseases are
categorized as "hot" or "cold". Diseases of one extreme are treated with
foods of the other. Bengalis believe that one cannot be strong without eating
rice. High-yielding varieties of rice are believed to lack the strength-
giving properties found in local varieties.

Although it is recognized that a pregnant woman needs more food, it is
also believed that if she eats too much, there will be less space in which the
baby can grow, and that a small baby is good because the mother will have an
easier delivery. The process of birth is believed to increase the "coldness"
of the body, making the mother susceptible to "cold" illnesses. The first six
days after delivery are considered particularly critical to the survival of
both mother and child and are therefore the¢ most restricted. Breast milk is
considered the ideal food for babies. In following the principle of "like
produces like," the types of supplemental feeding deemed acceptable for an
infant are foods which are similar to breast milk in appearance, rather than
in composition. Therefore, the supplemental foods must be liquids and white
in color. Mothers start bottle feeding when their infants cry for extended
periods and they believe their breast milk is inadequate or that it is causing
abdominal pain ia the infant. '

Most mothers believe their children are not ready to b2 weaned until
certain physical signs appear, including ability to walk, zppearance of teeth,
ability to name the food, and sufficient degree of dexterity in feeding
themselves. The most common reasons for the cessation of breast feeding are a
subsequent pregnancy or the "drying up" of mother's milk. Diarrhea often is
believed to be cav..ed by problems with mother's milk.

3. DIETARY PRACTICES: Rice is the preferred food; about 600 grams per
person are usually consumed in 3 meals. The Bengali diet is 75-80% rice, the
balance being made up of fish, vegetables, greens, dal, and milk., Women eat
last, after serving the best of what is available to their husbands and
children, especially boys. Scarcities of water and fuel are two major
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constraints faced by women in the preparation of food. The limited amount of
water available for washing food and utensils increases the likelihood of
bacterial contamination. Per capita food supply has not increased since 1975.
About 51% of the rural population are landless. Lean periods occur during
September and October, a time of post-monsoon floods, during which the main
deep-water rice crop is maturing as the floods withdraw or fall, In rural
areas low-income households spend 99.43% of their income on food, and the high-
income households spend 41%. Tne breakdown in expenditures for food between
low and high income groups is similar in urban areas.

Pregnant women consume 65.9 grams of protein per day (the standard is
88.7 grams) and 2340 calories per day (the requirement being 2469). 99% of
women breast feed. Most mothers begin breast feeding on the third day
postpartum, because they believe that colostrum is not milk and is not a fit
food to give a baby. Most infants are breast fed at least two full years,
The average duration for breast feeding is 31 months in rural areas and 23
months in urban areas.

Solids are introduced late, often not until well into the second year.
In rural areas 36% of mothers weaned by introducing new foods gradually, 36%
by applying bitter substances to the breast, 11% by introducing new foods
abruptly, ard the remainder by other methods. The first supplementary food
given is usually rice. Locally prepared weaning foods typically consist of
rice, dal, pumpkin, sugar, oil, and water. A lower overall caloric intake in
children with diarrhea is attributed to reduced consumption of supplemental
foods. Fish, meat, and eggs are rarely given to young children,

In urban areas the bottle is fast replacing breast feeding with
deleterious results for the infants due to poor environmental sanitation.
Among poor urban mothers, 21% gave their infants supplemental milk at birth,
increasing to 45% at 6 months and 53% at one year. In rural areas 69% of
mothers purge their children: 17% at birth, 18% during fever, 9% during
diarrhea, 49% during constipation, and 27% for reasons not known,

4, NUTRITION STATUS CORRELATIONS: Significant predictors of a child's
nutritional status are family income, mother's education, religion, birth
order, the season after infancy, and sex (except in the first 6 months of
1ife). Infants of heavier mothers weigh more at birth and maintain greater
weights up to five years. Infants who were exclusively breast fed generally
enjoyed good health., Duration of breast feeding is negatively correlated with
mother's education in the rural areas. In rural areas children with diarrhea
tend to consume only 50% as many calories as their healthy counterparts. In
rural areas food intake is directly related tvo land holding. Factors
significantly related to higher rates of infant mortality in rural areas
include delivery complications of the mother or neonate, mothers below 20
years of age, and increasing size of the family. Parasite levels and rates of
severe anemia were higher in areas using surface water rather than tubewells,

5. NUTRITION AND HEALTH POLICIES AND PROGRAMS: The objective of nutrition
planning efforts in Bangladesh is to improve the nutritional status of the
lowest income segment of the population, through the following measures: a
partial reorientation of existing agricultural services; establishment of a
nutrition unit within the Ministry of Agriculture to project the impact of
production practices, policies, and programs on nutritional status; provision
of benefits to low income groups through the use of sorghum in modified ration
shops; and the incorporation of nutrition education within the mother's club
network and in health center staff functions. The Government has established
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a goal of foodgrain self-sufficiency by 1985 and has focused efforts on
increasing agricultural production through increased use of high-yielding
varieties of food grains. Under the Second Five~Year Plan (1980-1985) a
National Nutrition Surveillance Program will be established. T70% of the
Ministry of Health's budget is directed towards urban hospital services, but
over 90% of the population live in rural areas. Moves are being made to shift
the health care system from curative to preventive services, from an
urban-based, institution-oriented appraoch to a rural-based, field-service
approach at the thana level.

Nutrition education activities under the Second Five-Year Plan are
designed to alleviate problems of malnutrition by training housewives and
mothers to identify the right types of toods, prepare and feed properly,
observe food economies, and prevent pre-cooking losses. Education and
demonstration of supplementary and weaning foods from locally available
foodstuffs also will be provided to 8,000 women in 100 villages. A goiter
control program, through lipiodol injections, will be developed to cover
150,000 children in the goiter-prone zones of Rangpur, Dinajpur, and Jamalpur.
A program aimed at increasing local fish production (carps and tilapia) from
200 kgs. to 1,000 kgs. per acre will be introduced. For fiscal year 1982 the
approved quantity of U.S. PL-480 food for Bangladesh was 75,000 metric tons of
wheat, worth US$13.7 million, distributed *hrough a CARE food-for-work program
to 8.6 million recipients. Bangladesh is UNICEF's second largest operation,
receiving US$20 million per year. There is no course provided in nutrition or
biochemistry in any of the eight medical schools in the country. The
Bangladesh Rural Advancement Committee (BRAC) is an indigenous voluntary
organization that provides preventive and curative health care at an
affordable cost,

ix



1. NUTRITION AND HEALTH STATUS
1.1 NUTRITION AND HEALTH STATUS, GENERAL

NATIONAL

PREVALENCE OF MALNUTRITION: About 3.8 million children in Bangladesh
under 10 years of age are affected by moderate to severe malnutrition.
About 5% of the population is suffering from protein-calorie mal-
nutrition; the most severe types occur among young children and child-
bearing women. (Women for Women, 1979)

NUTRITIONAL DEFICIENCIES: PEM is very common, especially among young
children, and peaks during the dry season and midseason. Anemia is
"everywhere". Vitamin A deficiency is common, especially among children;
there are programs which treat it with high-dosage capsules twice a year.
Goiter is rare, but is found in the northern part of tkl ~ountry.
(Licross, 1979)

DIETARY DEFICIENCIES: The typical diet is lacking in vitamin A and
riboflavin. About one-third of the population is anemic, associated with
worm infestation as well as dietary deficits. (Women for Women, 1979)

CAUSES OF ANEMIA: Despite adequate intakes of iron, anemia is common,
partially because of: prevalence of diarrheal diseases, which lead to
iron losses; worm infestations; iron losses through sweat; and low
intakes of vitamins A and C, which are essential for the optimum
utilization of the iron consumed. (Women for Women, 1979)

CAUSES OF ANEMIA: Although the national nutrition survey found that iron
intake was adequate (average daily intake 22.2 mg. per person), other
nutrients needed for maintaining hemoglobin status were seriously
inadequate. Average intake of vitamin C (9.5 mg.) met only 37% of the
recommended levels; vitamin A (730 I.U.), 36%; and ribofiavin (0.87 mg.),
64%. (INFS, 1982)

VITAMIN A AND BLINDNESS: Each year, about 17,000 children go blind,
mostly because of vitamin A deficiency. (Women for Women, 1979)

GOITER: Goiter is concentrated in Jamalpur, Kinajpur, and Rangpur.
(Ahmad, 1979)

VULNERABLE GROUPS: Infants, children, and pregnant and lactating women
make up two-thirds to three-fourths of the entire population of the
country; 50% of the population is below 15 years old. (Brown, 1978)

MCH PROBLEMS: Significant maternal and child nutrition-related problems
include: cholera, ttberculosis, typhoid, malaria, avitaminoses, measles,
diphtheria, anemias, pertussis (whooping cough), polio, birth injuries,
low birth weight, leprosy, and complications of pregnancy. (Brown, 1978)

COMMON ILLMESSES: Diarrheal diseases are prevalent; most are of
undetermined origin, but cholera is endemic and bacillary dysentery is
also common; recent outbreaks have been resistant to multiple treatment.

1



1.1 NUTRITION AND HEALTH STATUS, GENERAL (Cont.)

Other major causes of death include typhoid, tuberculosis (possibly
100,000 deaths per year), measles (particularly in children), neonatal
tetanus, and maternal mortality at childbirth. About 90% of children are
infected with entero-parasitic diseases, human cases of brucellosis have
been reported. Diphtheria, poliomyelitis, visceral leishmaniasis, yaws,
and dengue are present, but details are not available. Rabies is
endemic. Cases of echinococcosis have been reported. The last case of
smallpox was reported in 1975. (Licross, 1979)

HEALTH PROBLEMS: Infectious diseases such as malaria, tuberculosis,
smallpox, cholera, diarrheal diseases, diphtheria, neonatal tetanus,
whooping cough, and measles are the most important causes of morbidity
and mortality. Cholera is endemic. (Djukanovic and Mach, 1975)

PREVALENCE OF ILLNESS: In 1976-77, about one. third of the population on
average experienced illness in any given month. These illnesses usually
lasted about 7 to 10 days, during which the subject was confined to bed
for 1 to 3 days. (Chen et al., 1979)

CHOLERA: Cholera is endemic in the Delta, with a definite seasonal
pattern in other parts of the country. Prevalence peaks in September in
the North, in November to December in Dkaka, and from March to May in the
South. (Licross. 1979)

MALARIA: Half the population live in malarial areas. The disease is
particularly prevalent in Chittagong Hill Tract and border areas;
transmission is year round in these areas, but limited to monsoon season
elsewhere. The incidence has been declining over the last decade because
of control measures, but there is a strong risk of recurgence. The
parasite has developed some resistence to chloroquine. Transmission-free
areas include Dhaka. (Licross, 1979)

RURAL

WORM INFESTATION: Examination of 192 samples in a rural community showed
a 92% rate of worm infestation; U40% had more than one type. The most
common types were ascaris and trichuris. (Rizvi, 1979)

1.2 NUTRITION AND HEALTH STATUS, WOMEN, PREGNANT
NATIONAL

MATERNAL MORTALITY RATE: The maternal mortality rate is estimated at 7
to 15 deaths per 1000 deliveries. (Brown, 1978)

MATERNAL MORTALITY: The maternal mortality rate is 5.7 deaths per 1000
live births. (Vemury, 1980) ‘

CAUSES OF MATERNAL MORTALITY: The major causes of maternal mortality
are: insanitary conditions associated with delivery; complications
arising at the time of delivery with which the attending woman (the dai)
is not qualified to cope; mild postpartum hemorrhage of an already
malnourished woman; and postpartum sepsis. (Women for Women, 1979)
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PURDAH AND MORTALITY: The enforced purdah (seclusion) system, the
prolonged lack of sunlight causing pelvic deformity, often leads to death
in the first childbirth. (Women for Women, 1979)

RURAL

MATERNAL MORTALITY: Maternal mortality was about 27% of all deaths to
females aged 10 to 49 years, in one detailed study of rural areas.
(Women for Women, 1979) ’

PREGNANCY AND MORTALITY: Pregnancy-related complications were the single
most important killer of women of child-bearing age in the Savar Project
area. (Ahmed, 1977a)

CAUSES OF MATERNAL MORTALITY: In Matlab Thana, almost one-third of all
deaths among women aged 10 to U9 years were related to childbirth,
occuring during pregnancy or within 90 days after its termination. Most
of these deaths were due to postpartum tetanus and sepsis. (Bhatia et
al., 1979)

AGE AT MENARCHE: Only a few of the girls in the study had attained
menarche by age 13, and only one-fifth of girls aged 14 had reached
menarche. (Chowdhury et al., 1977)

AGE AT MENARCHE: The trend of declining age of onset of menarche that
has been observed in many European countries and the U.S. has not been
observed in Bangladesh or other similarly impoverished nations where
nutritional status has remained inadequate. Several studies have
suggested that the age of onset of menarche is related to nutritional
status. (Chowdhury et al., 1977)

1.3 NUTRITION AND HEALTH STATUS, WOMEN, LACTATING
NATIONAL

POSTPARTUM AMENORRHEA: The median duration of postpartum amenorrhea was
19.9 months for all women in the study. These results may be biased
upwards by as much as one month. A seasonal trend in the resumption of
menses was also evident. (Huffman et al., 1978)

POSTPARTUM AMENORRHEA: There is a higher rate of resumption of menses
between September and December. Seasonal variation has a significant
impact on the duration of postpartum amenorrhea: the average duration of
postpartum amenorrhea was about 22 months for February births and 17
months for September births. Fifty-two percent of the women who resumed
menses during the study did so between the months of September and
December, during the time of the major rice harvest. However, editing
procedures used by researchers would tend to produce a slight upward bias
in the magnitude of the seasonal effect. (Huffman et al., 1978)



1.4 NUTRITION AND HEALTH STATUS, INFANTS 0-6 MONTHS
NATIONAL

MORTALITY RATE: The infant mortality rate in 1975 was 140 per 1,000 live
births. (World Bank, 1979)

MORTALITY: Infant mortality was estimated from a survey to be 150 deaths
per 1,000 live births. Of those surviving to their first birthday,
another 45 per 1,000 die in the second year of life, for a total of 20%
of all children who do not survive the first two years of life.
(International Statistical Institute, 1979)

LOW BIRTH WEIGHT: WHO estimated that 50% of infants born in Bangladesh
are "low birth weight" (less than 2500 grams). (WHO, 1980)

BIRTH WEIGHT: 363 of all infants weigh less than 2500 grams at birth.
(JGUAG, 1980)

GROWTH RATES: At birth, the study group's mean weight was T4% of the
Harvard standard. The growth curves were parallel until the third month;
from the UYth month, the sample group's curve began to fall back and to
attain a plateau. (Khan, 1980)

PERINATAL MORTALITY: Perinatal mortality, including stillbirths and
deaths to liveborn infants before one month of age, was 230 per 1000
deliveries. (Brown, 1978)

NEONATAL TETANUS: The rate of neonatal tetanus was 27 per 1000 live
births. (Brown, 1978)

INFANT MORTALITY: About 9% of all infants die in the first month of life
(neonatal mortality); 12% die by the end of the first year. Males have a
higher mortality rate in the first month, but a lecwer rate thereafter,
apparently due to the cultural pattern in which purents provide better
care for male children. (Women for Women, 1979)

INFANT MORTALITY: 20% of all children died in the first 2 years of life.
(International Statistical Institute, 1975)

INFANT MORTALITY RATE: 1In 1978, the infant mortality rate was 130 deaths
per 1000 infants. (World Bank, 1981)

INFANT MORTALITY: The infaht mortality rate was 153 deaths per 1000.
(Vemury, 1980)

INFANT MORTALITY: Infant mortality was about 140 deaths per 1000 live
births. (Brown, 1978)

INFANT MORTALITY: The infant mortality rate was 110 deaths per 1000 live
births per year. (UNICEF, 1978)



RURAL

INFANT MORTALITY: Children under one year old accounted for 16% of the
general mortality rate. (Islam, 1977)

INFANT MORTALITY: Among a random sample of 502 infants who survived past
the seventh day of life, 18 (3.5%) died before the age of one year.
(Kabir, 1982)

INFANT MORTALITY-—SULLA: The infant mortality rate in the Sulla regfon
was 186 deaths per 1000 births. (ICED, 1977) -

INFANT MORTALITY RATE—TEKNAF: The infant mortality rate in Teknaf
thana, Chittagong district, during the 12 months beginning July 1, 1976,
was 160 deaths per 1000 births, including a neonatal (first 28 days of
1life) rate of 89 and postneonatal rate of 71. (Islam et al., 1981)

BIRTH WEIGHTS: A study of 122 liveborn infants delivered at home in 1979
in the rural Matlab area found that 90% weighed less than 3000 grams at
birth, 50% weighed less than 2500 grams, and 10% weighed less than 2000
grams. (WHO, 1980)

CAUSES OF NEONATAL DEATHS: The major causes of neonatal deaths were
tetanus (31% of deaths), prematurity (22%), and congenital illnesses
(12%). During the post-neonatal period, the most common causes were
pneumonia (33%), malnutrition (18%), diarrheal diseases (10%), fever
(9%), and measles (6%). Delivery complications of the mother and the
newborn were found to be significant determinants of neonatal mortality.
(Islam et al., 1981)

INFANT MORTALITY AND TETANUS: Tetanus accounted for 22% of the infant
mortality and 35% of all neonatal deaths; in some areas, tetanus
accounted for 43% of neonatal deaths. (Islam, 1977)

URBAN

VITAL STATISTICS: Record-keeping is difficult because of migration,
residential mobility, and because many mothers do not deliver in their
own communities, but those of friends or relatives with whom they stay
temporarily. Among 2516 births at the Dhaka Medical College Hospital in
1979, only 182 could be followed for three years. Of the 182, there were
32 deaths (17.5%), of which 25 (13.7%; 78% of the deaths) were during the
first month after birth. The authors of this study note, "We of course
excluded from th: frame cases which died within 7 days." (Kabir, 1982)

1.5 NUTRITION AND HEALTH STATUS, INFANTS 6-24 MONTHS
NATIONAL

MALNUTRITION RATE: 1In 1975-76, the Institute of Nutrition and Food
Sciences of Dhaka University conducted a national survey and found that
86% of the children examined had moderate to severe malnutrition, as
defined in terms of weight for age (Gomez classes II and III), a greater
incidence of PEM than 25 previous surveys in Aslia, Africa, and Latin
America. (Brown, 1978)



1.5 NUTRITION AND HEALTH STATUS, INFANTS 6-24 MONTHS (Cont.)

MALNUTRITION: Among children under 5 years old in the National Nutrition
Survey of 1975-76, 22.38% of the boys and 18.6U4% of the girls were
normal; 4.76% and 6.82% respectively were wasted (weight for height less
than 80% of reference median); 59.05% and 56.82% were stunted (height for
age less than 90% of the reference median; and 13.81% and 17.72% were
both wasted and stunted. (Women for Women, 1979)

MALNUTRITION AND INFECTION: Of 100 children aged 12 to 60 months
admitted to the Nutrition Unit in Dhaka, 56 had marasmus; 14,
kwashiorkor; 28, marasmus-kwashiorkor; and 2 had edema on the basis of
primary renal disease. Seventy-three percent of the children had
evidence of a major systemic infection; 49% had pneumonia; 40%, enteric
infection; 30%, bacteriuria; 2%, bacteremia; and 1%, meningitis.
Clinical evidence for pulmonary tuberculosis was present in 28% of the
pneumonias. Rotavirus and shigellae were the most commonly identified
pathogens. Escherichia coli was the predominant cause of urinary tract
infections. (Nutrition Reviews, 1981)

CHILD DEATHS: Deaths of children under 5 years of age equaled 265 per
1000, or more than half of the country's deaths. (Brown, 1978)

CHILD MORTALITY RATE: The mortality rate of children age 1 to 4 years
was 25 to 50 per 1000 population. (Brown, 1978)

CHILD MORTALITY RATE: 1In 1979, the mortality rate among children age 1
to 5 years was 19 deaths per 1000 children; in 1960 the rate had been 25
per 1000. (World Bank, 1981)

CHILD MORTALITY RATE: The mortality rate in 1977 among children age 1 to
4 years was 23 deaths per 1000. (World Bank, 1981)

CHILD MORTALITY RATE: The mortality rate of children age 1 to 4 years
was 23 per 1000 per year. (UNICEF, 1978)

CAUSES OF CHILD DEATHS: The major causes of deaths among children age 1
to 4 years were: measles (30%), diarrhea and dysentery (28%), and fever
(15%), according to data from Teknaf. Another study in Matlab found that
gastrointestinal diseases accounted for 36% of deaths in this age group,
fever for 21%, and respiratory diseases, 10%. (JGUAG, 1980)

AFFLUENT CHILDREN--WEIGHT AND HEIGHT: At the second nutrition seminar of
Bangladesh, in 1977, it was reported that children of affluent families
in Dhaka and Chittagong complied with "international” standards for
height and weight for age; therefore, it was appropriate to use these
standards for the country. (Brown, 1978)

STUNTING/HEIGHT FOR AGE: The 1975-76 national survey found that 7u4% of
the children were stunted, below 90% of reference standards for weight
for age. (Brown, 1978)

GROWTH RATES: Although the mean birth weight of the sample was T4% of
the Harvard standard, the percent of standard at 1, 3, and 5 years of age
were 67, 69, and 75% respectively. (Khan, 1980)



HEIGHT AND WEIGHT FOR AGE: The national nutrition survey of 1975-76
found that 12% of the children were both stunted (below 90% of standard
reference height for age) and wasted (below 80% of reference standard
weight for height). (Brown, 1978)

ANEMIA: 82% of children under 5 years old do not meet "minimum
acceptable levels" for hemoglobin. (UNICEF, 1980)

VITAMIN A DEFICIENCY: Due to vitamin A deficiency, 17,000 children go
blind every year. (UNICEF, 1980)

VITAMIN A DEFICIENCY: Approximately 50,000 children (age not specified)
suffer from vitamin A deficiency each year. (UNICEF, 1978)

MAJOR HEALTH PROBLEMS: The ten major child health problems, which form
the basis of the Pallishishu health worker training, are: tuberculosis,
diarrhea, tetanus, measles, malaria, anemia, parasites, scabies, and
diphtheria. (Brown, 1978)

MORBIDITY AND MORTALITY: The major casues of morbidity and mortality in
children are: malnutrition, gastroenteritis (including diarrhea and
dysentery), worm infestation, respiratory diseases (including
tuberculosis), and accidents, including drownings and burns. (Brown,
1978)

MORBIDITY: Prevalent diseases which contribute to the high rate of
mortality among children are tetanus and diphtheria, scabies, worm
infestation, respiratory diseases (including whooping cough and
pneumonia), and dental diseases. (UNICEF, 1978)

CAUSES OF ILLNESS: The major causes of morbidity and mortality in
children were malnutrition, gastroenteritis, worm infestation, and
respiratory disease. (Brown, 1978)

PARASITES: At least 80% of children have some type of worms. (Brown,
1978)

RURAL

MORTALITY: Among 502 infants who survived the first 7 days of life, 18
(3.5%) died during the first year, and 13 (2.5%) during the second and
third years. (Kabir, 1982)

SEASON AND MALNUTRITION: Undernutrition and malnutrition are particular-
1y noticeable prior to harvesting of the rice crop. Nutritional
deficiencies in the form of night blindness and stomatitis are frequent.
(ICED, 1977)

WEIGHT—-SEASONAL CHANGES: The nutritional status of mothers and children
varies markedly by season, as attested by the fluctuation in weight of
100 children aged 17 to 25 months and their non-pregnant mothers.
Maternal weight was stable from March through September, then declined
and only gradually recovered. The weight gain of children followed a
similar pattern. (Chen et al., 1979)



1.5 NUTRITION AND HEALTH STATUS, INFANTS 6-24 MONTHS (Cont.)

DIARRHEA—SEASONALITY: Cholera showed a striking seasonal pattern with
about 700 admissions in September in comparison to almost no cases in
January and February. MNAG diarrheas show a seasonal pattern, peaking in
March, April, and May. (Chen et al., 1979)

DIARRHEA--SEASONALITY: Diarrheas due to rotavirus and enterotoxigenic E.
coli show a seasonal pattern. The former attacks children 6 months to 2
years of age, peaking during the winter months. The latter, also common
among children, has a probably spring peak. Evidence was too limited to
examine the role of these infections on nutritional status. (Chen et
al., 1979)

ENTEROPATHOGENS: Among 41 children aged 6 to 35 months admitted to the
treatment unit of the International Centre for Diarrhoeal Disease
Research (Matlab thana) for diarrhea treatment, one third had Vibrio
cholerae, one third had rotavirus, and one in each of two groups had
Shigellae. No enteropathogens were isolated from one-third of the
children. It is 1likely that E. coli was responsible for many of the
unidentified cases of child diarrhea. (Hoyle et al., 1980)

ANEMIA: The National Nutrition Survey (1975-76) found that 82% of the
children age 0 to 4 years were anemic, with a mean hemoglobin value of
9.7 gn. per 100 ml. (INFS, 1982)

ANEMIA: Hemoglobin levels of children age 0 to 4 years were low; 54% of
the children had hemoglobin levels below 10 gm. per 100 ml.; 28%,
10-10.9; 13%, 11-11.9; and 5%, 12 and above. The WHO minimum acceptable
level fram children age 6 months to 6 years is 11 gm. per 100 ml. (INFS,
1982)

CAUSES OF CHILD DEATH: In 1975, a famine year, the leading causes of
death among children under 5 years old in Campaniganj were: malnutrition
(31% of deaths); diarrhea (27%); pneumonia (7%); diphtheria, whooping
cough, and tetanus (U4%); measles (2%); tuberculosis (1%); and other,
including neonatal deaths, (29%). (Islam, 1977)

CHILD MORTALITY: Children under 5 years old account for 26% of the
general mortality rate. (Islam, 1977)

CHILD DEATHS: In 45.3% of the households studied, at least one child had
died while under six years old. (Vemury, 1980)

SURVIVORSHIP: Children whose birth is followed in less than than 12
months by an infant death have a lower survivorship than those followed
by a surviving infant. (Swenson, 1978)



2. DIETARY BELIEFS
2.1 DIETARY BELIEFS, GENERAL
NATIONAL

SOCIOECONOMIC STATUS AND FOOD CATEGORIES: For the most part, categoriza-
tion of foods does not seem to be affected by inccme, education,
occupational status, or urban/rural residence. But the poor expressed
such beliefs more frequently during the survey and were more likely to
follow these recommendations actively, especially in regard to hot/cold
classifications. (Rizvi, 1979)

INTRAHOUSEHOLD FOOD DISTRIBUTION—GUESTS: Food is regarded as an
important medium for showing warmth, and hospitality is stressed. A
mother in charge of food distribution for the home will give up her share
to a guest. (Rizvi, 1979)

RICE: Rice is considered the food; all others are side dishes. No other
food can give the satisfaction of rice, which nourishes the soul as well
as the body. Rice helps the brain to function, and no other food is as
good for giving strength. Children are told that wasting or dropping
rice while eating makes God unhappy, so that is a sin. (Rizvi, 1979)

HIGH-YIELDING VARIETIES OF RICE: High-yielding varieties of rice (HYV or
IRRI) is considered tasteless, and local varieties are preferred, even
five years after the introduction of IRRI rice. The poor often eat rice
with only salt and chili peppers, so can be expected to be particular
about its taste. Rich farmers, making profits on their rice crops,
prefer to buy the more expensive traditional varieties. (Rizvi, 1979)

VEGETABLES: Few people of any class recognized a nutritional role for
vegetables; they were regarded primarily as a way of making rice more
palatable. Preferred vegetables were those with the lowest nutritional
value: gourds, radishes, and amaranths. (Rashid, 1980)

FOOD CATEGORIES: Blood, strength, and energy are the key elements in the
maintenance of good health. Some foods are believed to produce both
blood and strength; others, only strength. The word "vitamin" is often
used for nutritious and strength-giving foods by both literate and
non-literate individuals. Foods are also categorized by hot/cold
classifications; whether they are ™nirdosh/nirog" (fault-  and
disease-free); and medicinal. (Rizvi, 1979)

BLOOD-PRODUCING FOODS: There is no specific term for anemia, apart from
the concept of insufficient blood in the body. Fish is the food most
commonly cited for its blood-producing properties, but only types of fish
which stay alive after caught in a little water, which suggests strength.
Also, the fact that the fish can be kept alive enhances their freshness
when eaten. Shrimp are considered no good because they have no blood,
and are not given to sick individuals; however, shrimp are desired for
their good taste. (Rizvi, 1979)



2.1

DIETARY BELIEFS, GENERAL (Cont.,

STRENGTH-GIVING FOODS: The principal strengih-giving food is ghee
(clarified butter); others are large fish, fish heads, milk, and young
chickens. Other protein foods such as beef, small fish, and eggs are not
considered strength-giving. The word "vitamin® is used interchangeably
with the local term "pushtikar" (nutritious), applied to strength-giving
foods. (Rizvi, 1979)

RICE AND STRENGTH: Bangalis believe that one cannot be strong without
eating rice. High-ylelding varities (e.g., IRRI) are believed to lack
the strength-—giving properties found in local varieties. Eating rice
alone, however, is considered insufficient for the strength and energy
needed for good health. Rice is not eaten during illness, and the
resulting weakness is attributed to not eating rice, rather than directly
to the effects of the illness. (Rizvi, 1979)

HOT AND COLL: Both foods and diseases are categorized as "hot" or
"cold". Diseases of one extreme are treated with foods of the other.
Therc is little variation among income groups or urban/rural differences
in which foods are assigned to each group. (Rizvi, 1979)

"HOT" FOODS: Hot foods, to be avoided during hot illness such as
diarrhea, include shrimp, "hilsa" (a local fish), beef, duck, "masur"”
(red lentils) (only among some urban residents; others considered it
neutral), jackfruit, and lichees. (Rizvi, 1979)

"COLD" FOODS: "Cold" foods, to be avoided if one has a "cold" disease
such as flu or asthma, include chicken, mutton, "boal" and "puti® (local
fish), bananas, and all citrus fruits. Mangoes are "cool." Among dals,
"khesari" and "mashkalai" are considered cold; the former is blanmed as
the cause of body aches and pains, swellings, and aggravating rheumatic
attacks and asthma. 1t contains a toxin, lathyrus sativus, which can
lead to paralysis of the lower limbs if consumed in large quantities as a
staple. (Rizvi, 1979)

NIRDOSH AND NIROG—-FAULT- AND DISEASE-FREE FOODS: Foods in these
categories are not viewed as causative agents for any disease or harm,
nor for humoral (hot/cold) imbalances in the body, although they are
generally considerd to be "cool." They are not viewed as "pushtikar"
(nutritious), nor as having medicinal properties. (Rizvi, 1979)

"NIRDOSH" FOODS: Most vegetables are nirdosh, including okra,
cauliflower, green beans, lau (marrow), patol, jhinga, chichinga, and
data. Excluded are pumpkin, eggplant, and all kinds of leafy greens
except palong (spinach) and pui (a local leafy green). Among the dals
(lentils), there is less consensus: masur (red lentils) are usually
considerd nirdosh, as are motor (another lentil), and mung dal. Among
meats, mutton and chicken are nirdosh; no fish are referred to as
nirdosh. (Rizvi, 1979)

RURAL

FOOD CLASSIFICATIONS: Properties by which foods were categorized by
"community influentials" included: hot and cold, strength producing,
blood giving, and digestibility. (Vemury, 1980)
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HOT AND COLD FOODS: Foods usually classified as hot included fish, eggs,
beef, khesari (a legume), and other animal protein foods. Mcrtioned less
often (by less than 10%) were milk, duck, jackfruit, ghee, arum, wheat,
and certain vegetables. Cold foods included papaya, banana, citrus
fruits, whey, curd, pumpkin, and (less than 10%) some fish, rice, and
vegetable, sagoo (a cereal), and chicken. (Vemury, 1980)

KHESARI HARMFUL: 9% of responding households believed that khesari (a
legume) was harmful. (Vemury, 1980)

EGG HARMFUL: 12% of responding households believed that egg protein was
harmmful. (Vemury, 1980)

VEGETABLES—SULLA: Vegetables have traditionally been regarded as an
inferior type of food and thus were not often grown nor consumed in the
Sulla area. New vegetables such as broccoli, chinese cabbage, tomatoes,
and cauliflower have been introduced with unknown success by the BRAC.
(ICED, 1977)

SOURCES OF DIETARY ADVICE: 23% of women (3.8% of "community
influentials") regarded themselves as their major source of advice on
diet (e.g., they observed others); 35% (28%), their mothers; 30% (30%),
mothers-in-law; 8.1% (36.4%), other older women; 1% (0), health workers;
and 0-2% (0-1%), local healers, others, and not known. (Vemury, 1980)

BENEFICIAL FOODS--MENSTRUATION: Foods considered ben.ficial for girls
during menstruation included only boiled milk, named by only 1.5% of all
respondents. (Vemury, 1980)

HARMFUL FOODS—MENSTRUATION: Foods considered harmful for girls during
menstruation included all fish (named by 6% of respondents), eggs (4%),
all animal origin foods (3%), and certain fats and oils (4%). (Vemury,
1980)

BENEFICIAL FOODS—PUBERTY: Foods considered beneficial for girls at
puberty included boiled milk (named by 6.3% of respondents), beef (2.3%),
eggs (2.3%), and rice and rice pudding (4.8%). (Vemury, 1980)

HARMFUL FOODS-~PUBERTY: Foods believed harmful for girls at puberty
included meat (named by 7.5% of respondents), eggs (10.4%), fish (21.5%),
certain fruits (1.8%), certain fats and oils (5.4%), and turmeric (3.7%).
(Vemury, 1980) ‘

BENEFICIAL FOODS—PRE-PUBERTY: Foods believed benficial for girls who
had not reached puberty included boiled milk (named by 8% of responding
households), meat in general (6%), and eggs (5%). (Vemury, 1980)

HARMFUL FOODS--PRE~-PUBERTY: Foods believed harmful for girls who had not
reached puberty included boal, a type of fish, (4% of all responding
households), and khesari, a legume (2.9%). (Vemury, 1980)

1"



2.2 DIETARY BELIEFS, ABOUT PREGMNANCY
NATIONAL

FOOD RESTRICTIONS: Although there is recognition that a pregnant woman
needs more food, it is also believed that if she eats more there will be
less space in which the baby can grow, and that a small baby is good
because the mother will have an easier delivery. Village people and
non-literate urban women visualized the food and the baby occupying the
same general area in the mother's body. (Rizvi, 1979)

SHRIMP: Shrimp are not given to mothers after delivery because, having
no blood, they cannot help the mother make new blood, as same other types
of fish can. (Rizvi, 1979)

POSTPARTUM RESTRICTIONS: During the first 6 days postpartum, the mother
is expected to avoid all types of animal foods, even thcse considered
"hot." Although the wet/dry categorization is rarely found in native
categorizations for food, at this time the mother must avoid plain boiled
rice, a "wet" food, because it slows down the healing process. Water
intake is also restricted, but boiled water is allowed. (Rizvi, 1979)

POSTPARTUM RESTRICTIONS: At 6 days postpartum, a special meal of rice,
fish, and greens is prepared for the mother to celebrate the survival of
mother and child, to reduce the mother's food restrictions, and to
introduce the baby (through the mother's milk) to some of the foods it
will eat. For the remainder of the first 40 days postpartum, the mother
still should not eat beef, shrimp, small fish, most leafy greens, fruits,
and yogurt. (Rizvi, 1979)

- POSTPARTUM FOODS: After the sixth day postpartum, the mother is advised
to eat "blood-producing" fish. Some greens are allowed, but they are
generally discouraged because they are believed to provide only roughage,
not food value. Frequent eating of rice is encouraged as well. (Rizvi,
1979)

POSTPARTUM SPICES RECOMMENDED: Several spices are considered to help the
postpartum healing process, including turmeric, black cumin, garlie,
ginger, and regono seed. Black cumin is also believed to increase the
supply of breast milk. (Rizvi, 1979)

BEEF: Beef is restricted postpartum in spite of being a "hot" food
because it iz thought to cause sutika, a disease characterized by diar-
rhea, dizziness, dysentery, constipation, and weight loss. (Rizvi; 1979)

FOOD TABOOS: The few foods tabooed are mostly fish which are not regular
items in the diet, and so have little impact on the mother's nutritional
status. Pineapple is to be avoided in the first trimester, as it causes
miscarriage, and fruits joined together, such as bananas, are avoided in
order to prevent Siamese twins. (Rizvi, 1979)

FOOD CRAVINGS: Thé pregnant woman's desire for any particular food
should be satisfied; otherwise, her child will become a greedy person.
There are few food taboos, most of which are believed to prevent defects
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and blemishes in the newborn. Some cravings (pica) are for non-food
items such as clay, burnt charcoal, and uncooked rice. A woman's
opportunity for recognition and fulfillment of her cravings is one of her
few chances for recognition in a society where she usually holds an
inferior position. Some foods craved will inhibit nausea, but there is
little other evidence of physiological bases for them. (Rizvi, 1979)

RURAL

RELATIVE INTAKE: 62.0% of women (68.C% of "community influentials")
believed that women should eat less than normal during pregnancy; 24.0%
(26.3%), that they should eat as usual; 13.6% (4.8%), that they should
eat more; and the remainder, 0.4% (0), did not knmow. (Vemury, 1980)

BENEFICIAL FOODS: Foods considered beneficial during pregnancy included
boiled rice (named by 44% of respondents), meat in general (27%), chicken
(2%), fish (21%), magur (6%), koi (3%), and eggs (17%). (Vemury, 1980)

HARMFUL FOODS: Foods considered harmful to pregnant women were meat
(named by 3% of respondents), fish (5%), boal (12%), mregal (6%), some
animal proteins (11%), pineapple (9%), and some other fruits (4%).
(Vemury, 1980)

FORBIDDEN FOODS: - Pregnant women are forbidden to eat mutton; duck;
several local varieties of fish; shrimp; vegetables including squash,
onions, and sweet pumpkin; fruits such as pineapple; and eggs. The
reasons fcr the prohibitions include beliefes that the foods will harm
the baby, cause miscarriage, or cause specific deformities in the child.
(Bhatia et al., 1979)

2.3 DIETARY BELIEFS, ABOUT LACTATION
NATIONAL

ATTITUDES TOWARDS BREAST MILK: Breast milk is considered the ideal food
for babies. Village women felt that "One drop of mother's milk is equal
to ten drops of cow's milk." According to Ayurvedic (Hindu Indian)
medicine, breast milk is the best food for promoting growth, nourishment,
and long life. The Koran recommends that Moslem mothers breast feeo a
child for two years. Mothers also support breast feeding because it is
believed to have contraceptive effects. (Rizvi, 1979)

INITIATION OF BREAST FEEDING: Most mothers (86%) began breast feeding on
the third day postpartum. The delay was due to the belief that colos-
trum, not being milk, is not a fit food to give the baby. (Rizvi, 1979)

POSTPARTUM RESTRICTIONS: In contrast to pregnancy, the postpartum period
of 40 to 45 days is very restricted. Women are considered especially
vulnerable to a variety of diseases during this period, and illnesses are
believed to be transmitted to the baby through breast milk. The process
of birth is believed to increase the "coldness" of the body, making the
mother susceptible to "cold" illnesses. The first six days after
delivery are considered particularly critical to the survival of both
mother and child and are therefore the most restricted. (Rizvi, 1979)
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2.3 DIETARY BELIEFS, ABOUT LACTATION (Cont.)
RURAL

SPECIAL FOODS: Because many properties are thought to pass into breast
milk, the mother is fed a special meal of five foods on the fifth day
postpartum so that the child will have the blessings of a choice of five
dishes all its life. (Bhatia et al., 1979)

DIETARY RESTRICTIONS: Restrictions on the mother's diet are strict, and
become more so if the child has diarrhea, a cold, or a cough. Foods

generally avoided include meat, eggs, fish, and occasionally milk.
(Bhatia et al., 1979)

INCREASE INTAKE: 75.1% of mothers and 72.2% of “community influentials"
believed a lactating woman should eat more than normal; 20.4% and 25.4%
thought she should eat the same amount; and the remainder, 4.2% and 2.4%,
did not know or thought she should eat less. (Vemury, 1980)

MILK BENEFICIAL: 26% of mothers surveyed believed that boiled milk was
beneficial during the postpartum period. (Vemury, 1980)

POTATOES BENEFICIAL: Potatoes were believed beneficial during the
postpartum period by 22% of responding women. (Vemury, 1980)

BENEFICIAL FOODS: Foods believed beneficial for lactating mothers
included boiled milk (named by 37% of respondents), certain meats (20%),
eggs (12%), shing (13%), magur (12%), and (less than 10% each), poultry,
roi, pumpkin, fruits, and juices. (Vemury, 1980)

HARMFUL FOODS: Foods believed harmful for lactating mothers but each
named by less than 10% of respondents included meat, fish, boal, hilsa,
-Khesari, green leafy vegetables, certain other vegetables, chili peppers,
and certain fruits. (Vemury, 1980) ‘

HARMFUL FOODS: Foods believed harmful during the postpartum period
included all meat (named by 26% of respondents), fish (30%), boal (15%),
certain animal protein (15%), and (less than 10% each) beef, hilsa, rice,
certain cereals, khesari, certain other legumes, chili peppers, and green
leafy vegetables. (Vemury, 1980)

2.4 DIETARY BELIEFS, ABOUT BREAST MILK SUBSTITUTE (INCLUDING BOTTLE FEEDING)
NATIORAL

APPROPRIATE SUBSTITUTES: 1In following the principle of "like produces
like," the types of supplemental feeding deemed acceptable for an infant
under 12 months old (who may be given liquids but not solids) are foods
which are similar to breast milk in appearance, rather than in
composition. Therefore, the supplemental foods must be liquids and white
in color. When fresh, canned, or powdered milk is not available, poor
mothers may give mixtures of starchy products such as rice powder,
barley, or arrowroot, or overdiluted milk powder. (Rizvi, 1979)

BOTTLE FEEDING: Mothers started bottle feeding their infants when the
baby cried for extended periods. They held the belief that mother's milk
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was inadequate or it was causing abdominal pain in the infant. (Quader,
1979)

RURAL

REASONS FOR SUPPLEMENTARY FEEDING: The first supplementary feeding,
given at an average age of 3.3 months, was usually given because of an
"inadequate supply of breast milk." (Rizvi, 1979)

LIQUIDS: Although there is a strong belief against giving solid foods
before the age of 12 months, there is no such restriction on giving
liquids. (Rizvi, 1979)

URBAN

ATTITUDES TOWARDS ARTIFICIAL FEEDING: Urban mothers said that they fed
breast milk only because they could not afford powdered milk, not because
they believed that breast milk was superior. Their confidence in breast
milk and themselves has been eroded by advertising and the example set by
the upper class, as well as the efforts of well-meaning relief
organizations. (Rizvi, 1979)

2.5 DIETARY BELIEFS, ABOUT WEANING
NATIONAL

LATE INTRODUCTION OF FOODS: Rice is the first food given but is believed
to cause "pot belly" (which is aesthetically undesirable) if given before
the age of 12 months. (Rizvi, 1979)

WEANING AGE: Most mothers believed that the child is not ready to be
weaned until certain physical signs appear, including: ability to walk,
appearance of milk teeth, ability to name the food or part of the desired
food, and sufficient degree of dexterity in feeding self. Therefore,
children under two years old do not get any significant share of the
family meals. (Rizvi, 1981)

SUITABLE FOODS: Fish, dal, and greens are considered unsuitable foods
for young children, so the only common food left for them is rice.
(Rizvi, 1979)

FOOD RESTRICTIONS: Several foods are considered inappropriate for young
children. Fish are believed to cause worms, beef is believed to cause
allergic reactions and stomach problems, and greens are believed to offer
only roughage and no food value. (Rizvi, 1979)

RURAL

BENEFICIAL FOODS: Foods believed beneficial for children age 0 to 2
years included boiled milk (named by 50% of respondents); certain animal
foods (17%); and (less than 10% each) all meat, all fish, rice and rice
pudding, and bananas. (Vemury, 1980)
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2.5

URBAN

2.6

DIETARY BELIEFS, ABOUT WEANING (Cont.)

REASONS FOR WEANING: High-income and highly educated urban mothers
weaned early, before 12 months. Their reasons related to their desire
for more free time and pleasure trips, but only secondarily to working
schedules. Low-income mothers most frequently weaned because of a new
pregnancy, because they believed that the milk of a pregnant woman, after
the first trimester, is harmful for the baby. (Rizvi, 1979)

REASONS FOR WEANING: Among mothers of 500 poor urban infants, 221 had
ceased bruast feeding. The most common reason given was mother's
pregnancy; the second most common was that her milk had "dried up."
(Quader, 1979)

REASONS FOR WEANING: Reasons for weaning include pregnancy, illness in
mother or baby (the milk of an ill mother is thought to be harmful to the
baby), mother begins wc.king out of home, mother does not want to spend
time breast feeding and gives infant over to someone else who will bottle
feed, and following doctor or health worker's advice based on lack of
interest and/or poor knowledge. (Quader, 1979)

REASONS FOR WEANING: As their reasons for weaning infants from the
breast, 20% of mothers cited that their breast milk dried up
automatically; 7% said their breast milk stopped because of a new
pregnancy; and 1.4% said the baby did not tolerate the milk, that it gave
him diarrhea. (Quader, 1979)

DIETARY BELIEFS, ABOUT ILLNESS AND CURE

NATIONAL

MEDICINE SYSTEMS: Despite their Muslim heritage, most Bangali Muslims
are not influenced by the Arabic (Unani) system of medicine, but are more
strongly influenced by the Indian (Ayurvedic) system, which focuses on
the four humors (hot/cold and wet/dry). (Rizvi, 1979)

BITTER FOODS—MEDICINES: Eating bitter-tasting vegetables is recommended
to keep the blood clean and thus free oneself from diseases associated
with "bad blood," such as skin infections and allergies. Bitter gourds
are recommended to keap the skin smooth and shiny. Bitter vegetables are
also believed useful in preventing and curing worms.. Children are
encouraged to eat them to avoid common infections, especislly during the
summer. An herbalist reported that bitter foods were strength-giving
because by killing parasites they cleansed the blood, thus helping to
restore health. (Rizvi, 1979)

DIARRHEA-——CAUSES: " Diarrhea in an infant is usually caused by problems
w